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Familial  Hyperparathyroidism 

(Report  of  Three  Cases) 

Frank  E.  Medford,  M.  D. 


Familial  hyperparathyroidism  in  the  absence 
of  polyendocrine  adenomatosis  is  rare,  as  evi- 
denced by  the  fact  that  only  17  families  have 
been  reported.1’  2>  3’  4 It  has  by  no  means  been 
shown  that  this  is  a distinct  entity,  and  the  sepa- 
ration probably  is  artificial. 

This  paper  reports  three  cases  in  one  family, 
in  two  of  which  the  patients  have  had  only  para- 
thyroid disease  and  one  in  which  the  patient  has 
had  parathyroid  hyperplasia  and  pancreatic 
adenomata.  The  difficulty  of  distinguishing  be- 
tween adenomata  and  hyperplasia  is  again  illu- 
strated, and  diagnostic  testing  is  considered 
briefly. 

Case  1.— ( CMH  158891).  V.  G„  a 26-year-old 
man,  was  admitted  May  23,  1965,  with  a history 
of  recurrent  renal  calculi.  The  first  two  calculi 
were  passed  in  I960.  Cystoscopy  at  that  time 
revealed  nothing  pathologic.  He  passed  another 
calculus  in  1964;  a subsequent  intravenous  pyelo- 
gram  was  normal  and  showed  no  opacities.  He 
required  a right  ureteral  lithotomy  in  March 
1965  and  had  another  attack  of  renal  colic  one 
week  prior  to  the  present  admission. 

Physical  examination  revealed  a well  devel- 
oped adult  male  in  no  distress.  The  blood  pres- 
sure was  126/82,  pulse  68/min.  and  respiration 
12/min.  The  corneas  showed  no  opacities.  There 
was  no  enlargement  or  nodules  of  the  thyroid 
gland.  No  palpable  masses  were  found  in  the 
abdomen.  There  was  a small  right  indirect  in- 
guinal hernia. 

The  serum  calcium  ranged  from  11.6  to  13.3 
mg.  per  cent  and  the  phosphorus  from  2.0  to  2.2 
mg.  per  cent.  The  tubular  reabsorption  of  phos- 
phorus was  45  per  cent  and  55  per  cent.  Phos- 
phaturia  was  not  depressed  by  intravenous  in- 
fusion of  calcium  (Figure  1).  The  urinary  excre- 
tion of  calcium  on  a low  calcium  diet  ranged 
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from  140  to  157  mg.  per  24  hours.  The  following 
tests  were  normal:  urinalysis;  hemoglobin; 

hematocrit;  WBC  and  differential;  VDRL;  two- 
hour  postprandial  glucose;  blood  urea  nitrogen; 
serum  sodium,  potassium,  chloride  and  CO-  con- 
tent; uric  acid;  creatinine;  creatinine  clearance; 
total  protein  and  albumin-globulin  ratio.  Analy- 
sis of  a previous  stone  showed  it  to  be  primarily 
calcium  oxalate  and  hydroxyapatite. 
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Figure  1.  Calcium  Infusion  Test  in  Case  1. 
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X-rays  of  the  shoulders,  hands  and  lamina  dura 
of  the  teeth  showed  no  periosteal  resorption  of 
bone  and  were  considered  normal.  X-rays  of  the 
esophagus  and  an  intravenous  pyelogram  showed 
no  abnormalities.  A chest  x-ray  was  normal  as 
was  the  electrocardiogram. 


Parathyroid  exploration  was  done  on  June  1, 
1985,  and  a parathyroid  gland  three  times  normal 
size  was  removed.  A smaller  adjacent  gland 
also  was  removed.  Frozen  section  suggested 
the  former  to  be  a parathyroid  adenoma  and  the 
latter  gland  “fat  ".  Further  study  revealed  para- 
thyroid hyperplasia  with  a predominance  of 
chief  cells  in  both  glands  and  a well  defined 
capsule  in  the  larger  gland  (Figure  2). 
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Figure  2.  Microphotograph  of  gland  in  Case  1.  x 220. 
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Following  surgery  the  serum  calcium  failed 
to  fall  and  Sulkowitch  tests  revealed  three-plus 
to  four-plus  excretion  of  calcium. 

The  patient  was  readmitted  on  June  20,  1965, 
for  re-exploration  of  the  neck.  The  serum  cal- 
cium ranged  from  11.9  to  12.7  mg.  per  cent  and 
the  serum  phosphorus  2.9  to  3.1  mg.  per  cent. 
X-ray  of  the  abdomen  showed  a small  calculus 
in  the  right  kidney. 

Operation  on  June  25,  1965,  produced  two 
parathyroid  glands  weighing  0.8  and  1.8  Gm. 
Both  showed  microscopic  hyperplasia  of  chief 
cells.  Postoperatively  the  serum  calcium  ranged 
from  8.6  to  11.0  mg  per  cent  and  serum  phos- 
phorus 2.2  to  2.6  mg.  per  cent.  There  have  been 
no  further  calculi  and  the  serum  calcium  and 
phosphorus  have  remained  within  normal  limits. 

Case  2 — (CMH  176550).  R.  G.,  a 43-year-old 
white  woman  ( sister  of  Case  1 ) , was  admitted 
August  7,  1966,  because  of  epigastric  pain.  A 
duodenal  ulcer  was  diagnosed  by  x-ray  in  1960. 
She  had  also  had  multiple  renal  calculi  since 
1946.  In  1960,  the  serum  calcium  was  12  mg. 
per  cent  and  serum  phosphorus  2.3  mg.  per  cent. 
The  tubular  reabsorption  of  phosphorus  was  59 
per  cent.  She  had  a parathyroid  exploration  with 


removal  of  the  two  superior  glands;  it  was  felt 
that  the  two  inferior  glands  were  normal.  Mic- 
roscopic description  of  the  two  glands  which 
were  removed  is  not  available  but  they  were 
called  “adenomata”  (Figure  3).  It  is  apparent 
that  the  glands  show  chief  cell  hyperplasia.  Post- 
operative serum  calcium  and  phosphorus  were 
10.9  and  2.5  mg.  per  cent  respectively.  She  con- 
tinued to  have  renal  calculi  and  epigastric  pain 
to  the  time  of  the  present  admission.  The  pain 
characteristically  occurred  when  the  stomach 
was  empty,  was  relieved  by  food  and  had  wak- 
ened her  at  night.  She  also  had  periodic  polyuria, 
weakness  and  constipation.  She  had.  not  been 
using  milk  or  alkali  regularly. 

The  mother  died  at  the  age  of  55  years  from 
a postoperative  gallbladder  fistula  and  obstructed 
colon.  The  father  died  at  age  66  with  pneumonia 
and  cirrhosis  of  the  liver.  One  sister  has  had  a 
renal  calculus. 

On  physical  examination  the  patient  was  well 
developed  and  in  no  distress.  The  blood  pressure 
was  120/80,  pulse  76/ min.,  respiration  18/min. 
and  temperature  98.6  F.  orally.  She  weighed  89 
pounds.  There  were  no  ocular  abnormalities.  An 
anterior  neck  incision  was  well  healed  with  some 
nodularity  in  the  region  of  the  left  lower  pole 
of  the  thyroid  gland.  There  was  a well  healed 
incision  in  the  right  Hank  area.  The  abdomen 
was  Hat  without  palpable  organs,  masses  or  ten- 
derness. The  remainder  of  the  examination  re- 
vealed no  abnormalities. 
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Fisure  3.  MicrouhotosraDh  of  gland  in  Case  2.  x 400. 


The  serum  calcium  ranged  from  10.0  to  11.2 
mg.  per  cent  and  the  serum  phosphorus  from  2.6 
to  3.3  mg.  per  cent.  The  24-hour  calcium  excre- 
tion on  a low  calcium  diet  was  180  mg.  The 
tubular  reabsorption  of  phosphorus  was  70  per 
cent.  There  was  no  decrease  in  phosphaturia 
after  intravenous  administration  of  calcium  (Fig- 
ure 4).  The  following  tests  were  within  normal 
limits:  Hemoglobin;  hematocrit;  WBC  and  dif- 
ferential; urinalysis;  VDRL;  two-hour  postpran- 
dial blood  sugar;  blood  urea  nitrogen;  serum 
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sodium;  potassium,  chloride  and  CCU  content; 
creatinine;  creatinine  clearance;  cholesterol;  and 
uric  acid  X-rays  of  the  chest  and  skull  were 
interpreted  as  normal.  An  intravenous  pyelo- 
gram  was  normal.  There  was  slight  osteoporosis 
of  the  bones  of  the  hands  by  x-ray.  X-ray  of  the 
stomach  showed  an  ulcer  crater  in  the  duodenal 
cap.  The  PBI  was  over  20  micrograms  per  cent, 
but  the  T3  uptake  was  normal.  An  Ii31  scan  of 
the  thyroid  showed  normal  distribution. 

She  was  advised  to  have  the  neck  explored 
again  but  refused. 

Case  d— (HPS  9540-65).  M.  J.  G.  (son  of 
Case  2)  was  seen  in  June  1965  with  a six -month 
history  of  diarrhea  with  mucus  and  melena.  For 
several  days  prior  to  admission  he  had  had 
epigastric  pain  and  hematemesis.  The  pain  radi- 
ated to  the  back  and  woke  him  at  night.  There 
had  been  an  18  pound  loss  of  weight. 

The  blood  pressure  was  120/60,  pulse  100/min. 
and  temperature  99.0  (oral).  There  was  a grade 
II  short  systolic  murmur  at  the  left  sternal  border 
in  the  second  intercostal  space.  There  was  mild 
epigastric  tenderness.  A 10-12  cm.  diameter  area 
of  skin  pigmentation  was  seen  on  the  right  side 
of  the  abdomen. 

The  hemoglobin  was  12.0  gm.  per  cent  with 
a hematocrit  of  38  vol.  per  cent.  The  following 
tests  were  normal:  Urinalysis;  VDRL:  blood 

urea  nitrogen;  fasting  blood  sugar;  bilirubin; 
total  protein;  albumin;  alkaline  phosphatase; 
SCOT;  SGPT;  and  two-hour  postprandial  blood 
sugar.  The  serum  calcium  ranged  from  5.3  to 
6.9  mEq.  L.  and  the  serum  phosphorus  from  2.7 
to  3.5  mg.  per  cent.  Serum  sodium,  potassium, 
chloride  and  CCU  content  were  normal.  Stools 
for  fat  were  recorded  as  three-plus.  The  24-hour 
urinary  calcium  was  increased  on  a low  calcium 
diet.  The  calcium  infusion  test  was  considered 
negative.  A radioactive  selenium-methionine 
scan  was  negative.  The  over-night  gastric  acid 
excretion  was  increased  with  a volume  output 
of  7,000  ml. 

X-rays  of  the  skull,  chest  and  long  bones  were 
normal.  An  intravenous  pyelogram  was  normal. 
The  upper  gastrointestinal  studies  showed  a di- 
lated duodenum  with  loss  of  the  mucosal  pattern. 

At  parathyroid  exploration  the  left  superior 
gland  measured  1.5  x 1 cm.  and  the  right  superior 
gland  measured  2x1  cm.  Both  were  removed 
and  microscopically  showed  chief-cell  hyper- 
plasia. Following  surgery  the  24-hour  gastric 
output  stayed  at  about  3,000  ml.  with  a high 
acid  output.  Ten  days  after  the  parathyroid  sur- 
gery an  exploratory  laparotomy  was  performed. 


and  two  pancreatic  tumors,  12  mm.  and  1x2  cm. 
in  diameter,  were  found.  The  duodenum  was 
dilated.  Partial  pancreatectomy,  splenectomy 
and  total  gastrectomy  were  performed  with  con- 
struction of  an  esophagojejunostomy  and  jejuno- 
jejunostomy.  Microscopically,  the  resected  tail 
of  the  pancreas  had  three  islet-cell  tumors.  The 
stomach  and  spleen  were  normal. 

He  has  since  enjoyed  good  health  with  the 
exception  of  dumping.  Repeat  serum  calcium 
determinations  have  not  been  made. 

Comment 

It  may  be  that  familial  hyperparathyroidism 
in  the  absence  of  polyendocrine  adenomatosis  is 
not  a distinct  entity  at  all  but  merely  a part  of 
the  spectrum  of  polyendocrine  adenomatosis, 
which  has  been  suggested  before.2  Furthermore, 
continued  follow-up  of  these  families  may  reveal 
the  development  of  subsequent  involvement  of 
other  glands,  as  suggested  by  Wermer.5  The 
possibility  that  the  disorder  represents  a distinct 
clinical  syndrome,  however,  warrants  the  con- 
tinual study  of  these  families. 
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Figure  4.  Calcium  Infusion  Test  in  Case  2. 

The  diagnosis  of  hyperparathyroidism  often  is 
difficult.  Persistently  elevated  serum  calcium  and 
depressed  serum  phosphorus  in  the  absence  of 
causes  other  than  hyperparathyroidism  produces 
some  confidence  that  neck  exploration  may  be 
rewarding.  As  in  the  study  of  other  endocrine 
disorders,  however,  functional  testing,  including 
suppression,  would  be  of  great  value  as  sup- 
portive evidence  of  malfunction.  Two  such  tests 
are  the  tubular  reabsorption  of  phosphorus  and 
the  calcium  infusion  tests.  The  determination  of 
the  tubular  reabsorption  of  phosphorus  may  be 


January,  1970,  Vol.  66,  No.  1 


3 


adversely  affected  by  conditions  which  cause 
“phosphate  leaks"6  as  well  as  phosphate  depriva- 
tion.7 The  latter  problem  may  be  eliminated, 
however,  by  meticulous  attention  to  details,  and 
many  of  the  conditions  causing  “phosphate  leaks" 
may  be  eliminated  on  clinical  grounds.  Deter- 
mination of  the  tubular  reabsorption  of  phos- 
phorus before  and  after  administration  of  para- 
thormone may  enhance  the  value  of  the  test.8 
The  reliability  of  the  calcium  infusion  test  as 
proposed  by  Goldsmith9  also  has  been  ques- 
tioned.10’ 1 *’  12  Again,  however,  many  conditions 
adversely  affecting  the  results  can  be  eliminated 
clinically,  and  careful  attention  to  details,  as 
pointed  out  by  Goldsmith,9  improves  the  accur- 
acy. One  should  not  depend  solely  on  these  two 
tests;  they  should  be  used  in  conjunction  with 
the  total  clinical  picture  to  arrive  at  a more 
concrete  diagnosis. 

it  would  seem  that  the  strongest  element  in 
diagnosis  of  familial  hyperparathyroidism  and  its 
possible  involvement  of  all  four  parathyroid 
glands  would  be  the  family  history.  This  is  ex- 
emplified by  our  first  case. 

Although  most  of  the  families  have  had  mul- 
tiple parathyroid  gland  involvement  with  chief- 
cell  hyperplasia,  a clear  histologic  picture  has 
not  emerged.  True  chief-cell  adenomas  have 
been  reported1  as  well  as  mixed  hyperplasias 
with  predominance  of  chief  cells.2  One  family4 
had  “adenomatous  hyperplasia”  of  mixed  cells. 
It  is  apparent  that  histologic  classification  is  very 
difficult  and  could  account  for  the  variations 
reported.  On  the  other  hand,  it  is  possible  that 
adenomas  and  hyperplasias  of  different  cell  types 
may  occur,  making  it  impossible  to  diagnose 
familial  hyperparathyroidism  histologically. 

Even  more  complicated  is  the  diagnosis  at 
surgery.  Parathyroid  tissue  often  is  confused 
with  fat  as  in  our  first  case,  and  difficulty  dis- 
tinguishing adenoma  and  hyperplasia  on  frozen 
section  may  be  encountered.13  It  has  been  sug- 
gested that  at  surgery  it  is  better  to  isolate  a 
normal  gland  than  rely  on  frozen  section.13  In- 
deed, one  may  even  confuse  parathyroid  tissue 
with  thyroid  tissue  on  frozen  section.14 

It  is  considered  that  the  most  likely  mode  of 
hereditary  transmission  is  autosomal  dominent1’  4 
with  possibly  a single  pleomorphic  gene2  or  even 
mosaic  pleomorphism.5  Consanguinity  in  some 
cases2’  7’  15  might  suggest  a recessive  mode  of 
inheritance. 


Summary 

The  cases  of  three  members  of  a single  family 
are  reported,  two  with  isolated  hyperparathyroid- 
ism due  to  chief-cell  hyperplasia  and  one  with 
hyperparathyroidism  due  to  chief-cell  hyper- 
plasia associated  with  functioning  adenomata  of 
the  pancreas.  It  is  likely  that  familial  hyper- 
parathyroidism is  not  a distinct  entity  but  part 
of  the  spectrum  of  familial  endocrine  adenoma- 
tosis. The  difficulty  of  diagnosis  is  again  illus- 
trated, and  it  is  suggested  that  testing  be  as 
comprehensive  as  possible.  The  mode  of  inheri- 
tance is  still  not  clear. 

References 

1.  Schachner,  S.  H.,  Riley,  T.  R.,  Old,  J.  W.,  Taft, 
D.  A.  & Hamwi,  G.  J.:  Familial  Hyperparathy- 
roidism, Arch.  Int.  Med.  117:417,  1965. 

2.  Cutler,  R.  E.,  Reiss,  E.  & Ackerman,  L.  V.:  Familial 
Hyperparathyroidism,  New  England  J.  Med.  270: 
859,  1964. 

3.  Stevens,  L.  E.,  Rloomer,  H.  A.  & Castleton,  K.  R.: 
Familial  Hyperparathyroidism,  Arch.  Surg.  94:524, 
1967. 

4.  Graber,  A.  L.  & Jacobs,  K.:  Familial  Hyperthy- 
roidism, JAMA  204:222,  1968. 

5.  Wenner,  P.:  Endocrine  Adenomatosis  and  Peptic 
Ulcer  in  a Large  Kindred,  Am.  J.  Med.  35:205, 

1963. 

6.  Avioli,  L.  V.:  Diagnosis  of  Primary  Hyperparathy- 
roidism, Med.  Clin.  North  America  *52:457,  1968. 

7.  Riddick,  F.  A.,  Jr.  & Reiss,  E.:  Hyperparathyroidism: 
Analysis  of  Recent  Experiences,  Clinical  Spectrum 
and  Diagnostic  Tests,  Ann.  Int.  Med.  56:183,  1962. 

8.  Recker,  K.  L.,  Purnell,  D.  C.  & Jones,  J.  D.:  Tubular 

Reabsorption  of  Phosphate  in  Primary  Hyperpara- 
thyroidism: Before  and  After  Administration  of 

Parathyroid  Hormone,  J.  Clin.  Endocrinol.  24:347, 

1964.  ' 

9.  Goldsmith,  R.  S.  & Farland,  M.:  Rapid  Calcium  In- 
fusion Test  for  Hyperparathyroidism,  Arch.  Int. 
Med.  113:550,  1964’. 

10.  Bell,  N.  H.,  Caldwell,  J.  A.,  Saval,  F.,  Del  Creco, 
F.  & Casey,  D.  E.:  Effects  of  Calcium  Infusion  on 
Urinary  Hydroxyproline  and  Phosphorus:  Evaluation 
as  a Diagnostic  Test,  J.  Clin.  Endocrinol.  26:677, 
1966. 

11.  Horwith,  M.,  Buchanan,  J.  R.,  Gudmundsson,  S.  T. 
& Mautalen,  G.  A.:  Primary  Hyperparathyroidism- 
Evaluation  of  Diagnostic  Aids:  Calcium  Infusion, 
Phosphorus  Deprivation  and  Hydrox\ prolinuria,  J. 
Clin.  Endocrinol.  26:885,  1966. 

12.  Moore,  W.  T.  & Smith,  L.  H.,  Jr.:  Experience  With 
a Calcium  Infusion  Test  in  Parathyroid  Disease, 
Metab.  12:447,  1963. 

13.  Cope,  O.,  Kerpres,  W.  M.,  Roth,  S.  I.  & Castleman, 
B.:  Primary  Chief  Cell  Hyperplasia  of  Parathyroid 
Glands:  New  Entity  in  Surgery  of  Hyperparathy- 
roidism, Ann.  Surg.  148:375,  1958. 

14.  Howell,  J.  S.:  Difficulties  in  Diagnosis  of  Parathyroid 
Tissue  from  Frozen  Sections,  Brit.  J.  Surg.  52:514, 

1965. 

15.  Jackson,  C.  J.  & Boonstra,  C.  E.:  Relationship  of 
Hereditary’  Hyperparathyroidism  to  Endocrine 
Adenomatosis,  Am.  J.  Med.  43:727,  1967. 


4 


Tiie  West  Virginia  Medical  Journal 


Can  one 
prescription 

the 
work 

of 

two? 


antacids,  and  Bentyl"  (dicyclomine 
hydrochloride)  too. 


(0715) 


Ruptured  Ileum  with  Peritonitis  Following 
Blunt  Trauma  to  Inguinal  Hernia 

(A  Report  of  Two  Cases  and  Review  of  the  Literature) 

Manuel  J.  Tornilla,  Jr.,  M.  D. 


'TpHE  most  common  complications  of  inguinal 
hernia  which  prompt  emergency  surgical 
intervention  are  incarceration  and  strangulation 
of  the  hernia.  Other  complications  mentioned  in 
a review  of  the  literature  include:  intestinal  ob- 
struction;1 and  accidental  strangulation  of  inter- 
stitial hernia  following  inguinal  herniorrhaphy.2 

There  are  various  causes  of  rupture  or  perfo- 
ration of  the  gastrointestinal  tract.  In  this  dis- 
cussion only  traumatic  causes  are  considered. 
Among  those  due  to  sharp  trauma  are  perfora- 
tions due  to  stab  wounds,  gunshot  wounds  and 
low  and  high  velocity  missiles;3  diagnostic  or 
therapeutic  procedures  such  as  paracentesis, 
peritoneal  catheter  insertion4  or  permanent  peri- 
toneal cannula  for  peritoneal  dialysis;5  perfora- 
tion of  iliac  colostomy,6  atretic  colon,7  or  normal 
colon  by  barium  enema,8  or  by  silicone  foam 
diagnostic  enema;9  perforation  of  the  rectum 
during  proctoscopy  or  by  disposable  enema  tip.10 
Perforation  can  be  due  also  to  swallowed  foreign 
body  such  as  toothpick,  meat  bone,  chicken  bone, 
fish  bone,11  brooch,12  or  other  pointed  foreign 
bodies  in  the  gastrointestinal  tract  and  to  erosion 
from  unusual  ingested  foreign  body  ( cloth  fabric 
derived  from  vests,  stockings  and  pajamas),13 

Perforations  can  be  brought  about  also  by 
blunt  trauma  to  the  abdominal  wall  causing  retro- 
peritoneal rupture  of  the  duodenum;14  mesentery 
and  bowel  injury  from  lap  type  automotive  seat 
belts;151617  perforation  of  the  transverse  colon 
following  external  cardiac  massage;18  or  elbow 
injury  to  the  abdominal  wall  with  ruptured  ileum 
during  a basketball  game,  or  due  to  muscular 
violence19  or  due  to  trauma  as  presented  in  the 
following  two  cases. 

Case  1—  W.  N.,  a 50-year-old  white  male,  was 
admitted  on  December  26,  1967  via  the  emer- 
gency room.  He  had  a long  standing  history  of 
bilateral  inguinal  hernia.  Early  in  the  evening 
of  the  day  prior  to  admission,  he  fell  downstairs 
and  hit  his  hernia  truss  against  a step  pushing  his 
right  inguinal  hernia  inside.  Immediately  ab- 
dominal pain  developed  which  progressively  be- 
came worse  and  generalized.  Later  on  he 
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vomited  greenish  fluid  several  times.  He  be- 
came feverish  but  did  not  chill.  He  also  noticed 
after  a few  hours  that  his  abdomen  was  getting 
tighter.  He  was  seen  in  the  emergency  room 
18  hours  after  the  injury. 

On  admission  his  temperature  was  100  F.,  his 
ptdse  rate  was  SO  minute,  and  blood  pressure 
140  80  mm.  Hg.  Examination  of  the  head,  eyes, 
ears,  nose,  throat  and  neck  were  normal.  His 
heart  showed  normal  rhythm  and  the  lungs  were 
clear.  The  abdomen  showed  slight  guarding, 
generalized  tenderness  with  rebound  tenderness 
and  absent  bowel  sounds.  The  liver,  kidneys 
and  spleen  were  not  palpable.  The  right  in- 
guinal hernial  sac  was  empty  without  local  ten- 
derness. The  left  inguinal  hernia  was  reducible, 
without  tenderness.  No  CVA  tenderness  was 
noted.  On  rectal  examination,  there  was  slight 
tenderness  anteriorly  and  the  stool  was  slightly 
hematest  positive. 

Laboratory  findings  were  as  follows:  Hemo- 
globin 17.5  Gm.,  hematocrit  51,  white  blood 
cells  ( WBC)  7,300/cmm.  with  a differential  of 
26  per  cent  segmenters,  65  per  cent  stabs,  6 per 
cent  lymphocytes  and  3 per  cent  monocytes. 
Urinalysis  revealed  positive  urobilinogen  above 
1/200  and  was  negative  for  sugar  and  albumin. 
The  serum  amylase  was  normal.  His  electro- 
cardiogram was  normal.  The  chest  x-ray  was 
also  normal.  X-ray  of  the  abdomen  including 
upright  and  decubitus  views  showed  gaseous 
distention  of  the  large  and  small  bowel.  Poorly 
defined  fluid  areas  were  present  suggesting  para- 
lytic ileus.  There  was  no  evidence  of  pneumo- 
peritoneum. Gallbladder  calculi  were  noted. 

The  patient  immediately  underwent  explora- 
tory laparotomy  under  general  anesthesia.  At 
the  time  of  the  operation,  it  was  noted  that 
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there  was  generalized  peritonitis  with  purulent 
exudate  and  fibrinous  adhesions.  There  was  a 
perforation  of  the  proximal  ileum  about  seven 
to  eight  feet  from  the  ileocecal  junction.  The 
area  of  perforation  measured  8 mm.  He  also  had 
gall  stones.  The  perforation  was  at  the  anti- 
mesenteric  border  of  the  ileum.  This  was  excised 
and  closed  longitudinally.  The  whole  procedure 
was  well  tolerated  by  the  patient. 

Antibiotics  were  given  before,  during  and 
after  the  operation.  The  postoperative  course 
was  uneventful.  On  the  fifth  postoperative  day, 
however,  incarceration  of  the  left  inguinal  hernia 
developed,  which  was  promptly  repaired  under 
general  anesthesia.  The  sac  and  pro-peritoneal 
fat  were  thick,  edematous  and  inflamed.  The 
hernia  had  reduced  spontaneously  and  no  bowel 
could  be  inspected.  Brownish  fluid  escaped 
from  the  peritoneal  cavity.  The  hernia  was 
indirect  with  some  direct  weakness.  Following 
this  second  operation,  left  epididymo-orchitis 
developed,  which  improved  with  appropriate 
treatment.  He  was  discharged  eleven  days  after 
admission. 

Culture  from  the  peritoneal  exudate  taken 
during  the  exploration  showed  growth  of  Pro- 
teus, Alpha  and  Beta  Streptococcus,  and  gram 
positive  bacilli— all  sensitive  to  Penicillin  and 
Chloramphenicol. 

Pathologic  examination  of  the  border  of  the 
perforation  showed  acute  leukocytic  infiltration 
with  acute  peritonitis. 

Case  2 — J.  A.  M.,  a .54-year  old  white  male, 
was  admitted  on  August  9,  1968.  He  had  a long 
standing  history  of  bilateral  inguinal  hernia,  the 
larger  being  on  the  right  side,  for  which  he  used 
a truss.  Twenty-four  hours  prior  to  admission, 
while  at  work,  he  was  hit  in  the  right  groin  by 
a timber  and  since  then  he  had  had  severe 
abdominal  pain  and  had  vomited  several  times. 

On  admission  he  was  highly  febrile  with  a 
temperature  of  104  F.  He  was  markedly  toxic 
and  obtunded.  Examination  of  the  head,  eyes, 
ears,  nose,  throat  and  neck  was  unremarkable 
except  for  evidence  of  dehydration.  The  heart 
sounds  were  regular  but  tachycardic.  The  lungs 
were  clear.  The  abdomen  had  board-like  rigid- 
ity with  rebound  tenderness  all  over,  but  more 
marked  on  the  right  side.  The  bowel  sounds 
were  inactive.  He  had  bilateral  reducible  in- 
guinal hernia.  Rectal  examination  was  un- 
remarkable. 

Initial  laboratory  findings  were  as  follows: 
Hemoglobin  14.8  Gm.,  hematocrit  46.  white 


blood  cells  (WBC)  1,500/cmm.  with  a differ- 
ential of  7 per  cent  segmenters,  40  per  cent  stabs, 
43  per  cent  lymphocytes,  10  per  cent  meta- 
myelocytes. Urinalysis  was  normal.  The  serum 
electrolytes  were:  Carbon  dioxide  combining 
power  22  mEq/liter,  chloride  91  mEq/liter, 
potassium  3.4  mEq/liter  and  sodium  136  mEq/ 
liter.  The  chest  x-ray  was  within  normal  limits. 
X-ray  of  the  abdomen  in  supine  and  upright 
positions  showed  no  evidence  of  free  air  under 
the  diaphragm.  There  were  some  loops  of  small 
bowel  containing  gas  in  the  left  side  of  the  ab- 
domen but  there  was  no  great  distention  and 
there  appeared  to  be  some  gas  in  the  colon.  No 
masses  were  demonstrated  and  stones  were  not 
visualized.  Electrocardiogram  showed  sinus 
tachycardia  and  abnormal  nonspecific  changes. 

After  the  patient  was  hydrated,  electrolyte 
imbalance  corrected  and  antibiotics  given,  he 
underwent  exploratory  laparotomy  under  general 
anesthesia.  On  exploration,  he  was  found  to 
have  diffuse  peritonitis  and  several  loops  of  the 
ileum  were  glued  together  by  thick  fibrinous 
exudate.  About  three  feet  from  the  ileocecal 
junction  was  a one-foot  gangrenous  segment  of 
the  ileum  with  a perforation  measuring  1 cm. 
Two  feet  of  the  ileum  including  the  gangreous 
segment  were  resected  and  an  end-to-end  anasto- 
mosis was  performed.  Incidental  appendectomy 
was  done  also.  The  whole  procedure  was  well 
tolerated  by  the  patient. 

The  remaining  hospital  course  was  satisfactory 
and  unremarkable.  The  temperature  came  down 
to  100  F.  on  the  first  postoperative  day,  and  the 
patient  was  completely  afebrile  on  the  fifth  post- 
operative day  and  was  able  to  eat.  Antibiotics 
were  given  accordingly.  On  the  first  post- 
operative day,  repeat  blood  examination  showed 
white  blood  cells  (WBC)  7,100/cmm.  with  a 
differential  of  50  per  cent  segmenters,  38  per 
cent  stabs,  11  per  cent  lymphocytes  and  1 per 
cent  monocytes,  becoming  normal  thereafter. 
Culture  from  the  peritoneal  exudate  taken  dur- 
ing the  exploration  showed  growth  of  E.  Coli 
sensitive  to  Chloramphenicol,  Sodium  Cephalo- 
thin  and  Ampicillin  Trihydrate.  The  patient  was 
discharged  without  any  complication  on  the 
seventh  postoperative  day. 

Comment 

Several  complications  of  inguinal  hernia  neces- 
sitating surgical  intervention  and  sharp  and  blunt 
trauma  causing  perforation  or  rupture  of  the 
gastrointestinal  tract  are  reviewed.  In  addition, 
two  cases  of  perforated  ileum  with  peritonitis 
due  to  blunt  trauma  to  an  inguinal  hernia  are 
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reported.  Both  patients  had  long  standing  his- 
tory of  bilateral  inguinal  hernia,  both  wore 
a truss  and  both  sustained  trauma  to  the  right 
inguinal  hernia.  In  the  first  case  an  incarcerated 
left  inguinal  hernia  developed  in  the  immediate 
postoperative  period  necessitating  inguinal  herni- 
orrhaphy that  was  complicated  by  left  epididymo- 
orchitis  which  improved  with  appropriate  treat- 
ment. In  the  second  case,  despite  severe  toxicity 
and  leukopenia  evidently  from  gram  negative 


septicemia,  the  patient  recovered  without  any 
complication  after  the  operation. 
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Doctor,  after  all  we’ve 
been  through  together. . . 
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Importance  of  the  First  Heart  Sound 
In  Cardiac  Diagnosis  1 
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'"pHE  complicated  procedures  that  are  currently 
available  for  the  diagnosis  of  cardiac  abnor- 
malities sometimes  obscure  the  importance  of 
the  simpler  clinical  tools.  The  cardiologist  of  a 
oentury  ago  relied  on  his  stethoscope  and  fre- 
quently based  his  diagnosis  largely  on  the  me- 
ticulous use  of  this  instrument.  Today  the  elec- 
trocardiogram, the  x-ray  examination  and,  in 
some  cases,  the  catheterization  laboratory  and 
other  sophisticated  procedures  are  important 
parts  of  a cardiac  examination;  however,  much 
useful  information  can  still  be  obtained  from 
careful  auscultation  of  the  heart. 

The  cardiac  sounds  undergo  characteristic  al- 
terations in  disease  states  and  attention  to  them 
can  yield  helpful  diagnostic  information.  The 
importance  of  careful  scrutiny  of  the  second 
heart  sound  has  recently  been  emphasized.1  It 
is  our  purpose  here  to  briefly  review  the  physio- 
logical forces  responsible  for  the  first  heart  sound 
and  to  call  attention  to  some  of  the  implications 
of  changes  in  its  character,  timing,  and  intensity. 
These  clinical  features  are  summarized  in  Table  1. 

Cause  of  the  First  Sound 

The  first  heart  sound  can  usually  be  divided 
into  three  components.  These  subdivisions  are 

^Supported  in  part  by  a grant  from  the  Lucas  County 
Branch,  Northwestern  Ohio  Heart  Association. 

fOriginally  published  in  the  May  1969  issue  of  The  Ohio 
State  Medical  Journal. 


identified  on  the  phonocardiogram  shown  in  Fig- 
ure 1.  The  first  component  is  made  up  of  a few 
low  frequency  vibrations  which  are  usually  at 
or  near  the  limit  of  audibility.  These  sounds  are 
thought  to  be  primarily  muscular  in  origin  and 
to  result  from  vibrations  generated  within  the 
myocardium  by  the  beginning  of  cardiac  con- 
traction. The  second  component  is  much  louder 
and  is  associated  with  the  events  that  cause  the 
closure  of  the  mitral  and  tricuspid  valves.  This 
is  the  part  of  the  first  heart  sound  that  is  usually 
perceived  clinically.  It  will  be  discussed  in  more 
detail  below.  The  terminal  or  third  portion  con- 
sists of  a series  of  low  intensity  vibrations  which 
are  associated  with  the  opening  of  the  aortic 
and  pulmonary  valves  and  the  beginning  of  ven- 
tricular ejection.  Normally  these  vibrations  are 
near  the  limit  of  audibility;  however,  this  part 
of  the  first  sound  may  become  accentuated  in 
the  presence  of  a dilated  pulmonary  artery  or 
aorta  and  become  quite  loud.  When  this  occurs, 


No  Split 

Normal  finding, 
(may  occur  in 
mitral  stenosis 
and  L.  B.  B.  B.) 


Soft 

1°  AV  block. 
Primary 
myocardial 
disease. 

L.  B.  B.  B. 


Table  1.  The  First  Heart  Sound  in  Disease  States 

Splitting 
Close  Split 
Normal  finding. 


Intensity 


V ariable 


Loud 


3°  AV  block. 
Atrial  fibrillation. 


P.  V.  C. 

Fever. 

Excitement. 
Thyrotoxicosis. 
Atrial  septal  defect. 
Systemic 

hypertension. 
Tricuspid  stenosis. 


Wide  Split 

R.  B.  B.  B. 

Atrial  septal 
defect  with 
right  ventric- 
ular failure. 

(may  occur  in 
tricuspid  stenosis) 


Loud  and 
Snapping 

Mitral 

stenosis. 
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the  terminal  component  of  the  first  heard  sound 
may  be  heard  as  a separate  sound  and  is  called 
an  ejection  sound. 


Lead  II  of  the  ECG  is  included. 

The  explanation  for  the  second  or  valvular  part 
of  the  first  heart  sound  remains  somewhat  spec- 
ulative. It  appears  clear,  however,  that  the 
mechanism  of  closure  of  the  atrioventricular 
valves  is  important  in  the  genesis  of  this  com- 
ponent. Under  normal  conditions,  the  forces 
produced  by  atrial  contraction  operate  to  swing 
the  mitral  and  tricuspid  leaflets  toward  closure 
during  the  immediate  presystolic  interval  before 
the  onset  of  ventricular  contraction.2  This  occurs 
because  the  small  increase  in  ventricular  pressure 
that  results  from  atrial  contraction  is  sufficient 
to  slow  and  sometimes  reverse  the  How  of  blood 
into  the  ventricle  during  atrial  relaxation.  This 
causes  the  open  valve  cusps  to  move  toward  the 
atrioventricular  ring.  This  mechanism  is  shown 
diagrammatically  in  sections  A and  B of  Figure 
2.  Final  closure  of  the  valve  cusps  is  produced 
by  the  sudden  increase  in  ventricular  pressure 
produced  at  the  onset  of  ventricular  contraction 
and  the  tendency  of  blood  to  flow  back  through 
the  open  valve  into  the  atria.  Because  of  the 
presystolic  positioning  of  the  valves,  the  amount 
of  regurgitation  with  closure  is  quite  small.  This 
procedure  is  illustrated  in  section  C of  Figure  2. 

The  mechanism  of  valve  closure  just  described 
is  important  to  our  understanding  of  the  first 
heart  sound  because  when  the  valves  snap  shut 
there  is  a sudden  deceleration  of  the  column  of 
blood  that  is  attempting  to  regurgitate  back  into 
the  atria.  This  apparently  liberates  forces  that 
set  the  valve  cusps,  the  chorda  tendineae  and 
other  tissues  of  the  heart  into  vibration.  These 
vibrations,  along  with  those  produced  by  the 
actual  closing  of  the  valve  itself,  su  inmate  to 


cause  the  loud,  valvular  portion  of  the  first 
sound.  These  vibrations  are  quickly  damped 
and  as  a result  usually  are  present  for  about  0.03 
to  0.04  seconds.2 

Splitting  of  the  Sound 

Under  normal  conditions,  contraction  of  the 
left  ventricle  may  slightly  precede  that  of  the 
right  ventricle.  In  addition,  the  vigorous  left 
ventricular  contraction  causes  the  pressure  rise 
within  that  ventricle  to  be  more  abrupt  than  it 
is  on  the  right  side  of  the  heart.  As  a result, 
closure  of  the  mitral  valve  frequently  occurs 
slightly  before  closure  of  the  tricuspid  valve. 
This  causes  the  major  ( valvular ) part  of  the 
first  heart  sound  to  become  separated  or  split. 
This  type  of  splitting  normally  does  not  exceed 
0.03  to  0.04  seconds;  however,  this  is  usually 
sufficient  to  be  detected  clinically.  An  example 
of  this  type  of  splitting  of  the  first  sound  is  shown 
in  Figure  3.  A close  split  of  this  type  is  usually 
considered  a normal  auscultatory  finding  and  has 
no  particular  clinical  significance. 

If  the  split  is  very  close,  it  is  sometimes  difficult 
to  separate  the  two  valvular  components  of  the 
first  sound.  The  mitral  component  is  loudest  at 
the  apex  of  the  heart  and  the  softer  tricuspid 
sound  is  heard  best  in  the  fourth  interspace  to 
the  left  of  the  sterum.  For  this  reason,  splitting 
can  usually  be  determined  clinically  by  listening 
in  this  latter  location.  Splitting  of  the  first  sound 
is  not  normally  affected  by  respiration  or  change 
in  position  of  the  patient.  This  fact  can  be  help- 
ful in  distinguishing  a loud  atrial  sound  and  a 
single  first  sound  from  a split  first  sound.  Right 
atrial  sounds  are  often  reduced  in  intensity  dur- 
ing expiration  and  left  atrial  sounds  tend  to  be 
reduced  when  the  patient  stands.  Unless  one 
listens  carefully,  a widely  split  first  heart  sound 
may  sometimes  be  confused  with  a presystolic 
murmur.  An  ejection  sound  and  a single  first 

A B 

ATRIUM  CONTRACTING  ATRIUM  RELAXING 


Figure  2.  Diagramic  representation  of  the  effect  of  artrial 
contraction  (A)  atrial  relaxation,  (B)  and  ventricular  con- 
traction, (C)  on  closure  of  the  atrioventricular  valves.  See 
text  for  further  discussion. 
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sound  can  also  be  confused  with  a split  first 
sound.  Ejection  sounds  can  be  recognized  by 
being  louder  over  the  base  of  the  heart  where 
the  first  sound  is  soft.  Pulmonic  ejection  sounds 
also  tend  to  be  reduced  in  intensity  during 
inspiration. 

Wide  splitting  of  the  first  heart  sound  occurs 
frequently  in  complete  right  bundle  branch 
block.  In  this  condition,  activation  of  the  right 
ventricle  is  delayed  due  to  the  interruption  of 
the  conduction  pathways.  As  a result,  closure  of 
the  tricuspid  valve  occurs  later  than  normal  and 
produces  the  wide  split.  With  incomplete  right 
bundle  branch  block  splitting  of  the  first  sound 
usually  does  not  occur.  In  complete  left  bundle 
branch  block,  the  first  sound  is  rarely,  if  ever, 
split  and  usually  is  perceived  as  a soft,  slightly 
delayed  sound.  This  is  thought  to  result  from  a 
slower  than  normal  rise  in  left  ventricular  pres- 
sure. The  second  heart  sound  in  this  condition 
characteristically  shows  a reverse  or  paradoxical 
split  that  closes  with  inspiration.  A second  con- 
dition that  sometimes  produces  a widely  split 
first  sound  is  an  atrial  septal  defect.  When  this 
type  of  splitting  occurs,  the  tricuspid  component 
is  frequently  accentuated.  A split  of  this  kind 
is  particularly  apt  to  occur  if  some  degree  of 
right  ventricular  failure  has  occurred.  In  this 
circumstance  the  delay  in  tricuspid  closure  re- 
sults from  the  increased  volume  lead  on  the  right 
ventricle  and  the  increase  in  the  ejection  time 
from  that  side  of  the  heart.  The  first  heart  sound 
in  isolated  tricuspid  stenosis  is  usually  accen- 
tuated due  to  the  increase  in  the  intensity  of  the 
tricuspid  component.  This  part  of  the  sound  may 
also  be  delayed  slightly  due  to  an  elevation  in 
right  atrial  pressure  so  that  the  first  heart  sound 
may  appear  to  be  split.3 

Intensity  of  the  First  Sound 

The  intensity  of  the  first  heart  sound  is  related 
to  the  vigor  of  ventricular  contraction  and  the 
mechanism  of  closure  of  the  atrioventricular 
valves.  If  the  normal  positioning  of  the  valve 
cusps  does  not  occur  prior  to  ventricular  con- 
traction, the  valves  will  close  from  a wide  open 
position  with  the  onset  of  systole  and  a loud  first 
sound  will  result.  This  type  of  closure  is  similar 
to  the  slamming  of  an  open  door  by  the  wind  and 
is  accompanied  by  an  appreciable  How  of  blood 
back  into  the  atrium.  This  mechanism  offers  an 
explanation  for  the  loud  first  sound  that  occurs 
in  ventricular  premature  beats  and  in  such  high 
output  states  as  fever,  excitement,  thyrotoxicosis, 
and  left-to-right  intracardiac  shunts.  In  these 
latter  conditions,  appreciable  ventricular  filling 
continues  throughout  diastole  and  the  atrioven- 
tricular valve  cusps  are  held  in  the  open  position 


and  are  not  moved  toward  closure  after  atrial 
systole.  The  increase  in  ventricular  contraction 
force  associated  with  these  conditions  also  con- 
tributes to  the  loud  first  sound.2 

The  normal  presystolic  positioning  of  the 
atrioventricular  valves  requires  that  the  interval 
between  atrial  and  ventricular  contraction  be  of 
sufficient  duration  to  permit  optimal  movement 
of  the  valve  cusps.  If  this  interval  is  too  short 
there  will  not  be  sufficient  time  for  positioning 
to  occur.  If  the  interval  is  too  long,  the  valves 
will  tend  to  reopen  under  the  influence  of  .normal 
venous  return.  In  either  case,  the  valves  will 
close  from  the  open  position  and  a loud  first 
heart  sound  will  result.4  This  mechanism  is  illus- 
trated in  Figure  4 where  the  intensity  of  the 
first  sound  recorded  from  two  patients  with  vary- 
ing degree  of  block  of  the  atrioventrical  node  is 
plotted  against  the  corresponding  P-R  interval 
from  the  electrocardiogram.  The  first  sound  is 
clearly  loudest  in  these  patients  when  the  P-R 
interval  is  less  than  0.16  seconds  or  more  than 
0.64  seconds. 


Figure  3.  Apex  phonocardiogram  showing  normal  splitting 
of  the  first  sound.  Mitral  (M)  and  tricuspid  (T)  components 
of  the  first  sound  are  labeled. 


The  marked  decrease  in  the  intensity  of  the 
first  heart  sound  as  the  P-R  interval  increases 
from  0.14  seconds  to  0.24  seconds  in  Figure  4 
illustrates  a clinical  method  for  evaluating  a 
delayed  atrioventricular  conduction.  This  can 
be  helpful,  for  example,  in  acute  rheumatic  myo- 
carditis where  first  degree  block  often  occurs. 
A soft  first  heart  sound  in  this  condition  would 
suggest  that  atrioventricular  conduction  was  pro- 
longed. On  the  other  hand  a normal  conduction 
time  is  probably  present  if  the  first  sound  is  sharp 
and  louder  at  the  apex  than  the  second  sound.5 
This  explanation  also  underlies  the  beat-to-beat 
variation  in  the  intensity  of  the  first  heart  sound 
found  in  patients  with  complete  atrioventricular 
block.  In  this  case,  the  intensity  varies  according 
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to  the  interval  between  the  preceding  atrial 
systole  and  ventricular  contraction.  A slow  heart 
rate  due  to  a sinus  bradycardia  or  a constant  de- 
gree of  atrioventricular  block  will  not  show  this 
variation  because  the  P-R  interval  is  constant  in 
these  conditions.  This  can  be  a valuable  diag- 
nostic tool.6 


Figure  4.  Plot  of  the  relative  intensity  of  the  first  heart 
sound  taken  from  phonoeardiograms  of  two  patients  with 
complete  atrioventricular  block  and  varying  P-R  intervals. 


In  atrial  fibrillation  a mechanism  similar  to 
that  just  described  for  atrioventricular  block  also 
appears  to  operate.  In  this  condition  atrial  con- 
traction is  abolished  and,  therefore,  cannot  act 
to  preposition  the  valve  cusps  prior  to  ventricular 
contraction.  As  a result,  they  are  free  to  float 
open  or  toward  closure  according  to  the  flow  of 
blood  from  the  atria  into  the  ventricule.  Major 
ventricular  filling  occurs  early  in  diastole  when 
the  blood  that  has  been  held  in  the  atrium  behind 
the  closed  atrioventricular  valves  during  systole 
rushes  into  the  ventricle.  Late  in  diastole  ventri- 
cular filling  is  reduced  to  the  level  of  venous 
return.  The  outcome  is  a beat-to-beat  variation 
in  the  position  of  the  valve  cusps  at  the  beginning 
of  systole  according  to  the  duration  of  the  previ- 
ous diastole.  This  produces  a variation  in  the 
intensity  of  the  first  sound  similar  to  that  ob- 
tained with  complete  atrioventrciular  block.  This 
abnormality,  however,  usually  can  be  distin- 
guished clinically  from  atrioventricular  block  by 
the  irregular  irregularity  of  the  radial  pulse. 

In  mitral  stenosis  the  first  heart  sound  is  char- 
acteristically loud  and  snapping  in  quality.  This 


frequently  is  the  earliest  auscultatory  feature  of 
the  disease  and  sometimes  can  be  identified  be- 
fore the  usual  diastolic  rumble  is  clearly  appar- 
ent. This  change  in  the  intensity  and  character 
of  the  first  sound  results  from  the  obstruction  to 
blood  flow  through  the  mitral  valve.  This  acts 
to  reduce  the  major  flow  through  the  valve  orifice 
that  occurs  early  in  diastole  and  to  cause  appre- 
ciable filling  of  the  ventricle  to  continue  until 
the  onset  of  systole.  As  a result  the  mitral  valve 
is  held  open  until  the  onset  of  ventricular  con- 
traction and  closes  with  a loud  sound.  In  addi- 
tion, the  elevation  in  left  atrial  pressure  that  fol- 
lows mitral  valve  obstruction  tends  to  delay 
closure  of  that  valve.  The  result  is  a tendency 
for  the  mitral  component  of  the  first  heart  sound 
to  be  delayed.  This  sound  then  fuses  with  the 
tricuspid  component  and  the  two  together  appear 
as  a single  sound  with  a loud  snapping  quality. 

Conclusion 

The  clinical  art  of  auscultation  requires  prac- 
tice, patience,  and  an  understanding  of  the  phys- 
iological mechanisms  responsible  for  the  acoustic 
phenomena  of  the  heart.  In  this  paper  the  first 
cardiac  sound  has  been  singled  out  for  review 
and  the  effect  of  various  clinical  conditions  on  its 
timing,  intensity,  and  pitch  have  been  sum- 
marized. It  is  our  hope  that  this  discussion  will 
be  helpful  in  the  bedside  diagnosis  of  cardiac 
problems  and  will  make  the  auscultatory  finding 
more  meaningful. 
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if  just  discovered, 

Butisol  Sodium9  might  well  be 
the  exciting  new 
"tranquilizer  ”of  1970 


An  antianxiety  agent  which  combines  all  4 
of  these  advantages: 

1.  It  is  highly  predictable:  minor  dosage 
adjustments  are  usually  all  that's  needed  to 
produce  the  desired  degree  of  relaxation. 

(With  3 dosage  forms  and  4 strengths 

to  make  adjustments  easy.) 

2.  Its  action  is  prompt,  smooth,  relatively  non- 
cumulative:  Butisol  Sodium  begins  to 
work  within  30  minutes. . . yet,  because  of 

its  intermediate  rate  of  metabolism,  there  is 
generally  neither  a "roller-coaster"  nor  a 
"hangover"  effect. 

3.  It  is  remarkably  well  tolerated. 

4.  It  saves  your  patients  money:  costs  only 
about  half  as  much  as  they  would  pay  for 
commonly  used  sedative  tranquilizers* 

Quite  a "breakthrough." 

Except,  of  course,  that  Butisol  Sodium  is 
30  years  old.  But  isn't  that  an  advantage  in 
itself?  With  Butisol  Sodium  you  face  no 
surprises:  its  clinical  capabilities  are  thoroughly 
established. ..its  side  effects  completely  known. 

Butisol  SODIUM® 

(SODIUM  BUTABARBITAL) 

the  Rx  that  says  “Relax” 

f TVT-p  T 7 I McNeil  Laboratories,  Inc. 

( -*-l  J Fort  Washington,  Pa.  19034 


No  wonder  thousands  of  doctors  turn  to  the 
relaxing  sedative  effect  of  Butisol  Sodium  on 
so  many  occasions:  to  help  the  usually 
well-adjusted  patient  cope  with  temporary 
stress. . . or  to  relieve  anxiety  associated  with 
hypertension,  coronary  disorders,  premen- 
strual tension,  surgical  procedures,  functional 
Gl  disorders,  and  the  strains  of  aging. 

And— in  any  year— that's  a pretty  good  record. 

'Based  on  surveys  of  average  daily  prescription  costs 

Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression. 
Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  "hangover"  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to 
30  mg.  t.i.d.  or  q.i.d.  For  hypnosis,  50  mg.  to  100  mg. 
Available  as:  Tablets,  15  mg.,  30  mg.,  50  mg., 

100  mg.;  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
Buticaps®  [Capsules  Butisol  Sodium  (sodium 
butabarbital)]  15  mg.,  30  mg.,  50  mg.,  100  mg. 


Special  Article 


Alcoholism  and  Industry* 

Seigle  W.  Parks,  M.  D. 


wrEST  Virginia,  despite  its  distorted  image, 
W has  much  to  be  proud  of  and  certainly  in 
the  forefront  is  the  national  reputation  of  our 
Division  of  Alcoholism  which  has  become  a 
model  for  study  by  many  people  throughout  the 
United  States. 

Recognizing  that  communication  is  a two-way 
street,  it  would  be  best  if  I could  discuss  with 
you  what  you  would  like  to  hear  but,  knowing 
my  own  concerns,  I have  to  be  careful  not  to 
slant  these  remarks  to  suit  by  personal  interests. 

I think  it  might  be  best  if  I try  to  answer  a 
few  questions  which  I think  you  might  ask: 

Why  is  industry  concerned  about  alcoholism? 

How  does  industry  go  about  identifying  the 
person  with  an  excessive  drinking  problem? 

What  is  the  place  and  value  of  constructive 
coercion? 

How  effective  are  their  control  and  rehabili- 
tation programs?  What  are  our  results? 

What  is  the  future? 

Now  if  I can  cover  only  those  questions  in 
the  next  20  minutes,  I shall  be  doing  pretty  well. 

Industry’s  Concern 

Industry  has  many  reasons  to  be  concerned. 
First,  they  are  our  people,  and  anything  that 
affects  our  people  adversely  lessens  the  chance 
of  our  companies  to  carry  out  our  responsibili- 
ties to  our  customers.  No  enlightened  company 
would  show  lack  of  concern  for  any  employee 
suffering  from  the  effects  of  any  other  serious 
medical  diability,  and  I’m  sure  other  speakers 
have  established  that  uncontrolled  drinking  or 
chronic  alcoholism  is  firmly  established  as  a 
serious  medical  disease.  As  a disease  it  can  be 
diagnosed  and  properly  treated,  and  often  with 
a better  prognosis  than  many  other  forms  of 
chronic  illness.  I’m  sure  that  many  of  you  have 
known  the  thrill  of  seeing  such  sick  people  being 
rehabilitated  and  the  signs  of  health  returning, 
and  the  sense  of  pride  and  self-respect  reestab- 
lished. 

♦Presented  at  the  Fifth  Annual  School  of  Alcohol  Studies, 
West  Virginia  University,  Morgantown,  June  18,  1969. 


The  Author 

• Seigle  W.  Parks,  M.  D.,  Medical  Director, 
Chesapeake  and  Potomac  Telephone  Company 
of  West  Virginia,  Charleston. 


Industry  has  other  valid  reasons  in  addition 
to  this  personal  concern  for  our  employees.  On 
the  average  we  can  expect  1.5  per  cent  of  our 
male  employees  and  0.5  per  cent  of  our  female 
employees  to  fall  victims  to  the  disease  of  un- 
controlled drinking.  That’s  a lot  of  sick  people 
and  a lot  of  suffering,  which  often  is  com- 
pounded by  the  suffering  of  friends  and  rela- 
tives. The  magnitude  of  this  problem  is  esti- 
mated to  involve  six  and  one-half  million 
alcoholics  plus  another  five  million  excessive 
problem  drinkers.  Most  of  these  hold  jobs  and 
work  in  an  organized  business  or  industry,  and 
by  this  I mean  any  organized  groups,  such  as 
government  or  even  this  Medical  Center.  As  I 
pointed  out  to  one  governmental  group  a few' 
weeks  ago,  they  are  one  of  the  largest  employers 
of  people  and  they  suffer  from  the  same  ills  and 
percentage  of  cases  as  would  be  found  else- 
where. 

Another  definite  concern  of  industry  is  its  cost 
in  human  suffering  as  well  as  benefit  dollars  and 
the  disability  absences.  When  our  combined 
efforts  are  not  successful  in  rehabilitating  the 
alcoholic,  we  can  estimate  that  for  each  em- 
ployee we  must  replace  it  will  cost  the  company 
$25,000  to  hire,  train  and  develop  a replacement. 
If  we  can  prevent  the  loss  of  only  four  employees 
per  year,  we  can  estimate  the  net  savings  at 
approximately  $100,000. 

The  health  toll,  although  expensive,  is  difficult 
to  measure.  Their  death  rate  is  three  times  the 
average.  Their  incidence  of  disease  is  much 
greater  and  their  life  expectancy  some  12  years 
shorter. 

How  does  industry  go  about  identifying  the 
person  with  an  excessive  drinking  problem? 
First  we  must  caution  ourselves  that  this  is  not 
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a witch  hunt.  We  have  a primary  goal  of  per- 
sonal concern  to  assist  any  employee  with  a 
chronic  health  problem  that  may  seriously  affect 
his  health  status,  his  productivity  and  his  ability 
to  remain  employed. 

First  a definite  policy  and  guidelines  must  be 
established  to  provide  supervisors  at  all  levels 
of  management  with  knowledge  of  their  obli- 
gations and  responsibilities,  in  order  that  fair 
and  consistent  treatment  can  be  offered  in  all 
cases,  the  primary  objective  being  effective  reha- 
bilitation. 

Identification  Tools 

A necessary  administration  tool  for  early  identi- 
fication is  a unifonn  system  of  record  keeping 
and  reporting  of  absence,  what  we  have  called 
in  the  Telephone  Company  the  “Absence  Calen- 
dar Record.”  This  provides  an  easy  method  of 
identifying  the  days  missed,  such  as  Fridays, 
Mondays,  or  after  holidays  and  other  critical 
times  for  the  employee  with  a drinking  problem. 

Next  a full  documentation  of  interviews  by 
the  supervisor  is  of  great  importance  for  future 
recall,  when  you  begin  to  review  the  case  in 
depth.  This  information  is  often  too  critical  to 
trust  to  memory,  and  frequently  does  not  show 
up  until  after  the  transfer  of  the  foreman  or 
other  immediate  supervisors.  It  is  recognized 
that  a concerned  and  knowledgeable  supervisor 
is  one  of  the  strongest  hopes  for  success  in  deal- 
ing with  any  individual  alcoholic. 

Early  identification  is  important,  for  the  longer 
the  alcoholic  is  shielded  or  “covered  up  for”  the 
worse  the  alcoholism  will  become,  and  the  more 
difficult  becomes  the  problem  of  treatment. 
Therefore,  it  becomes  the  responsibility  of  the 
supervisor  to  provide  the  alcoholic  employee 
with  early  guidance  and  counsel  designed  to 
effect  rehabilitation. 

Although  there  are  many  “signs"  to  look  for 
in  identifying  the  person  with  an  uncontrolled 
drinking  problem,  there  are  two  to  which  I want 
to  give  special  emphasis  in  our  limited  time. 
Many  physiological  and  psychological  patterns 
have  been  described  and,  although  they  may 
apply  in  a general  manner,  they  often  are  miss- 
ing or  hard  to  identify  in  the  individual  case. 
One  factor  which  I feel  is  fairly  common  is  their 
great  need  to  be  recognized.  Many  suffer  from 
emotional  immaturity  and  strong  dependency 
needs.  Often  they  show  a marked  insecurity, 
and  will  do  almost  anything  to  gain  recognition, 
even  to  fouling  themselves  up  and  getting  called 
on  the  carpet.  We  recognize  in  industry  that 
they  can  be  some  of  our  most  valuable  em- 
ployees, often  they  are  recognized  as  top  tech- 


nicians. Unfortunately  for  this  same  basic  sense 
of  insecurity  they  fall  on  their  faces  and  perhaps 
in  trying  to  gain  friends  in  the  local  pub,  may 
blow  their  paycheck  trying  to  gain  friends  and 
recognition.  It’s  not  easy  to  like  a lush,  particu- 
larly if  you  are  sober,  but  he  can  be  a real  nice 
guy  when  he  also  is  sober. 

Another  fairly  common  factor  is  his  proficiency 
as  a “cover  up”  artist.  He  knows  all  the  tricks 
of  the  trade  from  long  practice.  Don’t  always 
blame  the  supervisor,  although  at  times  he  may 
be  guilty,  but  remember  there  is  one  person  the 
alcoholic  must  really  give  a snow  job,  and  that’s 
the  boss,  for  he  is  the  primary  one  that  can  cut 
his  pay  or  cause  him  to  lose  his  job. 

If  we  wait  to  identify  the  alcoholic  by  chronic 
abstenteeism  or  repeated  accidents  we  are  way 
down  the  road,  and  perhaps  have  missed  the 
opportunity  for  effective  rehabilitation.  Statisti- 
cal studies  reveal  that  the  chronic  alcoholic  often 
is  not  identified  by  these  methods  for  about  15 
to  20  years  which  is  pretty  late  in  the  game. 

There  is  another  more  effective  and  earlier 
procedure  which  any  responsible  supervisor  with 
the  proper  information  can  utilize,  and  that  is 
by  observing  changes  in  the  level  of  effectiveness 
or  productivity.  Most  all  companies  have  time 
and  work  studies  and  pretty  well  know  the  aver- 
age level  of  productivity  of  various  employees. 
When  this  drops  off  the  supervisor  should  be- 
come concerned  and  ask  the  cogent  question— 
Why?  There  can  be  many  reasons,  such  as  ill- 
ness, personal  problems,  the  job  itself,  and  the 
effectiveness  of  supervision.  But  when  you  have 
narrowed  it  down,  there  is  one  question  you  still 
must  ask.  Is  this  employee’s  drinking  habits 
affecting  his  health  or  his  level  of  effectiveness? 
By  this  method  earlier  identification  may  be 
brought  about  at  the  six  to  eight  year  level  with 
a greater  potential  for  rehabilitation  and  a tre- 
mendous saving  in  personal  and  production 
costs. 

Quickly  and  briefly  let  me  discuss  what  we 
mean  by  “constructive  coercion,”  or  what  I 
have  previously  heard  described  in  one  of  these 
meetings  as  our  responsibility  to  produce  a crisis. 

Contrary  to  my  philosophy  as  a kind  old  fam- 
ily doctor,  it  was  pretty  difficult  for  me  to  accept 
the  philosophy  that  we  should  beat  a guy  when 
he  was  down,  but  the  more  I thought  about  it 
the  more  I realized  that  warning  a man  that  if 
he  doesn’t  control  his  drinking  problem  it  might 
cost  him  his  job  posed  a very  real  threat  and 
certainly  would  produce  a crisis.  In  the  analysis 
of  many  industrial  programs,  it  is  felt  by  various 
authorities  in  the  field  that  this  constructive 
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coercion  is  one  tool  that  makes  industrial  pro- 
grams more  effective.  If  all  other  methods  of 
rehabilitation  have  been  unsuccessful,  it  may  be 
the  only  method  of  impressing  the  chronic  alco- 
holic that  we  have  seriously  considered  all 
alternatives  and  that  we  can  no  longer  tolerate 
his  unsatisfactory  performance.  Termination  is 
not  an  end  in  itself  for,  actually,  it  admits  defeat 
and  the  loss  of  an  otherwise  valuable  employee, 
but  often  when  a man  is  faced  with  the  loss  of 
his  job,  he  begins  a course  of  action  that  will 
lead  to  successful  rehabilitation.  The  threat 
should  not  be  made  unless  you  mean  it,  and 
when  all  attempts  have  failed  it  should  be  car- 
ried out.  Often  it  is  only  after  the  loss  of  job 
that  a man  is  forced  into  a course  of  a successful 
comeback. 

Finally,  in  these  last  few  minutes  let  me  try 
to  evaluate  how  effective  our  program  has  been 
in  controlling  this  problem  and  bringing  about 
effective  rehabilitation. 

Our  policy  was  established  in  January,  1963, 
at  which  time  Mr.  Morrison,  our  group  presi- 
dent, stated  that  our  company  and  its  manage- 
ment have  a deep  concern  to  see  that  each  em- 
ployee maintains  a satisfactory  attendance  and 
an  efficient  job  performance. 

One  part  of  my  official  responsibilities  is  to 
provide  counsel  and  advice  when  requested  by 
supervision  and  to  recommend  steps  to  achieve 
rehabilitation.  Furthermore,  I am  charged  with 
the  responsibility  of  making  an  annual  report  to 
the  General  Medical  Director  as  to  the  number 
of  cases  under  surveillance  and  their  status.  For 
this  purpose,  I have  developed  the  simple  classi- 
fication of  negative  and  positive  status,  and 
graded  them  one  minus  to  four  minus,  and  one 
plus  to  four  plus. 

— 1 Minor  incidental  absence  or  suggestive 

history. 

— 2 Occasional  alcoholic  episodes. 

— 3 Repeated  episodes  of  disability  absence 

with  alcoholism. 

— 4 No  evidence  of  control. 

-f-1  Problem  identified— supervisory  discus- 
sion. 

No  symptoms  or  incidental  absence— 

3 months. 

-)-2  No  symptoms  or  incidental  absence— 

6 months. 

-)-3  No  symptoms  or  incidental  absence- 
12  months. 

-j-4  No  symptoms  or  incidental  absence- 
24  months. 

This  provides  us  with  a simple  measure  of  the 
progress  of  rehabilitation  or  degradation. 


From  the  initial  basis  of  two  cases  in  1964, 
we  are  now  surveying  36  cases  of  which  58.4 
per  cent  are  under  adequate  control,  19.4  per 
cent  under  inadequate  control  and  22.2  per  cent 
of  questionable  status. 

These  are  reviewed  each  three  months  by 
contact  with  the  responsible  supervisor,  which 
provides  the  additional  information  of  how  ac- 
tive and  effective  immediate  supervision  is  fol- 
lowing the  individual  cases.  If  a question  arises 
as  to  the  effectiveness  of  follow-up,  then  this 
case  is  discussed  with  higher  levels  of  manage- 
ment. It  affords  us  the  opportunity  of  identify- 
ing developing  problems  before  they  have  gotten 
out  of  hand  and  adjusting  with  more  effective 
measures. 

Finally— what  of  the  future?  None  of  us  can 
refrain  from  crystal  ball  gazing.  There  is  so 
much  we  don’t  know,  and  we  are  constantly 
hoping  for  more  scientific  knowledge  that  will 
guide  us  to  earlier  identification,  more  effective 
treatment  and  successful  rehabilitation.  You 
have  heard  before  that  this  is  a two  billion 
dollar  hangover,  and  the  cost  in  human  tragedy 
and  suffering  is  immeasurable,  but  pitifully  little 
is  being  spent  on  research  which  has  been  esti- 
mated to  amount  to  12  million  yearly  spent  by 
state  and  federal  agencies  seeking  answers  to  this 
complex  problem. 

Neglect  May  Be  Ending 

The  neglect  of  alcoholism  as  a public  health 
problem  may  be  nearing  an  end.  There  is 
growing  public  awareness  of  the  difficulty.  New 
legislation  is  being  sponsored  in  Congress  and 
the  President  has  appointed  an  18-member  Ad- 
visory Committee  on  Alcoholism  whose  mem- 
bers will  work  with  the  Secretary  of  HEW. 

But  the  essential  factor  still  missing  is  money. 
This  country  has  the  most  severe  alcoholism 
problem  in  the  world,  and  the  longer  it  continues 
the  higher  its  cost— far  more  than  is  being  spent 
for  its  study  and  control. 

I predict  that  we  are  entering  a new  era  of 
understanding  and  advancement.  Much  of  our 
understanding  today  will  be  found  wanting  and 
new  knowledge  will  lead  us  to  new  success.  It’s 
exciting  to  be  involved  in  such  a worthwhile 
project  to  help  our  fellow  man  and  I thank  you 
for  giving  me  this  opportunity  to  participate  in 
your  program. 

It  may  be  a bit  old-fashioned  in  that  I believe 
that  man  lives  to  work  and  not  to  play.  Leisure 
time  and  how  to  use  it  is  one  of  the  greatest 
problems  of  man  and  particularly  of  the  man 
who  drinks  to  excess. 
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Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HC1— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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Acute  Myocardial  Infarction  in  the  Presence 
Of  Left  Bundle  Branch  Block 


Edward  K.  Chung,  W.  D. 


tt  has  been  said  that  the  diagnosis  of  acute 
-*•  myocardial  infarction  is  extremely  difficult  or 
at  times  impossible  when  there  is  pre-existing 
bundle  branch  block  especially  when  there  is  left 
bundle  branch  block.  The  purpose  of  this  paper 
is  to  report  a case  of  acute  myocardial  infarction 
and  to  discuss  the  importance  of  recognizing 
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primary  T wave  changes  in  the  presence  of  left 
bundle  branch  block. 

Case  Report 

A 67-year-old  man  with  a history  of  hyper- 
tensive heart  disease  for  at  least  10  years  was 
admitted  to  the  hospital  because  of  severe  chest 
pain  associated  with  nausea,  vomiting  and  mod- 
erate dyspnea  of  two  hours  duration.  Prior  to 
the  present  admission,  he  had  been  suffering 
from  occasional  angina  for  several  months.  On 
admission,  a diagnosis  of  acute  myocardial  in- 
farction was  tentatively  made,  but  it  was  difficult 


to  be  certain  because  of  pre-exsiting  left  bundle 
branch  block  on  the  electrocardiogram.  An  elec- 
trocardiogram taken  on  admission  showed  sinus 
rhythm,  and  left  bundle  branch  block  with  deeply 
and  symmetrically  inverted  T waves  in  leads 
Vi_(i  (Figure  1).  Acute  myocardial  infarction 
was  immediately  suspected  because  of  the  un- 
usual abnormality  of  the  T waves  in  the  presence 
of  left  bundle  branch  block.  Later,  the  diagnosis 
of  acute  myocardial  infarction  was  confirmed  by 
the  elevation  of  serum  ensymes  (S.G.O.T., 
C.P.K.  and  L.D.H.).  ' d-3> 
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Discussion 

The  diagnosis  of  myocardial  infarction  in  the 
presence  of  right  bundle  branch  block  is  rela- 
tively easily  made  using  the  electrocardiogram. 
However,  it  is  most  difficult  to  diagnose  myo- 
cardial infarction  in  the  presence  of  left  bundle 
branch  block,  because  the  characteristic  abnormal 
Q waves  do  not  appear  on  the  electrocardiogram. 
This  is  due  to  the  fact  that  the  abnormal  Q wave 
will  be  concealed  since  the  alteration  of  tKe 
electrical  forces  during  ventricular  depolariza- 
tion is  predominantly  influenced  by  the  left 
bundle  branch  block.  Thus,  the  alterations  of 
the  S-T  segment  and  T wave  changes  are  most 
important  for  the  diagnosis  of  myocardial  in- 
farction in  the  presence  of  left  bundle  branch 
block.  That  is,  the  secondary  S-T,  T wave 
change  which  always  occurs  in  uncomplicated 
left  bundle  branch  block  will  be  again  altered 
by  the  primary  T wave  change  (Figure  1).  The 
secondary  S-T,  T wave  changes  occur  in  leads 
V4.fi  in  uncomplicated  left  bundle  branch  block 
whereas  they  occur  in  leads  V1.3  in  uncompli- 
cated right  bundle  branch  block.  The  S-T  seg- 
ment is  usually  depressed  and  the  T wave  is  not 
symmetrically  inverted  in  these  leads  in  secon- 
dary S-T,  T wave  changes.  Conversely,  primary 
T wave  change  is  characterized  by  deep  and 
symmetrically  inverted  T waves  which  are  un- 
related to  the  alteration  of  the  QRS  complex.  At 


times,  the  diagnosis  of  acute  myocardial  infarc- 
tion is  suspected  in  the  presence  of  left  bundle 
branch  block,  when  there  is  a small  Q wave  in 
leads  V4_6  due  to  antero-septal  myocardial  in- 
farction. The  reason  for  the  appearance  of  the 
Q waves  in  leads  V4.6  is  that  the  reversed  initial 
septal  force  due  to  left  bundle  branch  block  is 
again  altered  because  of  antero-septal  myocardial 
infarction.  Therefore,  in  this  circumstance,  the 
initial  septal  force  is  directed  anteriorly  and  to 
the  right  as  in  the  normal  heart  in  spite  of  the 
left  bundle  branch  block.  Rarely,  myocardial 
infarction  may  be  suspected  in  the  presence  cf 
left  bundle  branch  block  when  a significant  alter- 
ation of  the  QRS  axis  occurs. 

Summary 

A case  of  acute  myocardial  infarction  associ- 
ated with  pre-existing  left  bundle  branch  block 
is  presented.  The  importance  of  recognizing  the 
primary  T wave  change  is  emphasized  for  the 
diagnosis  of  acute  myocardial  infarction  in  the 
presence  of  left  bundle  branch  block. 
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Seems  this  lady  called  the  plumber  for  some  help,  and  he  came,  made  the  necessary 
repairs  in  a very  few  minutes,  and  charged  the  lady  $20.00.  “$20.00!”  the  woman  cried! 
“Why,  I have  my  doctor  come  and  discuss  my  problems  with  me  for  a half  hour  and  he 
only  charges  $15.00!” 

“Lady,”  replied  the  plumber,  “I  used  to  be  your  doctor!” 
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Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 


EQUANIL  ^ 

(meprobamate) 


Wyeth  Laboratories  Philadelphia,  Pa. 


X-Ray  of  the  Month 


Medullary  Carcinoma  of  the  Thyroid 

Robert  D.  Hess,  M.  I)..  and  Ray  A.  Harron . M.  D. 


DR.  ROBERT  D HESS.  GENERAL  PRACTITIONER. 
BRIDGEPORT.  WEST  VIRGINIA. 

This  40-year-old  white  male  presented  himself  to  me 
two  and  a half  years  ago  complaining  of  a small  mass 
in  the  left  neck  and  diarrhea.  The  mass  was  biopsied; 
a thyroid  scan  was  obtained.  This  shows  no  functioning 
in  the  left  hand  portion  of  the  thyroid.  A chest  film 
showed  the  mass  in  the  left  side  of  the  neck  displacing 
the  trachea  and  mediastinal  adnopathy.  Radio-therapy 
was  given  with  good  reduction  in  size  of  the  mass  in 
the  neck;  however,  very  little  change  was  noted  in  the 
mediastinal  nodes.  The  patient  was  well  for  about  15 
months  and  then  returned  and  the  accompanying  films 
were  obtained. 

DR.  RAY  A.  HARRON.  RADIOLOGIST. 
BRIDGEPORT.  WEST  VIRGINIA. 

The  PA  view  of  the  chest  shows  a left  cervical  soft 
tissue  mass  displacing  the  trachea.  There  is  bilateral 
mediastinal  and  hilar  lymph  adnopathy,  small  pul- 
monary metastases  b laterally,  bone  destruction  in  the 
right  clavicle,  and  in  the  right  ninth  rib. 

The  lateral  chest  film  shows  consolidation  in  the  right 
middle  lobe. 

The  AP  view  of  the  abdomen  shows  destruction  of 
the  right  12th  rib. 

BIOPSY  DIAGNOSIS — Medullary  carcinoma  thyroid. 

COMMENT — Medullary  carcinoma  of  the  thyroid  may 
be  familial  and  may  be  associated  with  other  glandular 
tumors  such  as  pheochromocytoma  or  parathyroid 
carcinoma.  The  patients  may  have  hormonal  disturb- 
ances related  to  these  tumors.  They  may  also  be 
troubled  by  diarrhea  related  to  thyroid  hormones.  Only 
diarrhea  was  noted  in  this  patient. 
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THE  WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
THE  WEST  VIRGINIA  THORACIC  SOCIETY 

and 

THE  WEST  VIRGINIA  UNIVERSITY  MEDICAL  CENTER 

Are  pleased  to  announce 

“The  Third  Annual  Mid-Winter 

Conference 
On  Chest  Diseases” 

(A  Symposium  on  Coal  Workers  Pneumoconiosis) 

at  the 

Heart  o*  Town  Motor  Inn 

Corner  Washington  &:  Broad  Streets 
Charleston,  West  Virginia 

Sunday,  January  25,  1970 
10  A.  M.  to  4 P.  M. 

1 his  course  will  consist  of  definition  and  epidemiology  of  Coal  Workers 
Pneumoconiosis:  clinical  and  physiological  studies:  immunological  studies;  bio- 
chemical studies;  and  case  presentations.  Faculty  will  include:  William  Keith  C. 
Morgan,  M.  D.,  Associate  Professor  of  .Medicine,  West  \ irginia  University  Medical 
Center;  N.  LeRoy  Lapp,  M.  D„  Instructor  in  Medicine,  WVLI  Medical  Center; 
Robert  G.  Burrell,  Ph.  D„  Associate  Professor  of  Microbiology,  WVU  Medical 
Center;  Harold  Resnick.  Ph,  D.,  Associate  Professor  of  Biochemistry,  WVU  Medi- 
cal Center. 

Registration  Fee:  $10.00  (Includes  Lunch) 

AAGP  Credit  Applied  for 

Advance  registration  is  requested.  Please  complete  the  following  form  and  mail  to: 
West  Virginia  State  Medical  Association.  P.  O.  Box  1 03 1 . Charleston.  W7.  Va.  25324. 

Checks  should  he  made  payable  to  "West  > irginia  State  Medical  Association.” 

Please  register  me  for  the  Third  Annual  Mid-Winter  Conference  on  Chest  Diseases 
at  the  Heart  o Town  Motor  Inn  in  Charleston  on  January  25,  1970.  My  registration 
fee  is  (is  not)  enclosed. 

Name  (please  print ' Specialty 

Address  City 


January,  1970,  Voi..  66.  No.  1 
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WELCOME  TO  OUR  NEW  READERS 

Iwant  to  welcome  all  of  our  new  readers  to  this  issue  of  The 
Journal — some  270  students  enrolled  in  the  West  Virginia 
University  School  of  Medicine.  This  is  the  first  issue  they  are 
receiving  through  the  compliments  of  their  local  medical  society. 
I hope  all  of  the  students  will  enjoy  reading  each  issue  and  then 
be  able  to  follow  more  closely  the  activities  of  the  Association. 

Since  this  is  the  beginning  of  another  year  I might  report 
on  the  last  few  months  and  look  a little  to  the  future.  As  your 
President  I have  attended  the  annual  meetings  of  Kentucky  and 
Pennsylvania  as  well  as  the  AMA  Clinical  Convention  in  Denver. 


It  was  interesting  to  observe  the  workings  of  these  organiza- 
tions and  to  relate  them  to  our  problems.  In  Kentucky  the  prob- 
lem of  usual  and  customary  charges  as  it  relates  to  their  Blue 
Shield  programs  was  one  of  the  main  topics.  In  Pennsylvania  the 
main  points  of  interest  centered  around  most  of  the  federally 
sponsored  programs — Medicare,  Medicaid,  Regional  Medical  Pro- 
grams, etc.  One  of  their  actions  that  attracted  national  attention 
was  giving  one  seat  in  the  House  of  Delegates  to  the  students 
enrolled  in  each  of  the  medical  schools  in  the  state.  These 
delegates  will  have  the  same  rights  as  all  of  the  other  members. 

The  discussions  at  the  AMA  Clinical  Convention  included 
all  facets  of  the  problems  facing  medicine  today.  Much  interest 
centered  around  an  almost  new  vocabulary  in  medicine — peer 
review,  medical  audit,  utilization,  multiphasic  screening,  etc.  The 
most  important  thing  I believe  was  brought  out  by  Dr.  Gerald 
D.  Dorman  in  his  report  to  the  House.  He  emphasized  that  in 
the  decade  ahead  we  must  assume  the  role  of  leaders  in  im- 
proving the  health  care  delivery  system  of  the  future.  We  must 
make  it  more  patient  oriented.  If  we  don’t  assume  this  leadership 
then  someone  else  will  do  it  for  us. 


Maynard  P.  Pride,  M.  D.,  President 
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EDITORIALS 


Numerous  workers  have  shown  that  adminis- 
tration of  thyroxin  or  like  substances  produces 
thyrotoxicosis  in  several  species  of  animals;  the 

condition  is  accom- 

CARDIAC  HYPERTROPHY  panied  by  cardiac  hy- 
IN  HYPERTHYROIDISM  pertrophy.  The  con- 
sensus is  that  mild  or 
moderate  hyperthyroidism  does  not  produce 
cardiac  hypertrophy  in  man.  On  the  other  hand, 
severe  hyperthyroidism  is  accompanied  by  a sig- 
nificant cardiac  hypertrophy,  and  the  heart  may 
weigh  from  400  to  500  grams. 

For  many  years  it  was  thought  that  cardiac 
hypertrophy  associated  with  hyperthyroidism 
was  due  to  the  increased  functional  activity  of 
the  heart,  that  is,  a simple  work  hypertrophy 
was  produced.  Beznak1  in  her  extensive  re- 
searches on  the  mechanism  of  cardiac  hyper- 
trophy has  stressed  the  fact  that  thyroid  hormone 
is  an  important  factor  in  cardiac  enlargement  in 
work  hypertrophy.  Some  recently  reported  work 
has  furnished  additional  evidence  to  support 
this  view. 

It  is  generally  recognized  that  thyroxin  is  a 
growth  hormone,  at  least  is  a synergist  with  other 
growth  hormones.  Cohen  et  al2  administered 
thyroxin  to  mice  to  determine  whether  the  car- 
diac hypertrophy  which  accompanies  thyrotoxi- 
cosis is  a result  of  an  hormonal  effect  on  myo- 
cardial growth.  Mice  given  thyroxin  developed 


a typical  thyrotoxicosis  which  was  accompanied 
by  a significant  cardiac  hypertrophy.  In  order  to 
control  the  circulatory  factors,  that  is,  blood 
pressure  and  tachycardia,  a group  of  mice  was 
fed  both  thyroxin  and  reserpine.  It  was  observed 
that  the  animals  still  showed  as  great  a hyper- 
trophy as  those  fed  thyroxin  alone,  despite  the 
fact  that  the  circulatory  changes  were  greatly 
reduced  by  reserpine  treatment.  Furthermore, 
they  found  that  when  mice  were  injected  with 
a synthetic  1 -thyroxin  the  rate  of  cardiac  protein 
synthesis  was  increased  before  any  definite  cir- 
culatory  changes  were  observed.  They  inter- 
preted the  results  of  their  experiments  to  mean 
that  there  was  an  effect  of  thyroid  hormone  on 
myocardial  protein  synthesis  independent  of  the 
effect  of  the  hormone  on  the  general  circulation. 

Cohen  and  his  associates  did  not  imply  that 
reserpine  completely  controlled  all  the  circula- 
tory factors,  nor  is  it  likely  that  all  the  factors 
could  be  controlled.  Their  work,  however,  does 
present  further  evidence  that  cardiac  hyper- 
trophy which  accompanies  thyrotoxicosis  is  pre- 
sumably produced  by  two  factors,  namely  in- 
creased functional  cardiac  activity  and  an  hor- 
monal factor. 

1.  Beznak,  M.  and  Hajdu  I.  Schweiz,  med.  Wschr.  76:  396, 
1946. 

2.  Cohen,  J.,  et  al.  Circulation  Res.  18:  388,  1966. 
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In  this  issue  we  bring  our  readers  a new  ser- 
vice, “X-Ray  of  the  Month.  For  years  the  staff 
has  been  promoting  such  a project,  but  many 

obstacles  have  been  in 
X-RAY  OF  THE  MONTH  our  road  and  even  now 

many  remain.  The  plan 
is  to  exhibit  an  x-ray  diagnostic  problem  monthly, 
as  concisely  and  precisely  as  radiology  may  per- 
mit. X-rays  are  only  shadows  whose  reproduc- 
tion is  often  disappointing.  The  purpose  is  to 
present  unusual  aspects  of  common  disease  or 
conditions  in  which  x-ray  studies  play  a par- 
ticularly important  part  in  clinical  diagnoses.  We 
shall  avoid  rare  and  unusual  conditions. 

The  initial  study  has  been  provided  by  Dr. 
Ray  A.  Harron,  Radiologist  to  the  Union  Protes- 
tant Hospital  in  Clarksburg.  All  radiologists  in 
the  State  are  invited  to  submit  exhibits  for  this 
monthly  conference.  We  hope  the  radiologists 
can  supply  adequate  glossy  reproductions  of  the 
films  to  be  used.  Our  fiscal  instability  does  not 
permit  The  Journal  to  assume  the  cost  of  the 
prints. 


Buy  a Pair  of  Pliers 

Almost  every  medical  meeting  and  political  gathering 
has  at  least  one  presentation  deploring  the  high  cost 
of  medical  care.  Hospital  bills,  costs  of  medications 
and  particularly  the  physicians’  fees  are  all  bewailed 
as  entirely  too  high.  Jokes  about  the  M.  D.’s  Cadillac 
and  allegedly  opulent  way  of  life  are  only  too  com- 
mon. Physicians  may  point  out  that  over  the  years 
the  fees  for  their  visits  have  actually  gone  up  very 
little  and  that  for  whatever  income  they  make,  M.  D.s 
work  long  hours  day  and  night  putting  in  many  more 
hours  per  week  than  do  people  in  most  other  walks 
of  life.  Their  defense  usually  falls  on  deaf  ears  unless 
comparisons  with  other  occupational  groups  can  be 
made.  Comparisons  may  be  odious  but  sometimes  they 
are  necessary. 

The  instructions  for  exhibitors  at  the  1968  AMA 
annual  convention  in  San  Francisco  contained  one  item 
of  interest  to  those  concerned  with  fees  for  services 
rendered.  Exhibitors  were  instructed  when  and  how 
the  exhibits  were  to  be  set  up  in  the  convention  hall. 
They  were  told  they  could  have  the  services  of  an  elec- 
trician at  regular  rates  between  8:30  A.  M.  and  3:30 
P.  M.  Monday  through  Friday.  The  rates  for  such 
services  were  only  $11  per  hour.  If  his  services  were 
needed  at  any  other  hour  or  at  any  time  on  Saturday 
or  Sunday,  the  rates  were  $21  per  hour.  One  shudders 
at  what  the  rate  might  be  if  the  electrician  made  a 
house  call  at  2 A.  M.  Sunday. 

Perhaps  some  M.  D.s  might  find  it  advisable  to  swap 
their  stethoscopes  for  some  electrician’s  tape  and  a 
pair  of  pliers.- — Massachusetts  Physician. 


Cold  Turkey  On  How  to  Quit  Smoking 
Or 

My  War  With  the  Weed 


The  U.  S.  Surgeon  General’s  Report  on  Health 
and  Smoking  early  in  1964  was  clearly  on  the 
side  of  the  non-smoker.  I had  hoped  he  would 
say,  “no  definite  hazard  in  smoking,”  and  I 
would  go  merrily  on  my  way  burning  up  three 
to  four  packs  of  king-size,  non-filter,  assorted 
brands  of  cigarettes  per  day.  You  can  see  I 
really  had  the  habit  and  wasn’t  too  happy  about 
giving  it  up.  Yet,  deep  down,  I knew  smoking 
wasn’t  doing  me  any  good.  Being  a doctor,  there 
was  no  other  road  to  travel.  I had  to  quit. 

Now,  over  five  years  later,  I find  that  the  ex- 
perience was  rewarding.  I had  started  smoking 
surreptitiously  at  a young  age  and  the  habit  was 
deeply  ingrained  by  the  year  1964.  The  fear  that 
1 couldn’t  stop  was  a strong  incentive  in  my  de- 
sire to  quit.  One  reason  for  smoking  is  an  attempt 
to  identify  with  the  adult  world.  Now  I was  an 
adult  and  didn’t  need  the  identity.  Some  day  you 
just  grow  up! 

Several  rales  for  the  war  with  the  weed  need 
further  discussion.  First,  you  quit  by  yourself. 
Don't  try  to  compromise  your  wife  or  friend  by 
stopping  together.  This  is  asking  for  failure.  If 
they  don’t  start  smoking  again  you  will  feel  a 
tremendous  pressure  to  start  just  so  they  can 
resume  the  habit  again.  Psychology  in  reverse. 

Next,  don’t  swear  to  quit  forever.  Just  do  it 
day-by-day.  This  form  of  self-deceit  makes  it 
bearable  and  keeps  you  from  lighting-up  and 
puffing  smoke  in  the  evening  when  the  sun  goes 
down.  After  several  days  of  abstinence  you  get 
to  feeling  so  proud  of  yourself  that  you  agree  to 
stretch  the  period  several  more  days.  Soon  days 
and  weeks  pass  into  months. 

This  is  the  critical  stage.  Now  you  need  mints, 
gum,  ping-pong,  chess  and  any  other  diversion 
you  cau  command.  Just  don’t  waver.  Already, 
small  dividends  become  obvious:  No  more 

burned  clothes  or  furniture,  your  taste  buds  come 
alive  again,  food  tastes  so  good,  and  the  cough 
is  almost  gone.  Your  teeth  and  the  tips  of  your 
fingers  have  lost  the  brown-tar  stains.  Even  your 
house  smells  better. 

Now,  certain  situations  cause  trouble:  Namely, 
the  bridge  or  poker  table,  parties,  and  the  fateful 
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pause  following  a good  meal.  If  you  have  ab- 
stained for  as  long  as  six  months,  go  ahead  and 
try  a cigarette.  It’s  just  like  starting  over  again. 
Yonr  mouth  will  burn  and  salivate.  Inhale  and 
yon  get  dizzy.  So  crush  it  out  and  feel  happy 
about  what  you  have  left  behind.  A pipe  is  con- 
siderable trouble  and  it  is  quite  hard  on  your 
teeth.  The  cigar  is  so  strong  and  you  can’t  inhale 
it.  But  you  still  want  a cigarette. 

This  state  is  part  of  a conditioned  reflex  syn- 
drome. You  know  yon  hate  and  despise  the 
habit  but  you  still  want  to  smoke.  I am  sure 
this  varies  from  person  to  person  but  I had  to 
quit  for  about  two  years  before  the  powerful, 
deep  urge  for  a cigarette  subsided.  Once  you 
reach  this  position  you  have  the  battle  won. 

Smoking  had  consumed  so  much  of  my  time 
and  energy,  I thought  that  quitting  would  plunge 
me  into  a deep,  semi-psychotic  state  close  to  con- 
vulsions. This  is  not  true.  There  are  absolutely 
no  significant  withdrawal  symptoms.  The  feeling 
is  more  of  a need  to  do  something  with  your 
hands  and  your  mouth.  My  problem  was  cutting 
down  on  caloric  intake  but  this  is  a simple  matter 
of  self-discipline.  The  battle  is  won  when  you 
can  sneer  at  the  beautiful  television  advertise- 
ments and  feel  sorry  for  the  millions  who  are 
still  addicted. 

The  economy  of  not  smoking  is  also  very  real. 
In  my  case  three  or  four  packs  of  cigarettes  per 
day  would  easily  cost  $400  to  $500  a year,  but  it 
can  become  more  if  you  think  of  inflation  and 
city,  state  and  federal  taxes  of  the  future.  When 
government  budgets  get  in  trouble,  what  do  they 
tax?  Of  course,  tobacco  and  whisky. 

Additional  incentives  to  stop  smoking  can  be 
mentioned.  One  is  simple  convenience.  You 
don’t  have  to  stuff  your  pockets  with  matches, 
lighters,  flints  and  various  boxes  and  packages  of 
smoking  paraphernalia.  Then  too,  you  are  spared 
the  fear  that  because  of  your  habit  one  of  your 
children  or  other  impressionable  small-fry  might 
acquire  the  habit  of  smoking. 

In  summary,  the  following  suggestions  are 
offered : 

1st— Prepare  yourself  psychologically  for  the 
battle. 

2nd— Stop  abruptly  and  completely. 

3rd— Plan  to  stop  forever  but  do  it  in  small 
stages. 

4th— Do  it  yourself- don't  entangle  others  in 
your  problem. 

Good  luck.  Now  breathe  deeply. 

P.  S.  — It’s  nice  to  write  articles  about  smoking, 
then  you  don’t  dare  start  again.  I hope  I don’t! 

John  J.  Mahood,  M.  D. 

Bluefield 

January,  1970,  Von.  66,  No.  1 


ALL  RIGHT,  NOW! 

In  response  to  your  recent  editorial  request 
for  a heading  for  the  “Letters”  column  of  the 
journal,  I submit  the  following  variations  on  a 
theme: 

1.  WRITE  NOW  2.  ALL  WRITE! 

3.  ALL  WRITE  NOW! 

4.  YOU-ALL  WRITE? 

I prefer  No.  3.  Besides  being  a direct  encour- 
agement to  the  reader  to  sit  down  and  write 
immediately,  it  currently  carries  the  connotation 
as  an  ejaculation,  among  the  teenagers  and 
younger  set,  of  an  outstanding  accomplishment. 
Their  favorite  split-end  catches  a pass  for  a 
touchdown;  they  all  shout,  “All  right,  now!”. 

You  may  prefer  No.  4 for  its  rustic  flavor,  or 
perhaps  it  conjures  an  image  you  are  trying  to 
obliterate.  In  any  event,  I prefer  No.  3,  a “lively” 
heading  you’ll  admit. 

All  right,  now! 

Allen  E.  Yeakel,  M.  D. 

Morgantown 


The  medical  profession  must  respond  to  the  mount- 
ing public  demand  for  effective  controls  over  the 
nation's  health  care  system,  Louis  A.  Orsini,  Director 
of  the  Health  Insurance  Council,  stated  recently. 

Public  confidence  in  the  health  care  system,  Mr. 
Orsini  said,  has  been  “seriously  undermined”  because 
emphasis  has  been  laid  on  what  is  wrong  with  the 
system  while  “obscuring  its  positive  accomplishments.” 
He  said  the  changes  which  are  occurring  in  the  system 
are  needed  to  assure  the  public  of  continued  accessi- 
bility to  quality  care  at  reasonable  cost. 

Speaking  at  the  1969  Medical  Services  Conference, 
sponsored  by  the  American  Medical  Association  and 
held  in  conjunction  with  the  AMA’s  Clinical  Conven- 
tion, Mr.  Orsini  pointed  out,  however,  that  changes 
should  be  achieved  by  “building  on  the  positive 
features  of  our  current  system”  and  the  development 
of  “forceful  solutions.” 

The  health  insurance  executive  said  that  a mechan- 
ism for  physician  review  of  fees  and  services  offered 
the  best  vehicle  for  the  medical  profession  to  exert 
leadership  in  the  development  of  these  solutions.  Such 
“peer  review,”  he  said,  can  “constructively  influence” 
pricing  patterns  and  delivery  of  medical  care. 

“It  is  a tool  through  which  the  judgement  of  your 
profession  can  constructively  influence  the  pricing  pat- 
tern which  will  control  the  method  of  reimbursement 
for  physicians’  services  and  the  delivery  of  quality 
medical  care  as  determined  by  medical  and  economic 
criteria,  rather  than  requiring  the  health  care  system 
to  conform  to  a predetermined  cost  which  is  sub- 
ject to  political  pressure,”  he  said. 

Mr.  Orsini  urged  medical  societies  on  both  state  and 
county  levels  to  establish  peer  review  committees  “to 
monitor  the  general  trend  on  physicians’  fees  in  then- 
area”  and  to  provide  guidance  in  individual  cases  on 
the  questions  of  whether  the  fee  charged  was  “usual 
and  customary”  and  if  the  services  were  “reasonable 
and  necessary.” 
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AMA  President  Honor  Guest 
At  103rd  Annual  Meeting 

Dr.  Walter  C.  Bornemeier  of  Chicago,  President 
Elect  of  the  American  Medical  Association,  will  be 
among  the  honor  guests  at  the  103rd  Annual  Meeting 
of  the  West  Virginia  State  Medical  Association  at  The 
Greenbrier  in  White  Sulphur  Springs,  August  20-22. 

Doctor  Bornemeier  will 
be  installed  as  President 
of  the  AMA  during  the 
Annual  Meeting  next  June 
in  Chicago. 

Dr.  Robert  J.  Fleming 
of  Morgantown,  Chairman 
of  the  Program  Commit- 
tee, said  Doctor  Borne- 
meier has  accepted  an  in- 
vitation to  speak  at  the 
first  session  of  the  House 
of  Delegates  on  Wednes- 
day afternoon,  August  19. 

Walter  C.  Bornemeier,  M.  D.  A native  of  Greenwood, 

Nebraska,  Doctor  Borne- 
meier received  his  M.  D.  degree  in  1929  from  the 
Northwestern  University  Medical  School.  He  is  a 
Diplomate  of  the  American  Board  of  Surgery  and 
served  for  20  years  as  an  Instructor  in  Surgery  at 
Northwestern. 

Among  his  specialty  memberships.  Doctor  Borne- 
meier holds  an  honorary  membership  in  the  Surgical 
Society  of  Rome,  where  he  was  stationed  as  a Major 
in  the  Medical  Corps  of  the  United  States  Army  during 
World  War  H. 

Doctor  Bornemeier  is  a Past  President  of  the  Chicago 
Medical  Society  and  served  for  four  years  as  Speaker 
of  the  House  of  Delegates  of  the  Illinois  Medical  So- 
ciety. He  served  as  Speaker  of  the  House  of  Delegates 
of  the  American  Medical  Association,  1966-69,  and  he 
was  Vice  Speaker  for  the  preceding  three  years. 

He  is  a member  of  many  professional  and  public 
service  organizations  and  served  as  President  of  the 
Tuberculosis  Institute  of  Chicago  and  Cook  County, 
1962-64.  He  holds  the  Distinguished  Alumnus  award 
from  North  Central  College  in  Illinois. 

He  is  married  to  the  former  Mabel  Kemp  and  they 
have  two  daughters  and  a son. 


Program  Committee  Busy 

Members  of  the  Program  Committee  have  been  busy 
making  plans  for  the  meeting  since  last  September. 
Names  of  the  prominent  physicians  and  surgeons  who 
have  accepted  invitations  to  appear  as  guest  speakers 
will  be  announced  in  future  issues  of  The  Journal. 

One  of  the  features  of  the  scientific  program  will 
be  a “Seminar  on  Legal  Medicine”  which  will  be  held 
on  Thursday  afternoon,  August  20. 

Serving  with  Doctor  Fleming  on  the  Program  Com- 
mittee are  Drs.  Charles  E.  Andrews  of  Morgantown. 
Thomas  P.  Long  of  Man  and  A.  Thomas  McCoy  of 
Charleston. 

Business  Meetings  Scheduled 

The  Pre-Convention  Meeting  of  the  Council  will  be 
held  on  Wednesday  morning,  August  19. 

The  first  session  of  the  House  of  Delegates  will  be 
held  on  Wednesday  afternoon,  and  the  final  session  on 
Saturday  afternoon,  August  22. 

Dr.  Harry  Weeks  of  Wheeling 
Is  MLB  Appointee 

Gov.  Arch  A.  Moore,  Jr.,  has  appointed  Dr.  Harry 
S.  Weeks,  Jr.,  of  Wheeling,  as  a member  of  the  Medi- 
cal Licensing  Board  of  West  Virginia  for  an  unexpired 
term  ending  next  June  30. 

Doctor  Weeks  succeeds  his  partner,  Dr.  D.  E. 
Greeneltch  of  Wheeling,  who  resigned  from  the  MLB 
after  almost  10  years  of  service. 

The  new  MLB  member  is  Vice  President  of  the  West 
Virginia  State  Medical  Association.  A native  of 
Clarksburg,  he  attended  West  Virginia  University  and 
received  his  M.  D.  degree  in  1953  from  the  University 
of  Maryland  School  of  Medicine. 

He  is  a Diplomate  of  the  American  Board  of  Anes- 
thesiology. 


State  Physicians  To  Receive 
1970  Roster  of  Members 

The  1970  Roster  of  Members  of  the  West  Vir- 
ginia State  Medical  Association  will  be  mailed 
to  members  early  in  January.  The  Roster  will 
include  the  names  and  addresses  of  all  members 
of  the  State  Medical  Association,  broken  down 
by  component  societies. 

It  will  also  include  a listing  of  the  members 
of  the  standing  and  special  committees,  together 
with  the  officers  of  various  sections  and  affiliated 
societies  and  associations. 
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AMA  Cites  Critical  Need 
For  More  Physicians 

The  American  Medical  Association  urged  Congress 
to  give  top  priority  to  appropriations  that  will  help 
increase  the  number  of  physicians. 

Testifying  before  a Senate  appropriations  subcom- 
mittee, Dr.  C.  H.  William  Ruhe,  director  of  the  AMA’s 
Division  of  Medical  Education,  said  that  “medical 
education  should  be  supported  financially  as  fully  as 
possible  to  meet  the  pressing  need  which  exists  today 
for  an  increased  number  of  physicians.” 

“We  believe,”  he  said,  “that  in  any  appropriation 
priorities  established  for  all  government  programs, 
those  which  affect  health  care  should  be  given  pri- 
mary consideration.  Further,  because  of  the  special 
need  . . . for  more  physicians,  we  urge  that  appropria- 
tions relevant  to  the  production  of  physicians  be  given 
first  priority.” 

Concerning  decreases  in  the  Administration  budget 
in  support  of  research  and  training  grants,  fellow- 
ships, library  grants  and  research  facility  construc- 
tion, the  AMA  spokesman  said: 

“It  is  difficult  to  estimate  the  effect  these  reductions 
will  have  upon  efforts  to  increase  physician  produc- 
tion, but  there  is  concern  among  many  medical  edu- 
cators that  the  growth  in  medical  school  enrollments 
will  be  inhibited.  We  believe  that  this  effect  should 
be  watched  closely  and  corrective  measures  instituted 
promptly  if  physician  production  is  impaired.” 

The  AMA  joined  the  Student  American  Medical 
Association  and  the  Association  of  American  Medical 
Colleges  in  a joint  statement  which  said  that  “an 
increase  in  the  appropriation  for  the  Health  Profes- 
sions Student  Loan  Program  is  crucial.” 


Dr.  Richard  W.  Corbitt  Joins 
AMA  Sports  Committee 

Dr.  Richard  W.  Corbitt  of  Parkersburg,  Immediate 
Past  President  of  the  West  Virginia  State  Medical 
Association,  has  been  named  to  a vacancy  on  the 
American  Medical  Asso- 
ciation’s Committee  on  the 
Medical  Aspects  of  Sports. 

Announcement  of  the 
appointment,  effective 
January  1,  was  made  by 
the  AMA  Board  of  Trus- 
tees. Doctor  Corbitt  will 
serve  for  one  year,  sub- 
ject to  reappointment. 

Doctor  Corbitt  has 
maintained  an  intense  in- 
terest in  athletics  at  both 
the  high  school  and  col- 
lege levels  for  many  years. 

He  is  Chairman  of  the 
West  Virginia  State  Medi- 
cal Association’s  Committee  on  the  Medical  Aspects 
of  Sports,  and  in  1965,  he  was  named  an  “honorary 
coach”  by  the  West  Virginia  Coaches  Association. 

The  AMA  Committee  is  chaired  by  Dr.  Thomas  E. 
Shaffer  of  the  Ohio  State  University  College  of  Medi- 
cine. 


Medical  Seminar  at  Hot  Springs 

The  Annual  Medical  Seminar  of  the  University  of 
Virginia  School  of  Medicine  will  be  held  at  The  Home- 
stead in  Hot  Springs,  Virginia,  January  29-31. 

Programs  and  other  information  may  be  obtained 
by  writing  to:  Continuing  Education  Program,  Dean’s 
Office,  Medical  School,  Charlottesville,  Virginia  22901. 


Richard  W.  Corbitt,  M.  D. 


Looking  Back  10  Years  . . . 


Mr.  David  M.  Cleary  of  Upper  Darby,  Pennsylvania,  (center),  a free-lance  science  writer,  was  guest  speaker  at  a dinner 
meeting  sponsored  by  the  Kanawha  Medical  Society  10  years  ago.  Pictured  left  to  right  are:  Dr.  William  B.  Rossman  of 
Charleston;  Dr.  John  T.  Chambers  of  Charleston;  Mr.  Cleary;  Dr.  Milton  J.  Lilly,  Jr.,  then  President  of  the  Society;  and 
Dr.  Carl  B.  Hall  of  Charleston. 
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New  Association  Members 

Dr.  James  A.  Barnes,  Beckley  Medical  Arts,  Beckley 
(Raleigh).  Doctor  Barnes,  a native  of  Charlotte,  North 
Carolina,  received  his  M.  D.  degree  in  1953  from  the 
Bowman-Gray  School  of  Medicine.  He  interned  at 
North  Carolina  Baptist  Hospital  and  served  residencies 
at  that  hospital  and  Baltimore  City  Hospital.  He  served 
with  the  United  States  Navy  during  World  War  II 
and  was  previously  located  in  Minot,  North  Dakota. 
His  specialty  is  pediatrics. 

it  ,ir  it  it 

Dr.  William  H.  Carter,  The  Highlands  Clinic,  Wil- 
liamson (Mingo).  Doctor  Carter,  a native  of  Phila- 
delphia, graduated  from  Morehouse  College  and  re- 
ceived his  M.  D.  degree  in  1957  from  the  Howard  Uni- 
versity College  of  Medicine.  He  interned  at  Provident 
Hospital  in  Baltimore  and  served  residencies  at  that 
hospital  and  at  Freedman’s  Hospital  in  Washington, 
D.  C.  His  specialty  is  pediatrics. 

★ ,★  ★ it 

Dr.  Rodrigo  V.  de  Valle,  Appalachian  Regional 
Hospital,  Williamson  (Mingo).  Doctor  de  Valle,  a 
native  of  Cuba,  received  his  M.  D.  degree  in  1948  from 
the  University  of  Havana  School  of  Medicine.  He 
interned  at  Calixto  Garcia  Hospital  in  Cuba  and  St. 
Anthony  Hospital  in  Chicago.  He  served  residencies 
at  Cook  County  Hospital  in  Chicago  and  Baroness 
Erlanger  Hospital  in  Chattanooga.  His  specialty  is 
radiology. 

★ * 

Dr.  A.  Ilhan  Erinc,  Memorial  General  Hospital, 
Elkins  (Tygart’s  Valley).  Doctor  Erinc,  a native  of 
Turkey,  received  his  M.  D.  degree  in  1952  from  the 
University  of  Istanbul.  He  interned  at  Loretto  Hos- 
pital in  Chicago  and  served  residencies  at  the  Western 
Pennsylvania  Hospital  in  Pittsburgh  and  Anderson 
Hospital  in  Houston.  He  was  previously  located  in 
Passaic,  New  Jersey,  and  his  specialty  is  pathology. 

'it  ,★  ★ it 

Dr.  Ephraim  C.  Imperio,  Ohio  Valley  General  Hos- 
pital, Wheeling  (Ohio).  Doctor  Imperio,  a native  of 
the  Philippines,  was  graduated  from  Philippine  Union 
College  and  received  his  M.  D.  degree  in  1953  from 
Manila  Central  University  College  of  Medicine.  He 
interned  and  served  a residency  at  Ohio  Valley  Gen- 
eral Hospital  in  Wheeling.  He  previously  was  located 
in  Taiwan,  China,  and  his  specialty  is  anesthesiology. 

■it  it  it  it 

Dr.  Manuel  Martinez,  670  Stratton  Street,  Logan 
(Logan).  Doctor  Martinez,  a native  of  Cuba,  received 
his  M.  D.  degree  in  1951  from  the  University  of  Havana 
Medical  School.  He  interned  at  the  University  of 
Havana  Hospital  and  served  a residency  at  West  Vir- 
ginia University  Medical  Center.  His  specialty  is 

anesthesiology. 

'it  it  it  it 

Dr.  Muhittin  Ozbelli,  Grace  Hospital,  Welch  (Mc- 

Dowell). Doctor  Ozbelli,  a native  of  Turkey,  received 


his  M.  D.  degree  in  1951  from  Istanbul  University 
Faculty  of  Medicine.  He  interned  at  Mercy  Hospital 
in  Cedar  Rapids,  Iowa,  and  served  a residency  at  St. 
Vincent’s  Hospital  in  Portland,  Oregon.  He  was  previ- 
ously located  in  Newberry,  Michigan,  and  his  spe- 
cialty is  internal  medicine. 

it  it  it  it 

Dr.  Jack  Pushkin,  6 Brooks  Medical  Building,  Char- 
leston (Kanawha).  Doctor  Pushkin,  a native  of  Char- 
leston, was  graduated  from  West  Virginia  University 
and  received  his  M.  D.  degree  in  1963  from  the  West 
Virginia  University  School  of  Medicine.  He  interned 
at  the  University  of  Minnesota  Hospital  and  served 
a residency  at  the  West  Virginia  University  Medical 
Center.  He  served  for  four  years  with  the  United 
States  Navy  and  his  specialty  is  orthopedic  surgery. 

* A * * 

Dr.  Gilbert  A.  Ratcliff,  Jr.,  533  10th  Avenue,  Hun- 
tington (Cabell).  Doctor  Ratcliff,  a native  of  Hunting- 
ton,  was  graduated  from  Princeton  University  and 
received  his  M.  D.  degree  in  1963  from  the  John’s 
Hopkins  University  School  of  Medicine.  He  interned 
and  served  a residency  at  the  Cleveland  Metropolitan 
General  Hospital  in  Cleveland,  Ohio.  He  served  as  a 
Captain  in  the  Medical  Corps  of  the  United  States 
Army,  1966-68,  and  his  specialty  is  pediatrics. 

fit  it  it  it 

Dr.  Q.  S.  Santiago,  935  Market  Street,  Parkersburg 
(Parkersburg  Academy).  Doctor  Santiago,  a native 

of  the  Philippines,  received  his  M.  D.  degree  in  1960 
from  the  University  of  Santo  Tomas.  He  interned  at 
Baltmiore  City  Hospital  and  served  residencies  at 

that  hospital  and  at  Johns  Hopkins  Hospital  in  Balti- 
more and  the  St.  Louis  University  Hospital.  His  spe- 
cialty is  general  surgery. 

it  it  it  it 

Dr.  Alfredo  L.  Soyangco,  P.  O.  Box  1325,  Beckley. 
Doctor  Soyangco,  a native  of  the  Philippines,  received 
his  M.  D.  degree  in  1960  from  the  Far  Eastern  Uni- 
versity. He  interned  at  St.  Francis  Hospital  in  Jersey 
City,  New  Jersey,  and  served  residencies  at  the  Eastern 
Dispensary  and  Casualty  Hospital  in  Washington,  D.  C., 
and  Vanderbilt  University  Hospital.  His  specialty  is 
anesthesiology. 

•it  it  it  "k 

Dr.  Charles  E.  Turner,  1115  20th  Street,  Huntington 
(Cabell).  Doctor  Turner,  a native  of  Huntington,  was 
graduated  from  Marshall  University  and  received  his 
M.  D.  degree  in  1963  from  the  West  Virginia  Univer- 
sity School  of  Medicine.  He  interned  and  served  a 
residency  at  Strong  Memorial  Hospital  in  Rochester, 
New  York.  He  served  with  the  Medical  Corps  of  the 
United  States  Navy,  1965-67,  and  his  specialty  is  in- 
ternal medicine. 
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TB  Skin  Testing  Programs 
Started  in  Schools 

The  United  States  Public  Health  Service  has  brought 
national  attention  to  a child-centered  program  to  pre- 
vent tuberculosis.  In  an  issue  of  ‘‘The  State  of  the 
State’s  Health”  a report  to  the  Surgeon  General  on 
the  future  of  tuberculosis  control  was  quoted: 

“Adequate  attention  to  known  cases  and  their  con- 
tacts prevents  the  spread  of  tuberculosis  infection. 
However,  persons  once  infected  can  develop  disease 
and  spread  infection  before  it  is  diagnosed.  Therefore, 
absolute  prevention  of  the  spread  of  infection  would 
mean  developing  a population  in  which  no  one  was 
infected. 

“The  proposal  ...  is  that  all  children  be  tuberculin 
tested  at  first  entrance  to  school.  Those  who  react  will 
be  given  a chest  x-ray,  and  their  families  and  other 
persons  with  whom  they  have  been  closely  associated 
will  be  tuberculin  tested.  The  associates  who  react 
will  receive  chest  x-rays.  If  they  are  preschool  chil- 
dren, they  will  be  given  a course  in  prophylactic 
isoniazid.  Adult  reactors  will  receive  whatever  diag- 
nostic service  they  need,  and  those  who  fall  into  high- 
risk  groups  because  of  their  x-ray  findings,  age,  weight, 
or  other  health  problems  will  receive  a course  in 
prophylactic  isoniazid  and/or  periodic  examination  as 
long  as  they  are  associated  with  children. 

“As  a part  of  the  program,  all  school  teachers  and 
other  school  employees  will  be  tuberculin  tested,  and 
nonreactors  scheduled  for  annual  tuberculin  tests.  Re- 
actors will  be  x-rayed  and  scheduled  for  periodic  re- 
examination according  to  their  risk  status.  Children 
who  have  been  infected  are  at  low  risk  of  disease  from 
about  school  entrance  until  puberty.  In  adolescence 
through  young  adulthood  their  risk  is  high. 

“To  reach  these  young  people,  it  is  proposed  that  all 
14-year-olds  in  school  be  tuberculin  tested.  The  re- 
actors will  be  x-rayed  and  in  addition  will  receive 
special  explanation  of  their  situation  and  be  en- 
couraged to  have  periodic  examinations  during  their 
high-risk  period  and  at  least  through  their  own  child- 
rearing  age.  A few  may  also  be  given  prophylactic 
drugs.” 

In  West  Virginia  during  the  past  school  year,  under 
a special  tuberculosis  project,  54,611  school  children 
were  tested.  Of  this  number,  702  were  positive  reac- 
tors and  are  being  followed  in  their  respective  counties. 

Thirty-three  counties  in  West  Virginia  have  done 
some  skin  testing  in  their  schools,  and  others  expect 
to  start  early  this  fall.  Plans  are  underway  for  com- 
plying, insofar  as  possible,  with  the  recommendations 
of  the  Public  Health  Service  concerning  identification 
and  treatment  of  tuberculosis  infection  as  set  forth 
recently  in  a statement  from  the  National  Communi- 
cable Disease  Center,  Tuberculosis  Program: 

1.  Tuberculin  testing  of  all  school  “leavers,”  all 
school  “enterers”  and  all  school  employees: 

2.  Chest  x-ray  examination  of  all  those  identified 
as  infected; 


3.  Multiple-drug  treatment  of  individuals  found  to 
have  clinically  active  disease; 

4.  Isoniazid  treatment  of  all  infected  individuals  with 
no  evidence  of  clinically  active  disease; 

5.  Tuberculin  testing  of  associates  of  school-age 
reactors  to  identify  source  cases  and  other  in- 
fected persons  for  x-ray  examination  and  appro- 
priate treatment. 

For  tuberculosis,  the  value  of  preventive  treatment 
with  isoniazid  has  been  definitely  established  by  the 
Public  Health  Service  trials.  Prophylaxis  is  already 
recommended  for  contacts  of  active  cases  and  for  in- 
fected persons  with  abnormal  x-rays. 

Over  the  10  years  since  the  trials  were  started, 
isoniazid,  taken  daily  for  one  year,  has  decreased  the 
frequency  of  disease  by  75  to  80  per  cent  during  the 
year  of  medication,  and  by  at  least  50  per  cent  there- 
after. This  means  that  for  large  numbers  of  infected 
persons  isoniazid  is  able  to  nullify  an  active  or  latent 
infection,  and  thereby  destroy  the  potential  for  infec- 
tion to  progress  into  clinical  disease.  Since  all  infected 
persons  are  today  at  a considerably  higher  risk  than 
the  uninfected  in  our  population,  the  indications  for 
chemoprophylaxis  can  now  be  expanded  to  include  all 
persons  known  to  have  had  a tuberculosis  infection. 

Tuberculin  testing  programs  in  the  schools  are  al- 
ready included  or  being  planned  as  a regular  part  of 
the  tuberculosis  control  activities  in  most  health  de- 
partments. Preventive  isoniazid  treatment  of  all  the 
infected  identified  is  a logical  extension  and  should 
be  considered  the  prime  purpose  of  any  tuberculin 
testing  program. 


MLB  Licenses  18  Physicians 
To  Practice  in  State 

The  Medical  Licensing  Board  licensed  the  following 
18  physicians  by  oral  examination  to  practice  medicine 
in  West  Virginia  during  a meeting  held  at  The  Capitol 
in  Charleston  on  October  6: 

Abraham,  Charles,  Huntington 
Barta,  Joseph  Arthur,  Durham,  N.  C. 

Blanton,  Terrell  Davis,  Silver  Springs,  Md. 
Bracken,  Samuel  Joseph,  Wheeling 
Chavem,  Hugh  Edward,  Pittsburgh,  Pa. 
Easterling,  James  Frank.  Chevy  Chase,  Md. 

Koehler,  Donald  Robert,  Wheeling 
McClain,  Mack  Ira,  Fairmont 
McCluney,  Kerry  Wellington,  Bluefield 
Merrifield,  John  Vincent,  Charleston 
Musto,  David  Franklin,  New  Haven,  Conn. 

Nolan,  Robert  Lincoln,  Morgantown 

Pope,  Herbert  Lee,  White  Sulphur  Springs 
Rietbrock,  Michael  John,  Morgantown 
Thompson,  Havelock,  Morgantown 
Thrasher,  Elliott  L.,  II,  Sistersville 
Valuska,  James  William,  Steubenville,  Ohio 
Wampler,  Galen  Lee,  Richmond,  Va. 

The  next  meeting  of  the  Medical  Licensing  Board 
will  be  held  at  The  Capitol  in  Charleston  on  January 
5,  1970,  for  the  purpose  of  licensing  physicians  by 
reciprocity  to  practice  medicine  in  West  Virginia. 
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Charles  D.  Holland  Named 
Director  of  RMP 

Mr.  Charles  D.  Holland  of  Morgantown  has  been 
named  Director  of  the  West  Virginia  Regional  Medical 
Program  for  Heart,  Cancer,  Stroke  and  Related  Dis- 
eases, according  to  an 
announcement  by  Dr. 
James  G.  Harlow,  Pres- 
ident of  West  Virginia 
University. 

Mr.  Holland,  a native 
of  Louisville,  Kentucky, 
has  been  serving  as  Act- 
ing Director  since  the 
death  of  Dr.  Charles  L. 
Wilbar,  Jr.,  about  one 
year  ago.  Prior  to  that, 
Mr.  Holland  served  as  as- 
sistant to  Doctor  Wilbar. 

Before  joining  RMP  in 
October,  1967,  Mr.  Holland 
was  Administrator  of  Ap- 
palachian Regional  Hospital  in  Beckley.  He  had  held 
various  hospital  administrative  positions  in  Memphis 
and  Nashville,  Tennessee,  and  Greenville,  Kentucky. 

He  holds  a B.  S.  degree  in  business  administration 
from  Mississippi  College  and  an  M.  S.  degree  from 
Northwestern  University.  He  is  a Past  President  of 
the  Western  Kentucky  Hospital  Conference,  a Fellow 
of  the  American  College  of  Hospital  Administrators, 
and  is  a Past  Secretary  of  the  Southern  West  Virginia 
Hospital  Council. 

“Mr.  Holland  has  served  RMP  with  dedication  and 
distinction,’’  according  to  Dr.  Clark  K.  Sleeth,  Dean 
of  the  WVU  School  of  Medicine  and  Chairman  of  the 
RMP  Regional  Advisory  Group.  “We  feel  that  the 
future  progress  of  the  program  is  in  good  hands.” 


Blue  Shield  Enrollment  Increases 

Membership  of  the  72  Blue  Shield  Plans  in  the 
United  States  and  Puerto  Rico  increased  1,447,413 
during  the  first  six  months  of  1969,  according  to  an 
enrollment  report  recently  released  here  by  the  Na- 
tional Association  of  Blue  Shield  Plans. 

This  increase  brings  Blue  Shield’s  total  enrollment 
to  a record  61,818,426.  Blue  Shield  also  serves  some 
14.5  million  persons  under  Medicare  and  Medicaid. 

During  the  first  six  months  of  1969  in  the  United 
States  and  Puerto  Rico,  membership  gains  were  re- 
ported by  60  Plans,  while  13  experienced  losses.  The 
gains  totaled  1,540,886,  while  losses  amounted  to  93,473. 

Second  quarter  gains  of  763,144  were  posted  by  54 
Plans,  18  Plans  reported  losses  totaling  89,218,  and 
one  Plan  showed  no  change. 

The  2.40  per  cent  enrollment  increase  in  the  first 
six  months  brought  Blue  Shield  coverage  in  the  U.  S. 
to  31.44  per  cent  of  the  population.  Blue  Shield  covers 
5.52  per  cent  of  the  population  of  Puerto  Rico. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

Jan.  11-14 — Soc.  of  Thor.  Surg.,  Atlanta. 

Jan.  17-22 — Am.  Acad,  of  Orthopedic  Surg.,  Chicago. 
Feb.  8-9 — AMA  Cong,  on  Med.  Ed.,  Chicago. 

Feb.  14-18 — Am.  Acad,  of  Allergy,  New  Orleans. 

Feb.  25-March  1 — Am.  Col.  of  Cardiology,  New  Orleans. 
March  12-14 — Sou.  Soc.  of  Anes.,  Williamsburg,  Va. 
March  16-20 — Am.  Col.  of  Allergists,  Bal  Harbour,  Fla. 
March  20-21 — AMA  Cong,  on  Socio-Economics  of 
Health  Care,  Chicago. 

March  30-April  4 — Am.  Col.  of  Radiology,  Dallas. 

April  1-3 — Maryland  Medical,  Baltimore. 

April  6-8 — Am.  Assn,  for  Thoracic  Surg.,  Washington. 
April  10-12 — Am.  Soc.  of  fnt.  Med.,  Philadelphia. 

April  12-17 — ACP,  Philadelphia. 

April  13-16 — Am.  Acad,  of  Ped.,  Washington. 

April  12-18 — Am.  Col.  of  Ob.  & Gyn.,  New  York. 

April  15-18 — W.  Va.  Acad,  of  Oph.  & Otol.,  White 
Sulphur  Springs. 

April  16-17 — Carolinas-Virginias  Hosp.  Conf.,  Colum- 
bia, S.  C. 

April  19-23 — Am.  Assn,  of  Neurological  Surg.,  Wash- 
ington. 

April  24-26 — W.  Va.  Chap.,  AAGP,  Charleston. 

April  27-29 — Am.  Surg.  Assn.,  White  Sulphur  Springs. 
April  27-May  2 — Am.  Acad,  of  Neurology,  Miami 
Beach. 

April  29-May  2 — Am.  Ped.  Soc.,  Atlantic  City. 

May  11-15 — Am.  Psychiatric  Assn.,  San  Francisco. 

May  10-14 — Am.  Urological  Assn.,  Philadelphia. 

May  11-15 — Ohio  Medical,  Columbus. 

May  24-27 — Am.  Thoracic  Soc.,  Cleveland. 

May  25-27 — Am.  Gyn.  Soc.,  Hot  Springs,  Va. 

May  28-30 — Am.  Oph.  Soc.,  Hot  Springs,  Va. 

June  13-14 — Am.  Diabetes,  Assn.,  St.  Louis. 

June  21-25 — AMA,  Chicago. 

July  17-18 — Rocky  Mtn.  Cancer  Conf.,  Denver. 

Aug.  20-22 — 103rd  Annual  Meeting,  W.  Va.  State  Medi- 
cal Association.  The  Greenbrier,  White  Sulphur 
Springs. 

Aug.  24-27 — Am.  Hosp.  Assn.,  Chicago. 

Sept.  11-19 — Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  12-18 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  20-24 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 
Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-Oct.  1 — AAGP,  San  Francisco. 

Oct.  4-8 — Pa.  Medical,  Lancaster. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16 — ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col  of  of  Chest  Phys.,  Las  Vegas. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Chicago. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago. 

Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 
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For  really  brilliant  endoscopic  illumination 


FIBER  OPTIC 
LIOUE  68-A 
TELESCOPE 


Fiber  optic  illumination— brilliant,  concentrated,  cool- 
enables  the  new  Foroblique  68-A  Telescope  by  ACMI 
to  provide  far  superior  vision  than  is  possible  with  an 
incandescent  lamp.  Optical  glass  fibers  within  the 
telescope  sheath  connect  at  their  proximal  end 
with  a flexible  bundle  of  approximately  200,000 
light-carrying  fibers,  which  transmit  undis- 
torted light  from  a high  intensity  parabolic 
lamp  located  in  a power  supply  cabinet. 
Vision  is  both  forward  and  oblique— 
“amphitheatre  vision.”  This  telescope 
can  be  used  with  twenty-eight  differ- 
ent ACMI  diagnostic  and  oper- 
ating instruments,  including 
pan-endoscope,  electrotome, 
grasping  forceps,  peri- 
toneoscope, resectoscope 
and  many  others. 


Cat.  No.  FO-8148— 

Fiber  Optic  68-A 
Foroblique  Telescope. 

Cat.  No.  FOLC-400A— 
Fiber  Optic  Light 
Carrier  Bundle,  72". 

Cat.  No.  FCB-100— 

Fiber  Optic  Power  Supply. 


For  further  information,  consult  your  dealer  or  write  to  ACMI. 


mtnexicon  Cyst  escape  Jllaizeisjnc. 

8 Pelham  Parkway,  Pelham  Manor  (Pelham),  N.Y. 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 


CHARLESTON,  WEST  VIRGINIA 


WVU  Medical  Center 
- News  - 


Dr.  Havelock  Thompson  has  joined  the  faculty  of 
the  School  of  Medicine  as  Associate  Professor  of 
Pediatrics.  He  succeeds  Dr.  Richard  C.  Juberg,  who 

took  a position  at  the 
University  of  Oregon 
Medical  School. 

Doctor  Thompson’s  re- 
sponsibilities include  ge- 
netic counseling,  research 
and  teaching.  He  is  work- 
ing toward  the  establish- 
ment of  a complete  cyto- 
genetics laboratory  and  an 
expanded  genetics  clinic 
at  the  Medical  Center. 

A native  of  Los  An- 
geles, the  new  faculty 
member  earned  B.  S.  and 
M.  D.  degrees  at  the  Uni- 
versity of  Colorado.  He 
completed  his  internship  and  began  residency  training 
at  the  University  of  Colorado  Medical  Center. 

He  spent  an  additional  year  at  the  University  of 
Washington  as  Senior  Resident  in  Pediatrics.  In  1964, 
he  became  a Fellow  in  Genetics  in  the  Department 
of  Pediatrics  and  Experimental  Medicine  at  the  Uni- 
versity of  Oregon. 

As  an  instructor  at  Oregon  during  1965-67,  Doctor 
Thompson  served  as  a genetics  consultant  and  par- 
ticipated in  a collaborative  study  on  cerebral  palsy, 
mental  retardation,  and  other  neurologic  and  sensory 
disorders  of  infancy  and  childhood. 

For  two  years  prior  to  his  appointment  at  WVU, 
Doctor  Thompson  was  Assistant  Professor  of  Pedi- 
atrics at  the  University  of  California  at  Los  Angeles 
and  served  on  the  staff  of  Cedars-Sinai  Medical  Center 
as  assistant,  then  associate  director  of  the  Division 
of  Pediatrics  and  Chief  of  Medical  Genetics. 

Alumni  Association  Officers 

The  Alumni  Association  of  the  School  of  Medicine 
held  a reorganizational  meeting  in  Morgantown  last 
fall  and  elected  officers. 

Dr.  David  Z.  Morgan  of  Morgantown,  Assistant  Dean 
of  the  School,  was  named  President  of  the  Association. 
Dr.  Robert  D.  Hess  of  Bridgeport  was  elected  Vice 
President,  and  the  Secretary-Treasurer  is  Dr.  Clark 
K.  Sleeth,  Dean  of  the  School. 

The  Executive  Board  consists  of  Drs.  Edward  J. 
Shahady  of  Akron,  Ohio,  Pat  A.  Tuckwiller  of  Charles- 
ton, and  Gerald  A.  Ravitz  of  Morgantown. 
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• Compiled  from  material  furnished  by  the  Medical 
Center  News  and  Information  Services,  Morgan- 
town, West  Virginia. 


Meeting  of  Anatomists 

Three  members  of  the  Department  of  Anatomy 
faculty  attended  the  meeting  of  the  Southern  Society 
of  Anatomists,  which  was  held  in  Memphis,  Tennessee, 
November  12-15. 

Those  attending  included  Dr.  Donald  L.  Kimmel, 
Professor  and  Chairman;  Dr.  David  S.  Jones,  Profes- 
sor; and  Dr.  William  A.  Beresford,  Assistant  Professor. 

Doctor  Kimmel  was  elected  a member  of  the  Council 
of  the  Society,  and  Doctor  Beresford  presented  a 
paper  at  the  meeting. 

Scientific  Illustrations  Display 

Prize-winning  medical  photographs,  photomicro- 
graphs and  illustrations  in  the  SAMA-Eaton  Medical 
Art  Salon  were  on  display  last  month  at  West  Vir- 
ginia University  Medical  Center. 

The  exhibit  in  the  student  lounge  of  the  Basic  Sci- 
ences Building  contained  top  entries  in  the  10th  An- 
nual Medical  Art  Award  program  sponsored  by  the 
Student  American  Medical  Association  and  Eaton 
Laboratories. 

Established  in  1958,  the  program  attempts  to  stim- 
ulate use  of  photography  and  illustration  in  medical 
communications.  Medical  students,  interns  and  resi- 
dents, students  of  medical  illustration  and  photogra- 
phers affiliated  with  medical  schools  and  hospitals  may 
enter  the  competition.  Winners  receive  cash  awards 
and  national  recognition. 

The  Salon  is  first  displayed  and  awards  announced 
at  SAMA’s  annual  meeting.  Its  second  stop  is  the 
annual  meeting  of  the  American  Medical  Association, 
after  which  it  travels  throughout  the  nation  on  loan 
to  medical  schools  and  hospitals. 

Cardiac  Nursing  Care  Course 

The  next  nursing  education  course  entitled  “Nursing 
in  Cardiac  Care  Units”  will  be  held  at  the  Medical 
Center,  January  6-23.  Sponsors  are  the  Medical  Center 
and  the  West  Virginia  Regional  Medical  Program. 

Instructors  will  include  members  of  the  faculty  of 
the  Division  of  Cardiology  and  the  School  of  Nursing. 
Experience  in  the  Cardiac  Care  Union  will  be  part  of 
the  program. 

Doctor  Gutrecht  Is  Certified 

Dr.  Jose  A.  Gutrecht,  Assistant  Professor  of  Neurol- 
ogy, was  certified  recently  by  the  American  Board  of 
Psychiatry  and  Neurology. 
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THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 
Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
Hugh  R.  Holtrop,  M.  D. 
Urology: 

Richard  D.  Gill,  M.  D. 

D.  C.  Trapp,  M.  D. 

Neurological  Surgery: 

Frank  M.  Hudson,  M.  D. 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 

Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 

Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Bryan,  M.  T. 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 


Radford, 

James  P.  King, 
William  D.  Keck,  M.  D. 

Clinical  Director 
Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 


Virginia 

M.  D.,  Director 

Edward  E.  Cale,  M.  D. 
Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D 
Delano  W.  Bolter,  M.  D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Card  McGraw,  Ph.  D. 
David  F.  Strahley,  Ph.  D. 
James  E.  Dublin,  Ph.  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  1 09  E.  Main  Street,  Beckley,  W.  Va. 

525  Bland  St.,  Bluefield,  W.  Va.  Beckley  Mental  Health  Center 

David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 

Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.  D. 
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A Senate  subcommittee  said  that  the  number  of 
medical  malpractice  suits  probably  will  increase 
and  “the  situation  threatens  to  become  a national 
crisis.”  Sen.  Abraham  Ribicoff  (D.,  La.),  chairman  of 
the  Subcommittee  on  Executive  Reorganization  which 
has  been  reviewing  the  federal  role  in  the  nation’s 
health  care  problems  for  nearly  two  years,  reported 
eight  conclusions  after  an  extensive  staff  study.  They 
are: 

“1.  The  number  of  malpractice  suits  and  claims  is 
rising  sharply  in  certain  regions  of  the  country.  The 
size  of  judgments  and  settlements  is  increasing 
rapidly. 

“2.  Most  malpractice  suits  are  the  direct  result  of 
injuries  suffered  by  patients  during  medical  treatment 
or  surgery.  The  majority  have  proved  justifiable. 
These  suits  are  the  indirect  result  of  a deterioration 
of  the  traditional  physician-patient  relationship. 

“3.  The  publicity  given  to  higher  malpractice  judg- 
ments and  settlements,  based  frequently  on  new  legal 
precedents,  is  likely  to  trigger  increasing  litigation  in 
other  states.  The  situation  threatens  to  become  a 
national  crisis. 

“4.  Already,  higher  judgments  and  settlements  are 
having  the  following  direct  results: 

(a)  Companies  providing  malpractice  insurance 
are  increasing  the  cost  of  coverage. 

(b)  These  costs — in  the  form  of  higher  charges 
— are  being  passed  on  to  patients,  their 
health  care  insurance  companies,  and  fed- 
eral health  care  programs. 

“5.  The  rising  number  of  malpractice  suits  is  forcing 
physicians  to  practice  what  they  call  defensive  medi- 
cine, viewing  each  patient  as  a potential  malpractice 
claimant.  Physicians  often  order  excessive  diagnostic 
procedures  for  patients,  thereby  increasing  the  cost 
of  care.  Moreover,  they  are  declining  to  perform 
other  procedures,  which  in  themselves,  may  entail 
some  risk  of  patient  injury. 

“6.  At  present,  it  appears  that  no  one  affected  by 
the  rise  in  malpractice  suits  and  claims  has  been  able 
to  deal  with  this  problem  in  a manner  that  promises 
to  alleviate  this  situation. 

“7.  The  lion’s  share  of  the  total  cost  to  the  insurance 
companies  of  malpractice  suits  and  claims  goes  to  the 
legal  community. 

“8.  There  is  a definite  federal  role  in  the  malprac- 
tice problem.” 

Specialists  listed  as  having  “a  greater  potential 
exposure  to  malpractice  suits”  were  orthopedic  sur- 


•  From  the  Washington  Office  of  the  American 
Medical  Association. 


geons,  general  surgeons,  neurosurgeons,  anesthesi- 
ologists, obstetricians  and  gynecologists. 

The  1150-page  report  included  responses  from  staff 
inquiries  to  the  American  Medical  Association,  the 
American  Hospital  Association,  lawyers  and  malprac- 
tice insurance  companies. 

If  the  situation  continues  to  worsen,  the  report  said, 
the  federal  government  "may  have  to  consider  ...  a 
reinsurance  pool  to  which  it  would  contribute.” 

If  the  federal  government  moves  into  the  malprac- 
tice area,  the  report  said,  it  also  should  consider: 

“.  . . whether  medical  or  surgical  injury  to  a patient 
is  a community  responsibility  and  therefore  com- 
pensable by  the  community. 

“ . . . whether  it  must  provide  legal  aid  to  the  poor 
to  help  them  seek  redress  from  personal  medical  or 
surgical  injury. 

“.  . . whether  it  will  insist  upon  creation  of  more 
effective  regulatory  devices  over  health  professionals 
and  health  facilities  to  assure  that  those  who  are 
providing  care  are  competent  to  do  so.” 

Medicare  and  Medicaid 

A special  task  force  recommended  that  the  federal 
government  experiment  in  different  ways  of  paying 
physicians  under  Medicare  and  Medicaid. 

In  the  first  of  a series  of  reports  on  Medicaid,  the 
task  force — appointed  by  Health,  Education  and  Wel- 
fare Secretary  Robert  H.  Finch  last  July — said: 
“HEW  should  actively  program  experiments  for  in- 
centive reimbursement  under  Medicare  and  Medicaid, 
with  new  emphasis  on  experiments  in  payment  meth- 
ods for  physicians  as  the  key  generators  of  health 
services.  In  addition  to  experiments  in  institutional 
reimbursement,  other  experiments  could  emphasize 
compensation  to  groups  of  practitioners  using  modi- 
fied approaches  to  capitation  with  built-in  controls 
on  quality  and  costs.” 

The  report  said  that  states  also  should  be  made 
aware  of  options  now  available  under  present  laws 
and  regulations  in  addition  to  the  individual  fee-for- 
service  basis  for  payments  to  physicians.  The  report 
listed  “contract  payments  with  quality  controls,  case 
average  methods,  and  fee  for  time.” 
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Con- 

ven- 

ience! 

Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 

Internal  Medicine: 

John  E.  Lenox,  M.  D. 

Ernest  G.  Guy,  M.  D. 

Young  J.  Song,  M.  D. 

Pediatrics: 

Donald  F.  Manger,  M.  D. 

Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 

Broaddus  Hospital  Resident  Staff: 

Mario  M.  Rosales,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Teodoro  A.  Darvin,  M.  D. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  con- 
vulsive therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and 
well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 
High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited 
through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  city  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.  D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 

Area  Code  704  — 254-3201 
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a modest  investment 
equips  your  office  for 
a wider  range  of  patient 

services  Consider  how  the  Bur- 
dick MW-200  microwave  diathermy  unit 

can  help  your  patients  — up  to  7.81  ° F. 
temperature  increase  five  cms.  deep  in 
muscle  tissue.  Increases  blood  flow, 
vasodilatation  and  venous  return  in 
normal  tissue.  Simple  to  operate,  with 
no  tuning,  no  applicator-to-skin  con- 
tact, no  toweling.  Consider  how  the 
Burdick  UT/4300  ultrasound-electrical 
stimulation  unit  can  help  identify  myal- 
gic  trigger-point  areas  quickly  and  sim- 
ply. Either  ultrasound  or  stimulation  can 
be  used  separately  or  in  combined 
therapy  technic.  Take  a good  look  at 
your  present  equipment. 


BURDICK 


WRITE  US  TODAY  FOR  COMPLETE  INFORMATION. 

THE  MEDICAL  ARTS  SUPPLY 
COMPANY 

706-16  Fourth  Avenue  Phone:  522-8341 


Obituaries 


ROSCOE  FLOYD  BRYANT,  M.  D. 

Dr.  R.  F.  Bryant,  91,  died  at  his  home  at  New  Haven 
in  Mason  County  on  November  27. 

He  received  his  M.  D.  degree  from  the  University 
of  Maryland  Medical  School  in  1911. 

He  was  an  honorary  member  of  the  Mason  County 
Medical  Society,  the  West  Virginia  State  Medical 
Association  and  the  American  Medical  Association. 
During  World  War  II,  he  was  a physician  for  the 
Selective  Service  System  in  Mason  County. 

Several  nieces  and  nephews  survive. 

k k k k 

ELMORE  M.  CLUBB,  JR.,  M.  D. 

Dr.  E.  M.  Clubb,  Jr.,  of  Weirton,  died  in  a hospital 
in  that  city  on  November  25  at  the  age  of  52. 

A native  of  Clarksburg,  Doctor  Clubb  held  B.  A. 
and  B.  S.  degrees  from  West  Virginia  University.  He 
received  his  M.  D.  degree  in  1942  from  the  Medical 
School  of  Temple  University. 

He  took  internship  and  residency  training  at  Wheel- 
ing Hospital,  the  Cleveland  Clinic  and  the  University 
of  South  Carolina  Medical  School.  He  specialized  in 
urology. 

He  practiced  in  Wheeling  for  a few  years  before 
moving  to  Weirton  in  1955. 

During  World  War  II,  he  was  a Major  in  the  Medical 
Corps  of  the  U.  S.  Army. 

Doctor  Clubb  was  a member  of  the  Hancock  County 
Medical  Society,  the  West  Virginia  State  Medical  As- 
sociation, the  American  Medical  Association  and  the 
American  Urological  Association. 

Survivors  include  the  widow,  Mrs.  Adelle  Carter 
Clubb;  one  son,  Meridith,  a student  at  Northwestern 
University  Medical  School;  a daughter,  Constance; 
and  three  brothers,  Melvin  R.  Clubb  of  Clarksburg, 
Robert  F.  Clubb  of  Ohio,  and  James  E.  Clubb  of  Rock- 
dale, Maryland. 


1970  Industrial  Health  Conference 

The  1970  American  Industrial  Health  Conference 
will  be  held  April  13-16  in  Chicago,  Illinois,  with 
headquarters  at  the  Palmer  House,  it  has  been  an- 
nounced by  the  Industrial  Medical  Association  and 
the  American  Association  of  Industrial  Nurses. 

This  medical-nursing  Conference  which  is  com- 
prised of  the  annual  meetings  of  the  two  sponsoring 
organizations,  will  bring  together  approximately  2,500 
persons  including  industrial  physicians,  industrial 
nurses,  safety  engineers,  industrial  hygienists,  public 
health  officials,  academicians  and  management  repre- 
sentatives. 

For  copies  of  the  preliminary  program  and  registra- 
tion forms,  write  Howard  N.  Shulz,  Executive  Director, 
American  Industrial  Health  Conference,  55  East  Wash- 
ington Street,  Chicago,  Illinois  60802. 


XVI 


The  West  Virginia  Medical  Journal 


GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


Sound  protection  at  a Su iitantiai  Sc 


avmg 


MILLION  DOLLAR  CATASTROPHE  INSURANCE  POLICY 

for 

Malpractice  & Personal  Liability  Claims 


The  increasing  number  of  really  large  verdicts  resulting  from  Malpractice  claims  and 
Automobile  claims,  makes  this  insurance  of  special  interest  to  members  of  the  medical  pro- 
fession. 

Specifically,  this  policy  provides  you  $1,000,000.00  excess  protection  over  your  regular 
liability  policies.  It  covers  automobile  liability,  malpractice  liability  and  liability  on  your  home, 
office  and  personal  activities. 

This  policy  agrees  to  pay  in  your  behalf  any  judgment  against  you  or  members  of  your 
family  resulting  from  liability  claims  - plus  legal  costs. 

This  includes  claims  arising  out  of: 

YOUR  PROFESSIONAL  ACTIVITIES— 

Malpractice  Claims  . . . 

YOUR  AUTO  & HOME  LIABILITIES — 

Ownership  and  use  of  your  automobile. 

Ownership  and  occupancy  of  your  home. 

Domestic  servants. 

YOUR  PERSONAL  ACTIVITIES— 

including  sports  and  hobbies — (golf,  fishing,  hunting,  etc.) 
travel,  vacation  homes — watercraft,  aircraft. 


Note:  This  is  an  outline — for  full  description  of  coverage  see  certificate 


Please  send  me  descriptive  brochure  on — 

THE  MILLION  DOLLAR  CATASTROPE  LIABILITY  POLICY 


Name  Address 

MAIL  TO:  ADMINISTRATOR 

Me  DONOUGH-C  APE  RTON -SHEPHERD-GOLDSMITH 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25324) 

NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation.  Your 

Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


Underwritten  By 

CONTINENTAL  CASUALTY  COMPANY 
Chicago,  Illinois 


County  Societies 


McDowell 

The  regular  monthly  meeting  of  the  McDowell 
County  Medical  Society  was  held  at  the  Stevens  Clinic 
Hospital  in  Welch  on  November  12. 

The  Nominating  Committee  report  was  presented, 
and  the  following  physicians  were  nominated  for  So- 
ciety offices  for  the  coming  year:  Dr.  Robert  W. 

Hansen,  President;  Dr.  Guy  E.  Irvin,  Vice  President; 
Dr.  J.  C.  Ray,  Secretary;  and  Dr.  Muhittin  Ozbelli, 
Treasurer. 

Dr.  F.  L.  Johnson  gave  an  interesting  report  on  two 
cases  of  parathyroid  tumors,  and  Mr.  Vernon  Calloway 
of  the  Welch  High  School  faculty  presented  a film  on 
LSD. — J.  C.  Ray,  M.  D.,  Secretary. 

» w * w 

MERCER 

Dr.  Elliott  Blaydes  of  Bluefield  presented  the  sci- 
entific program  for  the  regular  monthly  meeting  of 
the  Mercer  County  Medical  Society,  which  was  held 
at  the  West  Virginian  Hotel  in  Bluefield  on  Novem- 
ber 17. 

Doctor  Blaydes,  an  ophthalmologist,  gave  an  inter- 
esting talk  on  “Fifteen  Lesions  About  the  Orbit.”  His 
presentation  was  illustrated  by  color  slides. 


Dr.  William  M.  Bruch  was  elected  President  of  the 
Society  for  the  coming  year.  Dr.  R.  O.  Rogers,  Jr.,  was 
elected  Vice  President,  and  Dr.  John  J.  Mahood  was 
re-elected  Secretary-Treasurer. 

Dr.  Generoso  D.  Duremdes  was  admitted  to  member- 
ship in  the  Society. — John  J.  Mahood,  M.  D.,  Secretary. 

★ ★ ★ ★ 

MONONGALIA 

Dr.  M.  R.  Behrer,  Cardiologist  at  the  Alleghany 
General  Hospital  in  Pittsburgh,  was  guest  speaker  at 
the  regular  monthly  meeting  of  the  Monongalia  County 
Medical  Society,  which  was  held  on  November  4. 

Doctor  Behrer  gave  an  excellent  talk  on  “Rheumatic 
Fever,”  and  it  was  well  received. 

Dr.  Wilford  W.  Spradlin  was  accepted  as  a member 
of  the  Society. — James  H.  Wiley,  M.  D.,  Acting  Secre- 
tary. 

* * * * 

RALEIGH 

Dr.  Rowland  H.  Burns  of  Huntington  was  guest 
speaker  at  the  regular  monthly  meeting  of  the  Raleigh 
County  Medical  Society,  which  was  held  on  November 
20  at  Henry’s  Restaurant  in  Beckley. 

Doctor  Burns  gave  an  interesting  talk  on  “Heart 
Attacks  1969.”  A question  and  answer  period  fol- 
lowed. 

Dr.  Walter  E.  Klingensmith  will  serve  as  President 
of  the  Society  during  the  coming  year.  Other  new 


BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D 
R.  S.  GATHERUM,  JR..  M.  D 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON.  JR.,  M.  D. 
JAMES  P.  THOMAS.  M.  D. 

Orthopedic: 

R.  R.  RAUB,  M.  D. 

Neurosurgery: 

E.  L.  GAGE,  M.  D 
WM.  F.  HILLIER.  M.  D 

Urology: 

T B.  BAER,  M.  D. 

STEVE  J.  MISAK,  M.  D 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE.  M.  D 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D, 


OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN.  M.  D. 
FREDERICK  T.  EDMUNDS.  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN.  M.  D. 
KARL  E.  WEIER.  M,  D 
H.  F.  WARDEN,  JR.,  M.  D. 
C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR..  M.  D 


PATHOLOGY 

DAVID  F.  BELL.  JR.,  M.  D. 
JOHN  J.  BRYAN.  M.  D. 


ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 


ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 


BUSINESS  MANAGER 

JAMES  L.  FOSTER 
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officers  will  include  Dr.  John  M.  Daniel,  President 
Elect;  and  Dr.  C.  Richard  Daniel,  Secretary-Treasurer. 

Accepted  as  new  members  of  the  Society  were  Drs. 
Prospero  Gogo,  Roberto  Concepcion,  R.  B.  Mehta, 
Arcadio  Alarcon,  Jr.,  C.  N.  Murthy,  and  S.  G.  Raju. 
Also  admitted  to  membership  were  Dr.  Meredith 
Rohani,  a transfer  from  the  Kanawha  Medical  Society, 
Dr.  Richard  D.  Richmond,  a transfer  from  the  Ohio 
County  Medical  Society,  and  Dr.  Malcolm  G.  Mac- 
Aulay,  a transfer  from  the  Medical  Society  of  Virginia. 
— John  M.  Daniel,  M.  D.,  Secretary-Treasurer. 

'k  [A?  ★ ★ 

TYGART’S  VALLEY 

Alex  Portz,  Ph.  D.,  was  guest  speaker  at  the  regular 
monthly  meeting  of  the  Tygart’s  Valley  Medical  Soci- 
ety, which  was  held  at  the  Elks  Country  Club  in 
Elkins  on  November  20. 

Doctor  Portz  discussed  the  activities  of  the  Ap- 
palachian Mental  Health  Center,  with  which  he  is 
associated. 

Dr.  Samuel  J.  Bucher  of  Harman  was  elected  Pres- 
ident of  the  Society  for  the  coming  year.  Other  new 
officers  are  as  follows: 

Dr.  A.  E.  Harrington  of  Elkins,  First  Vice  President; 
Dr.  Gene  W.  Harlow  of  Grafton,  Second  Vice  Pres- 
ident; Dr.  A.  Kyle  Bush  of  Philippi,  Secretary;  and 
Dr.  Vernon  E.  Duckwall  of  Elkins,  Treasurer. 

Drs.  Donald  F.  Manger,  T.  H.  Chang,  F.  R.  Franyutti 
and  Y.  J.  Song,  all  of  Philippi,  were  elected  to  member- 
ship in  the  Society. 


The  Society  voted  to  sponsor  a subscription  to  The 
West  Virginia  Medical  Journal  for  each  student  at 
the  West  Virginia  University  School  of  Medicine 
from  the  area  covered  by  the  Tygart’s  Valley  Medical 
Society. — A.  Kyle  Bush,  M.  D.,  Secretary. 


Health  Benefits  Near  $4  Billion 

Americans  received  over  $3.7  billion  in  health  insur- 
ance benefits  from  insurance  companies  during  the 
first  six  months  of  1969,  the  Health  Insurance  Institute 
reported  recently. 

The  total,  an  increase  of  more  than  12  per  cent  over 
the  $3.3  billion  in  benefits  for  the  same  period  in  1968, 
included  $206  million  paid  to  persons  65  years  of  age 
and  older. 

On  the  basis  of  these  figures  it  would  appear  that 
payments  for  the  entire  year  will  set  a new  record — 
going  well  over  the  $7  billion  mark. 

The  rise  reflects  a steady  climb  of  health  insurance 
benefit  payments  over  the  past  20  years. 

In  the  first  six  months  of  this  year,  insurance  com- 
panies paid  out  nearly  $1.4  billion  in  hospital  expense 
benefits,  $981  million  in  major  medical  expense  bene- 
fits and  $365  million  in  surgical  expense  benefits. 

They  also  paid  $182  million  in  regular  medical  ex- 
pense benefits,  $37  million  in  dental  insurance  benefits 
and  $781  million  in  disability  income  benefits.  Benefits 
under  accidental  death  and  dismemberment  insurance 
are  not  included  in  these  figures,  nor  are  payments 
made  under  other  health  insurance,  such  as  Social 
Security,  Blue  Cross  and  Blue  Shield. 


The  H ARDING  H OSPITAL 

A fully  Accredited  Private  Psychiatric  Hospital 

WORTHINGTON 

OHIO 

For  the  Diagnosis  and  Treatment  of  Psychiatric  Disorders 

and  with 

Limited  Facilities  for  the  Aging 

GEORGE  T.  HARDING,  M.  D.  D.  L.  HANSON 

Medical  Director  Administrator 

Phone:  Columbus  614-885-5381 
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CLASSIFIED 

AVAILABLE — Board  Eligible  Psychiatrist.  Broad 
experience  in  community  psychiatry,  alcoholism,  ado- 
lescent psychotherapy,  with  teaching  experience.  Ec- 
clectric.  Native  o f the  Philippines,  with  ECFMG 
Certificate.  Married,  31  years  old  and  currently  staff 
psychiatrist.  Available  July  1970.  Contact:  James  M. 
Campbell,  M.  D.,  271  King  Street,  Port  Chester,  New 
York  10573. 


AVAILABLE  — Emergency  room  physician.  West 
Virginia  license  and  available  for  complete  Friday, 
Saturday  and  Sunday  coverage  in  hospital  out-patient 
department  or  locum  tenens.  Northeast  West  Virginia 
preferred.  Write  GHF,  The  West  Virginia  Medical 
Journal,  P.  O.  Box  1031,  Charleston,  W.  Va.  25324. 
Telephone  (215)  825-0320. 


AVAILABLE — Board  eligible  pediatrician,  Filipino, 
with  ECFMG  Certificate.  University  trained  and  some 
research  experience.  At  present,  a Fellow  in  Neona- 
tology. Available  June  1970.  Write  J.  J.  Ventosa,  Jr., 
M.  D.,  Jersey  City  Medical  Center,  Baldwin  Avenue, 
Jersey  City,  New  Jersey  07304. 


WANTED — Physician  wanted  to  staff  emergency 
room  in  a new  hospital  in  Princeton.  Progressive  and 
growing  community  with  many  recreational  facilities  in 
the  area.  Contact  the  Administrator,  Princeton  Mem- 
orial Hospital,  1332  Mercer  Street,  Princeton,  W.  Va. 
24740. 


AVAILABLE — Board  certified  general  surgeon  with 
good  thoracic  surgery  training  presently  in  practice  will 
consider  any  general  surgery  position  in  West  Virginia. 
Write  PJO,  The  West  Virginia  Medical  Journal,  Box 
1031,  Charleston,  W.  Va.  25324. 


AVAILABLE — Physician  seeking  full  or  part-time 
employment  in  clinic,  hospital  or  as  associate  in 
practice.  Licensed  in  West  Virginia.  Contact  EWF, 
The  West  Virginia  Medical  Journal,  Box  1031,  Charles- 
ton, West  Virginia. 


EMERGENCY  ROOM  PHYSICIAN— Immediate  open- 
ing in  an  accredited  300-bed  acute  hospital  located  in 
the  prosperous  Mid-Ohio  Valley;  West  Virginia  license 
required;  Average  40-45  hours  per  week;  Salary  $30,000 
yearly  guarantee;  four  weeks  vacation  plus  one  week 
for  medical  meeting.  Submit  complete  curriculum  vitae 
to  DRL,  The  West  Virginia  Medical  Journal,  Box  1031, 
Charleston,  West  Virginia  25324. 


WANTED— Excellent  opportunity  for  general  prac- 
titioner. Completely  furnished  and  equipped  office 
in  prosperous  rural  area,  29  miles  from  White  Sulphur 
Springs,  home  of  the  famous  Greenbrier  Hotel.  Im- 
mediate occupancy.  Will  sell  or  rent,  due  to  the  death 
of  my  son,  the  late  Dr.  John  M.  Foley.  Write  Mrs. 
Pearl  Foley,  Frankford,  West  Virginia  24938.  Phone: 
497-2506. 


WANTED — GP  for  Northern  West  Virginia  town  of 
3,000.  Good  schools,  recreational  facilities  and  shop- 
ping. Fifteen-minute  drive  from  hospital.  Excellent 
practice  opportunity.  Contact  Mr.  Claud  C.  Kendall, 
12  Jefferson  Street,  Mannington,  W.  Va.  Telephone: 
986-1242. 


PHYSICIAN  WANTED  — An  experienced  general 
practitioner  to  add  to  and  work  with  an  established 
salaried  group  in  metropolitan  area.  This  provides 
regular  hours  and  minimal  night  work.  Contact  Charles 
E.  Staats,  M.  D.,  123  West  Washington  Street,  Charles- 
ton, W.  Va.  25302. 


PHYSICIANS  WANTED — Due  to  death  and  retire- 
ment, general  practitioners  and  all  varieties  of  spe- 
cialists are  needed  in  Clarksburg  area.  Financial  help 
provided.  Contact  Dr.  Herman  Fischer,  Recruitment 
Committee  Chairman,  224  W.  Olive  Street,  Bridgeport, 
W.  Va.  26330. 

INTERNIST — Needed  in  town  located  on  the  Ohio 
River.  No  investment  needed.  Office  facilities  near 
nodern  hospital.  Write  BAC,  The  West  Virginia  Medi- 
cal Journal,  Box  1031,  Charleston,  W.  Va.  25324. 

WANTED — Urgent  need  for  a physician  to  work  in 
a 50-bed  hospital  in  a small  and  pleasant  community 
near  Charleston.  Live  in  or  near  hospital.  Must  be 
licensed  in  West  Virginia.  Prefer  middle  age  or  older 
physician  in  good  health.  Write  DAC,  The  West  Vir- 
ginia Medical  Journal,  Box  1031,  Charleston,  W.  Va. 
25324, 

WANTED — General  practitioner  for  Cameron,  West 
Virginia.  Population  1,700,  urban  and  rural  practice. 
Net  income  $5,000  per  month.  Quiet,  picturesque  town, 
20  miles  from  both  Wheeling  and  Moundsville.  Pos- 
sibility of  clinic  being  built  through  Sears-Roebuck 
Foundation.  R.N.  and  L.P.N.  available.  Excellent  pros- 
pects. Contact  Harry  Harpold,  Bank  Building,  Cameron, 
West  Virginia. 

WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County)  West 
Virginia,  situated  to  serve  the  communities  of  Short 
Gap,  Springfield  and  Green  Spring.  Excellent  oppor- 
tunity for  an  ambitious  physician.  For  information  on 
possible  assistance  in  establishing  office  facilities,  con- 
tact Doctor  Committee,  Fort  Ashby  Lions  Club,  Fort 
Ashby,  W.  Va.  26719. 

WANTED  IMMEDIATELY — A general  surgeon  for 
a modern  40-bed  well-equipped  hospital.  We  have 
five  general  practitioners  on  the  medical  staff  who  do 
not  practice  surgery  and  will  refer  to  a qualified  sur- 
geon. Income  limited  only  by  desire  and  ability.  Write 
or  call  Administrator,  Hampshire  Memorial  Hospital, 
Romney,  W.  Va.  26757.  Phone  304-822-3514. 

OB-GYN  RESIDENCY — Approved  three-year  pro- 
gram. Position  available  for  first  year.  A program 
designed  to  prepare  for  complicated  obstetrics  and 
general  gynecologic  surgery.  Abundant  indigent  ex- 
perience. Active  education  programs  in  the  other 
departments.  Contact  Director  of  Medical  Education, 
Memorial  Hospital,  3200  Noyes  Avenue,  Charleston, 
W.  Va.  25304.  

RESIDENCIES  AVAILABLE  — Resident  positions 
available  in  the  following:  First  and  second  year  posi- 
tions of  a fully  accredited  four-year  general  surgery 
residency.  One  position  available  in  the  first  year  and 
one  available  in  the  second.  Phone  or  write  to  the 
Director  of  Medical  Education,  Memorial  Hospital, 
Charleston,  W.  Va.  25304. 

WANTED — Two  general  practitioners  and  a pediatri- 
cian to  locate  in  a rapidly  growing  and  extremely 
progressive  community;  excellent  recreational  facilities; 
within  driving  distance  of  the  larger  metropolitan 
areas;  modern  45-bed  general  hospital,  fully  equipped 
and  staffed;  qualified  general  surgeon  in  residence. 
Write  HRL,  The  West  Virginia  Medical  Journal.  P.  O. 
Box  1031,  Charleston,  W.  Va.  25324. 

WANTED — Internist  urgently  needed  in  a growing 
northeastern  West  Virginia  community;  drawing  area 
is  approximately  23,000;  modem  hospital  with  excellent 
facilities;  office  space  available;  guaranteed  annual  in- 
come; centrally  located  for  vast  recreational  facilities. 
Write  RLH,  The  West  Virginia  Medical  Journal,  P.  O. 
Box  1031,  Charleston,  W.  Va.  25324. 

AVAILABLE — Thirty-three-year-old  board  certified 
general  surgeon  with  peripheral  vascular  experience. 
ECFMG  and  licensed  in  District  of  Columbia.  Contact 
William  Lee,  M.  D.,  122  Ford  Avenue,  Apartment  3, 
Syracuse,  New  York  13207.  Phone  (315)  469-6443. 
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Clinical  Evaluation  of  Adnexal  Masses 

Nicholas  W.  Fugo , M.  D. 


One  of  the  tragedies  of  modern  medicine  is 
the  operation -prone  female  whose  abdo- 
men is  crisscrossed  with  a variety  of  scars. 
These  pathetic  individuals  are  seen  by  every 
physician  at  some  time  during  his  career.  The 
usual  history  goes  something  like  this:  At  the 
age  of  19  or  20  she  consults  a doctor  because  of 
lower  abdominal  pain.  On  pelvic  examination 
a cystic  adnexal  mass  is  palpated  and  she  is  ad- 
mitted to  the  hospital.  She  is  taken  to  the  oper- 
ating room  and  a laparotomy  is  performed.  An 
ovary  either  is  removed  or  partially  resected,  the 
uterus  is  suspended,  incidental  appendectomy  is 
performed  and  the  abdomen  is  closed. 

This  is  the  beginning  of  a series  of  laparotomies 
for  various  reasons:  lysis  of  adhesions,  pelvic 
varicosities,  dyspareunia  or  some  other  dubious 
indication,  or  a real  surgical  emergency  such  as 
bowel  obstruction.  Many  of  these  laparotomies 
could  have  been  avoided  by  keeping  in  mind  a 
single  fact:  the  ovary  is  a normally  cystic  organ 
under  hormonal  control  and  changes  in  size  with 
phases  of  the  menstrual  cycle.  The  end  result  is 
that  these  patients  become  “pelvic  cripples,” 
unable  to  perform  their  duties  as  wife  or  mother 
and  frequently  develop  psychosomatic  com- 
plaints. 

It  must  be  remembered  that  the  first  laparo- 
tomy is  the  important  one  and  serious  consider- 
ation must  be  given  as  to  the  necessity  of  the 
procedure.  Except  in  the  case  of  an  acute  sur- 
gical abdomen  little  is  lost  by  a period  of  judici- 
ous observation.  In  many  cases  unnecessary  sur- 
gery can  be  avoided.  The  pelvic  mass  in  women 
of  reproductive  age  is  not  to  be  viewed  with  the 
same  degree  of  suspicion  as  that  of  the  pelvic 
tumor  during  premenarchal  or  climacteric 
periods  of  life.  During  the  active  reproductive 
life  many  ovarian  masses  are  transient  and  a 
period  of  observation  will  resolve  the  problem 
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without  additional  therapy.  These  may  be  fol- 
lowed over  a two  or  three-month  period  with 
examination  at  monthly  intervals  to  be  sure  the 
neoplasm  does  not  increase  in  size. 

Bimanual  Examination 

Probably  the  most  important  single  factor  in 
determining  the  size  and  nature  of  pelvic  masses 
is  the  bimanual  examination.  Experience  in  this 
simple  procedure  is  of  great  importance.  It  mat- 
ters little  which  hand  is  placed  on  the  abdomen 
or  which  in  the  vagina.  Since  most  people,  how- 
ever, are  right  handed  and  accustomed  to 
manipulating  instruments  with  that  hand,  it  is 
only  logical  to  insert  the  left  hand  in  the  vagina 
and  leave  the  right  hand  free.  With  the  middle 
and  index  fingers  underneath  the  cervix  the 
coipus  is  raised  and  palpated  between  the  two 
hands  for  position,  size,  shape  and  mobility.  The 
inside  fingers  are  then  moved  to  the  lateral  for- 
nices  of  the  vagina  and  the  adnexa  are  palpated 
in  the  same  manner.  Every  female  regardless 
of  age  is  entitled  to  this  examination.  A Papani- 
colaou smear  should  always  be  included.  In  the 
young  girl  where  vaginal  examination  is  not 
practical,  rectal  examination  can  be  performed. 

Diagnosis  of  pelvic  tumors  depends  upon  the 
acuity  of  the  examiner  and  his  interpretation. 
Size  of  the  tumor  and  its  consistency  will  deter- 
mine the  therapeutic  regimen.  If  cystic  and 
under  5 cm.  in  size,  during  the  reproductive  age, 
observation  is  all  that  is  necessary.  On  the  other 
hand,  a tumor  of  over  5 cm.  in  size  usually  is 
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pathologic  and  surgical  treatment  should  be 
considered. 

There  are  several  clinical  reasons  for  recog- 
nizing enlarging  ovarian  neoplasms.  Approxi- 
mately 15  per  cent  are  malignant  and  the  only 
hope  of  cure  is  early  diagnosis.  Occasionally  an 
acute  surgical  abdomen  can  result  from  torsion  of 
the  pedicle,  with  necrosis,  infection  and  hemor- 
rhage of  the  tumor.  By  mechanical  means  pain 
and  local  disturbances  of  function  of  other  or- 
gans may  be  produced.  Ascites  and  hydrothorax 
occasionally  are  associated  either  with  benign  or 
malignant  tumors.  Changes  in  secondary  sex 
characteristics  may  occur  due  to  hormone-pro- 
ducing tumors  and  cause  irregularity  of  menses 
or  disorders  in  the  secondary  sex  characteristics. 
Occasionally  parovarian  cysts  occur.  These  are 
impossible  to  differentiate  from  ovarian  tumors 
on  bimanual  examination.  They  occur  at  any 
age  and  are  vestigial  portions  of  the  Wolffian 
body  attaining  the  size  of  10-15  cm.  in  diameter. 
These  cysts  produce  no  change  in  menstrual 
function  but  their  other  symptoms  and  findings 
are  the  same  as  for  ovarian  neoplasms. 

There  are  several  objective  findings  which  will 
aid  in  reaching  the  correct  diagnostic  conclusion 
regarding  pelvic  tumors.  The  age  of  the  patient 
is  of  importance.  As  has  been  stated,  ovarian 
enlargements  are  common  during  the  reproduc- 
tive age  while  before  puberty  and  after  meno- 
pause ovarian  enlargements  are  of  pathological 
significance.  Most  ovarian  enlargements  do  not 
produce  pain  unless  torsion  of  their  pedicles 
occurs  or  they  reach  a size  sufficiently  large  to 
produce  pressure  symptoms  or  interfere  with  the 
functions  of  surrounding  organs.  Most  ovarian 
tumors  are  cystic  in  nature  and  give  that  impres- 
sion on  palpation.  Occasionally  small  cysts  will 
rupture  during  examination.  When  this  occurs, 
usually  all  that  is  necessary  is  observation  to  see 
that  syncope  does  not  develop.  Ovarian  tumors 
usually  are  mobile  unless  one  is  dealing  with  an 
endometrioma  or  an  inflammatory  process. 

Ascites 

The  presence  of  ascites  does  not  always  denote 
malignancy  since  fibromas  of  the  ovary  are  some- 
times associated  with  ascites  and  hydrothorax 
(Meigs  syndrome).  Ascites  must  also  bring  to 
mind  the  possibility  of  cirrhosis  or  tuberculous 
peritonitis,  among  other  things. 

In  this  connection  one  of  the  most  unfortunate 
occurrences  is  that  in  which  the  patient  under- 
goes paracentesis  for  diagnostic  purposes  (cyto- 
logical  studies)  and  a large  serous  cystadenocar- 
cinoma  is  perforated,  with  dissemination  of  ma- 
lignant cells  throughout  the  peritoneal  cavity. 
In  the  presence  of  a suspected  large  ovarian 


mass,  laparotomy  rather  than  paracentesis  is  the 
procedure  of  choice. 

A clue  which  may  give  some  indication  as  to 
the  type  of  neoplasm  present  is  to  note  evidence 
of  endocrine  changes.  Abnormal  hair  distri- 
bution, menstrual  irregularities,  and  clitoral 
enlargement  may  be  evidence  of  androgen- 
producing  neoplasms.  Precocious  menses,  post- 
menopausal bleeding  or  sudden  and  otherwise 
unexplained  maturation  of  breast  or  genital  tract 
can  be  indicative  of  an  estrogen-producing  new 
growth  of  the  ovaries. 

When  an  abnormal  mass  is  discovered  in  the 
pelvis  on  bimanual  examination  and  there  is 
some  question  as  to  whether  it  is  ovarian,  par- 
ovarian or  uterine  in  origin  or  whether  it  is  an 
anomaly  or  pathological  manifestation  in  an- 
other organ  system,  x-ray  examinations  are  help- 
ful. Examination  of  the  urinary  system  and  large 
intestine  are  recommended.  These  may  avoid 
an  unnecessary  laparotomy  for  pelvic  kidney  or 
diverticulosis.  Both  conditions  are  frequently 
confused  with  adnexal  masses.  X-ray  examina- 
tions should  be  scheduled  during  the  first  week 
following  menses  to  avoid  the  exposure  of  an 
early  gestation  to  radiation.  If  the  patient  is 
amenorrheic  every  attempt  should  be  made  to 
rule  out  pregnancy  before  proceeding  with  the 
examinations.  This  is  important  not  only  from 
the  viewpoint  of  radiation-induced  anomalies, 
but  if  by  any  chance  abortion  occurs  or  an  infant 
is  delivered  with  anomalies,  whatever  the  reason, 
the  physician  will  be  held  liable  if  there  is  a his- 
tory of  exposure  to  x-ray. 

Differentiating  between  adnexal  tumors  and 
leiomyomata  of  the  corpus  on  bimanual  exam- 
ination is  not  always  easy,  especially  if  the  patient 
has  a tendency  to  obesity.  There  are  a few 
criteria  which  may  be  of  help.  Leiomyomata 
usually  are  multiple,  hard  to  palpation  and  usu- 
ally cannot  be  moved  without  movement  of  the 
body  of  the  uterus.  Ovarian  tumors  frequently 
are  cystic  in  nature  and  feel  so  between  the  ex- 
amining fingers.  They  can  be  separated  from 
the  corpus  and  moved  separately.  Occasionally 
an  adnexal  tumor  will  lie  anterior  to  the  corpus 
and  can  be  dislodged  from  that  position.  Tu- 
mors located  in  this  position  frequently  are  der- 
moids which  can  sometimes  be  diagnosed  by 
x-ray  since  ectodermal  structures  (bones  and 
teeth)  are  radiopaque.  Myomas  are  not  un- 
frequently  visible  on  x-ray  due  to  calcium 
deposition. 

Gynecography 

Gynecography  is  a technique  that  is  useful 
provided  one  is  familiar  with  the  procedure  for 
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outlining  ovarian  or  corpus  tumors.  This  proce- 
dure is  especially  effective  in  diagnosing  the 
Stein-Leventhal  syndrome  in  obese  women.  The 
polycystic  ovary  syndrome  is  characterized  by 
menstrual  dysfunction  ( varying  periods  of  amen- 
orrhea, sterility  and  enlarged  cystic  ovaries). 
Colpotomy  and  culdoscopy  are  of  value  in  as- 
certaining the  nature  of  the  neoplasm  and  are 
especially  useful  in  cases  of  ectopic  pregnancy. 


In  summary,  then,  in  dealing  with  adnexal 
masses  it  is  important  to  realize  that  the  first 
laparotomy  is  the  important  one.  Remember  that 
the  ovary  is  normally  a physiologically  cystic 
organ  and  can  be  observed  quite  safely  during 
the  reproductive  years  over  a period  of  several 
months.  On  the  other  hand,  adnexal  tumors  of 
the  premenarehal  or  postmenopausal  periods  of 
life  must  be  viewed  with  suspicion  and  deserve 
prompt  attention. 


To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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Multiple  Myeloma  and  Pernicious  Anemia* 

(Case  Report) 

A.  Rafael  Gomez , )/.  /).,  and  John  II.  Harley,  M . I). 


*T"*he  association  of  pernicious  anemia  with 
other  conditions,  usually  of  an  endocrine 
nature,  has  been  reported.12,3  Its  association 
with  thyroid  disease  is  well  known.3,6  Pernicious 
anemia,  Addison’s  disease,  primary  hypothyroid- 
ism and  diabetes  mellitus  occurring  in  the  same 
individual  has  been  described.6  This  constella- 
tion of  multiple  deficiencies  in  the  same  patient 
has  been  regarded  as  autoimmune  disturbances 
having  a familial  incidence.  The  association  of 
pernicious  anemia  with  other  hematological  dis- 
orders is  rare.  In  this  paper  we  report  a case  of 
pernicious  anemia,  diabetes  mellitus,  vitiligo, 
idiopathic  epilepsy  and  multiple  myeloma  with 
consideration  of  the  various  facets  of  this  inter- 
esting association  as  given  by  others. 

Case  Report 

A 43-year-old  white  woman  of  Italian  an- 
cestry was  first  seen  at  the  West  Virginia  Uni- 
versity' Hospital  in  January,  1965,  for  extreme 
weakness.  Twenty-four  years  before  entry,  at 
the  age  of  19,  she  had  had  a generalized  con- 
vulsive seizure  and  had  been  placed  on  Di- 
phenylhydantoin  Sodium  (Dilantin)  and,  for  the 
past  five  years,  had  been  taking  100  mg.  a day, 
with  good  control  of  her  convulsions.  One  year 
after  being  started  on  this  medication,  she  no- 
ticed the  onset  of  tiredness  and  was  found  by 
her  physician  to  have  anemia,  being  told  that 
it  was  pernicious  anemia,  and  was  given  iron  and 
vitamin  Bjo  injections.  She  had  received  about 
10  blood  transfusions  in  the  past  23  years.  At 
the  age  of  32,  after  the  intrauterine  death  of  her 
only  pregnancy  in  the  ninth  month  of  gestation, 
she  was  found  to  have  diabetes  mellitus  for  which 
she  was  taking  30  units  of  NPH  insulin,  with 
good  control.  She  had  had  one  episode  of  jaun- 
dice before  the  age  of  seven  years.  The  family 
history  was  significant  in  the  fact  that  her  father 
died  at  the  age  of  52  of  cancer  of  the  stomach, 
a sister  has  hyperthyroidism  and  her  mother  has 
diabetes  mellitus. 

Physical  examination  revealed  a slender,  white 
female  with  pale  conjunctivae,  mucous  mem- 

*This study  was  in  part  supported  by  Public  Health  Service 
Research  Grant  (CA-07757)  from  the  National  Cancer  In- 
stitute. 
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branes  and  skin.  There  was  vitiligo  around  the 
mouth,  hands,  chest,  back  and  lower  extremities. 
Her  blood  pressure  was  102  mm.  Hg.  systolic 
and  66  mm./Hg.  diastolic.  There  was  a Grade 
1 1,/VI  systolic  murmur  at  the  apex  and  aortic 
area.  The  spleen  and  liver  were  not  palpable. 
Neurological  examination  was  within  normal 


Figure  1.  Bone  marrow  smear  demonstrating  megaloblasts 
and  plasma  cells.  Giemsa  stain.  Magnification  X 1000. 


Figure  2.  Bone  marrow  smear  showing  disappearance  of 
megaloblasts  and  few  plasma  cells,  normocytic  erythroid 
hyperplasia  after  Vitamin  B12  administration.  Giemsa  stain. 
Magnification  X 1000. 


38 


The  West  Virginia  Medical  Journal 


limits.  Laboratory  data  were  as  follows:  hemo- 
globin 6.5  Gm.  per  cent,  hematocrit  23.5  vol.  per 
cent,  erythrocytes  2,650.000  per  mm.,3  MCY  89  c. 
microns,  MCH  24.5  micromicrogm..  and  MCHC 
27.6  per  cent,  leukocyte  count  9,250  per  c.  mm. 
with  a normal  differential  count,  platelets  150,000 
per  c.  mm.,  erythrocyte  sedimentation  rate  74 
mm.  in  one  hour,  grade  IV  proteinuria  and  pres- 
ence of  Bence-Jones  protein.  Serum  protein  elec- 
trophoresis revealed  (Gm/100  ml.),  albumin  4.1. 
Alpha-1  globulin  0.25.  Alpha-2  globulin  0.7, 
Beta  globulin  1.55,  Gamma  globulin  0.4  and  total 
protein  7.0.  Urine  electrophoresis  showed  a peak 
in  the  Beta  range.  Radiological  skeletal  survey 
revealed  marked  generalized  demineralization  in 
the  pelvis,  dorsal  and  lumbar  spine  and  compres- 
sion fractures  of  the  upper  dorsal  vertebrae. 
Bone  marrow  examination  revealed  plasma- 
cytosis  with  10  per  cent  plasmablasts  and  28  per 
cent  plasma  cells.  There  was  a mild  normoblastic 
hyperplasia  with  an  M:E  ratio  of  2.3:1.  The  fast- 
ing blood  sugar  was  89  mg.  per  cent,  blood  urea 
16  mg.  per  cent,  uric  acid  2.8  mg.  per  cent,  cal- 
cium 10  mg.  per  cent,  phosphorus  3.6  mg.  per 
cent,  serum  iron  178  mg.  per  cent,  total  iron 
binding  capacity  306  mg.  per  cent,  and  the  un- 
saturated iron  binding  capacity  28  mg.  per  cent. 
SCOT  21  U and  LDH  5.50  FT.  Gastric  analysis 
after  histamine  stimulation  revealed  no  free  acid. 
The  patient  was  transferred  to  12  Gm.  per  cent 
of  hemoglobin  and  intermittent  Alkeran  therapy 
started. 

The  patient  was  asymptomatic  except  for  tired- 
ness. Her  hemoglobin  gradually  dropped  to  pre- 
vious level  and  she  was  readmitted  to  the  hos- 
pital in  August  and  December  for  blood  trans- 
fusions and  followup  studies.  The  leukocyte 
count  and  platelets  varied  according  to  treatment 
with  Alkeran.  On  these  admissions,  the  electro- 
phoretic pattern  of  serum  and  urine  revealed 
increase  in  the  Beta  fraction.  From  January  to 
December  of  1965  she  had  received  14  blood 
transfusions;  and  by  February  of  1966  the  hemo- 
globin had  dropped  to  4.9  Gm.  per  cent.  A 
followup  bone  marrow  examination  revealed  46 
per  cent  megaloblasts  and  2 per  cent  plasma  cells 
(Figure  1).  A Schilling  test  revealed  a 24-hour 
urine  excretion  of  CO.-,7-Bi2  of  3.6  per  cent  and 
added  intrinsic  factor  of  26.5  per  cent.  Chest, 
stomach  and  small  intestine  x-rays  were  normal. 
A radiological  skeletal  survey  showed  minimal 
degrees  of  generalized  osteoporosis  and  several 
compressed  upper  dorsal  vertebral  bodies.  The 
PBI  was  7.4  meg.  per  cent;  thyroid  antibodies 
were  negative.  The  following  tests  were  normal: 
red  cell  fragility,  BUN,  alkaline  phosphatase, 
uric  acid,  bilirubin  and  SCOT. 


The  patient  was  started  on  treatment  with 
vitamin  B12.  There  was  a reticulocyte  response 
from  0.8  per  cent  on  admission  to  a maximum  of 
2.5  per  cent  seven  days  later  after  receiving  first 
dose  of  vitamin  Bi2  with  Schilling  test.  A repeat 
bone  marrow  two  weeks  after  starting  vitamin 
B12  therapy  revealed  a normoblastic  hyperplasia 
with  2 per  cent  plasma  cells,  and  a M:E  ratio 
of  0.5:1  (Figure  2).  The  last  hematologic  ex- 
amination on  this  patient  was  on  November  26, 
1968.  and  she  had  experienced  remarkable  symp- 
tomatic improvement.  The  hemoglobin  was  11.3 
Gm.  per  cent.  WBC  4600  and  platelets  190,000. 

Discussion 

Anemia  frequently  is  found  in  multiple 
myeloma  and  it  may  be  of  a normocytic  normo- 
chromic type.  At  first,  in  our  case,  it  was  con- 
sidered that  the  megaloblastic  anemia  was 
caused  by  the  chronic  intake  of  Diphenylhydan- 
toin  Sodium. 7 S The  presence,  however,  of  achlor- 
hydria and  correction  of  malabsorption  of  vita- 
min B12  by  the  addition  of  intrinsic  factor  con- 
stituted evidence  that  this  was  a case  of  perni- 
cious anemia  associated  with  multiple  myeloma. 
Megaloblasts  have  been  described  in  the  marrow 
of  patients  with  multiple  myeloma;  the  finding, 
however,  of  pernicious  anemia  and  multiple  mye- 
loma in  the  same  patient  is  rare.  It  is  of  interest 
that  not  only  has  pernicious  anemia9  as  well  as 
multiple  myeloma10  been  reported  as  having  a 
familial  incidence,  but  both  conditions  have  been 
reported  in  the  same  family.  Nadeau10  et  al 
reported  one  sister  and  one  brother  with  multiple 
myeloma  whose  father  probably  had  myeloma. 
Harrell11  et  al  reported  myeloma  in  two  brothers 
whose  mother  had  died  of  pernicious  anemia. 

The  reason  why  multiple  myeloma  may  de- 
velop in  patients  with  pernicious  anemia  is  not 
known.  The  association  of  these  two  diseases 
might  be  coincidental  since  both  conditions  are 
chronic  and  more  common  in  adult  life.  By  the 
same  token,  the  mechanism  by  which  pernicious 
anemia  develops  in  patients  with  multiple  mye- 
loma is  not  understood.  Various  theories  have 
been  proposed  in  order  to  explain  this  phenom- 
enon. Larson1-  studied  69  cases  of  multiple 
myeloma  admitted  to  the  hospital  in  a ten-year 
period  and  found  three  proven  cases  of  pernicious 
anemia,  an  incidence  of  4.3  per  cent.  These  pa- 
tients were  in  their  seventh,  eighth  and  ninth 
decades  of  life.  He  has  suggested  that  myeloma 
by  virtue  of  a low  content  of  normal  gamma- 
globulins and  decreased  antibacterial  resistance 
changes  in  the  intestinal  flora  with  subsequent 
vitamin  B]2  deficiency  in  those  with  inherited  or 
acquired  defective  absorption  of  the  vitamin. 
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Thus,  this  theory  requires  a pre-existing  abnor- 
mality in  the  absorption  of  vitamin  Bi2  in  order 
for  myeloma  to  produce  pernicious  anemia  in 
those  patients  so  affected.  This  same  mechanism 
has  been  suggested  in  those  cases  of  primary 
hypogammaglobulinemia,  and  a few  cases  of 
agammaglobulinemia  or  hypogammaglobulin- 
emia in  which  pernicious  anemia  has  developed 
are  reported  in  the  literature.13,16 

Parasitation 

The  term,  “parasitation,”  has  been  used  to  de- 
scribe the  condition  in  which  a rapidly  growing 
tissue  consumes  a vitamin  in  excess  of  a normal 
dietary  intake  and  absorption  in  part  of  the  host, 
with  resulting  deficiency  of  that  vitamin.  This 
mechanism  was  considered  to  be  operative  in  a 
case  of  cyanocobalamin  deficiency  with  megalo- 
blastic anemia  in  an  86-year-old  woman  with 
plasma  cell  neoplasia  with  Waldestrom’s  macro- 
globulinemia,17  a condition  closely  related  to 
multiple  myeloma.  It  has  been  suggested  that 
the  production  of  abnormal  proteins  in  multiple 
myeloma  results  in  an  increased  consumption  of 
vitamin  B12  by  the  abnormal  plasma  cells  pre- 
cipitating a deficiency  of  the  vitamin.  The  con- 
cept of  pre-pemicious  anemia  or  latent  pernicious 
anemia  has  been  used  to  describe  those  cases  in 
which  the  secretion  of  intrinsic  factor  is  reduced 
and  the  stage  is  set  for  development  of  the  full 
blown  picture  of  vitamin  BJ2  deficiency  at  any 
time,  although  the  patient  has  no  sign  of  anemia. 
It  could  be  that  those  cases  of  myeloma  in  which 
overt  pernicious  anemia  develops  were  those 
suffering  from  latent  pernicious  anemia  with  the 
myeloma  providing  the  additional  strain  to  pre- 
cipitate the  full  blown  disease.  This  could  be 
the  case  in  our  patient.  In  her  case,  a type  of 
anemia  developed  one  year  after  administration 
of  dephenylhydantoin  at  the  age  of  20  years, 
which  was  diagnosed  and  treated  as  pernicious 
anemia.  Clinical  and  laboratory'  records,  how- 
ever, could  not  be  obtained  to  corroborate  this 
impression.  Nevertheless,  the  fact  that  her  father 
died  of  cancer  of  the  stomach  at  the  age  of  52 
(the  incidence  of  this  tyrpe  of  neoplasm  being 
greatest  among  the  relatives  of  patients  with 
pernicious  anemia)  would  tend  to  substantiate 
a family  background  for  pernicious  anemia  in 
this  patient. 

If  the  pernicious  anemia  preceded  the  multiple 
myeloma  in  this  case,  it  took  at  least  one  year 
for  the  myeloma  to  unmask  the  pre-pemicious 
status.  /Another  interesting  association  in  this 
case  is  the  presence  of  diabetes  mellitus.  The 
coexistence  of  diabetes  mellitus  and  pernicious 
anemia  has  been  documented  and  several  studies 
have  shown  that  the  incidence  of  diabetes  in 
patients  with  pernicious  anemia  is  higher  than 


that  in  the  general  population.  Pernicious  anemia 
may  precede  diabetes  or  vice  versa  or  both  may 
present  together. 

Arakipis19  and  his  associates  estimated  the 
serum  vitamin  Bi2,  serum  pepsinogen  and  hemo- 
globin concentrations  of  100  diabetic  patients 
who  were  randomly  selected  from  patients  of  a 
diabetic  clinic  and  found  two  of  those  patients 
to  have  known  pernicious  anemia  and  a third  had 
unrecognized  pernicious  anemia.  They  concluded 
that  patients  with  diabetes  mellitus  are  at  a 
greater  risk  of  the  development  of  pernicious 
anemia  than  the  general  population.  Low  serum 
pepsinogen  levels  characteristic  of  atrophic  gas- 
tritis or  gastric  atrophy  were  about  three  times 
as  common  in  patients  with  diabetes  as  in 
healthy  controls. 

Wilkinson20  reports  that  among  2284  patients 
with  pernicious  anemia  under  his  care  covering 
a period  of  33  years  (1929-1962),  33  developed 
diabetes  mellitus  (incidence  of  1.4  per  cent), 
and  15  were  found  to  have  diabetes  mellitus  at 
the  time  that  pernicious  anemia  was  diagnosed. 
In  a series  of  338  patients  with  diabetes  mellitus 
under  his  care  for  the  same  period,  11  developed 
pernicious  anemia.  He  also  found  92  cases  of 
thyroid  disease  (78  with  hypothyroidism  and  14 
with  hyperthoyroidisin ) among  the  2284  patients 
with  pernicious  anemia.  He  cautions  against 
associating  different  diseases  with  pernicious 
anemia,  and  feels  that  the  good  prognosis  today 
in  this  disease,  making  the  patient  live  longer 
and  having  the  opportunity  of  developing  other 
diseases  to  which  we  all  are  prone. 

When  a patient  presents  a constellation  of 
symptom  complexes  all  of  unknown  etiology,  it  is 
tempting  to  try  to  explain  all  of  them  on  a single 
basic  etiological  process.  In  the  present  case, 
five  distinct  chronic  diseases  of  unknown  etiology 
were  observed:  pernicious  anemia,  diabetes  mel- 
litus, vitiligo,  idiopathic  epilepsy  and  multiple 
myeloma. 
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Consanguineous  Marriages  in  West  Virginia* 


Richard  C.  Juberg,  XI.  D.,  Ph.  D. 


A consanguineous  marriage  is  a union  con- 
tracted  between  two  persons  with  at  least 
one  common  ancestor,  regardless  of  how  remote 
that  ancestor  might  be.  In  some  instances  the 
couple  may  have  two  common  ancestors,  even 
several  common  ancestors. 

The  frequency  of  consanguineous  marriages 
as  well  as  the  relationship  between  the  consan- 
guineous couples  are  characteristics  used  by  pop- 
ulation geneticists  and  by  physical  anthropolo- 
gists to  describe  populations.  In  most  societies, 
especially  in  developed  areas,  the  frequency  of 
cansanguineous  marriages  has  been  low  for  the 
past  few  generations.  When  a high  frequency  is 
found,  it  usually  can  be  explained  by  the  exis- 
tence of  barriers  preventing  the  intermingling  of 
neighboring  groups.  The  most  common  barriers 
have  been  geographic,  social,  and  religious. 

The  frequency  of  consanguineous  marriages  in 
West  Virginia  might  be  expected  to  be  higher 
than  in  other  states  of  this  country  because  of 
the  topography  of  the  state  and  because  of  the 
lack  of  immigration  into  the  areas  where  new 
employment  opportunities  are  relatively  scarce. 
In  addition,  with  a diminishing  population,1 2 3 4 * *  the 
number  of  marriageable  partners  is  reduced,  with 
the  result  that  more  consanguineous  marriages 
might  occur,  especially  if  related  families  tended 
to  emigrate  in  groups  leaving  groups  of  related 
families  in  the  hollows  and  other  geographically 
restricted  areas. 

Materials  and  Methods 

The  subjects  of  this  investigation  were  1418 
Caucasian  and  133  Negro  coal  miners  living  in 
central  and  southern  West  Virginia.  They  were 
interviewed  at  the  Charleston  Memorial  Hospital 
and  at  the  Beckley  Appalachian  Regional  Hos- 
pital for  evaluation  of  respiratory  disease  during 
studies  conducted  by  the  Appalachian  Labora- 
tory for  Occupational  Respirator)7  Disease  lo- 
cated at  West  Virginia  University. 

They  were  asked  to  answer  the  following  as 
part  of  the  questionnaire  on  family  history  and 
reproductive  performance: 

1.  Are/were  your  parents  related  to  each 
other?  (for  instance,  as  first  cousins) 

*The  work  upon  which  this  publication  is  based  was  per- 
formed pursuant  to  Contract  No.  PH  86-67-253  with  the  U.  S. 
Public  Health  Service,  Department  of  Health,  Education  and 
Welfare. 


The  Author 

• Richard  C.  Juberg,  M.  D.,  Ph.  D.,  formerly  with 
Genetics  Laboratory,  Department  of  Pediatrics, 
WVU  Medical  Center,  Morgantowai;  now  with 
the  Crippled  Children’s  Division  of  the  Univer- 
sity of  Oregon  Medical  School,  Portland, 
Oregon. 


( ) Yes 

( ) No  f 

( ) Don’t  know 

2.  If  answer  to  number  one  is  yes,  then  what 
relationship? 

( ) First  cousins 

( ) Fii'st  cousins,  once  removed 

( ) Second  cousins 

( ) Other  (specify)  

3.  Are/were  you  and  your  wife  related  to  each 
other?  (other  than  as  husband  and  wife) 

( ) Yes 

( ) No 

( ) Don’t  know 

4.  If  answer  to  number  three  is  yes,  then  what 
relationship? 

( ) First  cousins 

( ) First  cousins,  once  removed 
( ) Second  cousins 

( ) Other  (specify) 

Results 

The  results  are  shown  in  the  table.  Based  upon 
1384  replies  about  the  previous  generation,  1.1 
per  cent  of  marriages  among  Caucasians  were 
between  persons  related  by  consanguinity;  this 
total  consisted  of  slightly  more  than  0.4  per  cent 
of  marriages  between  first  cousins,  0.5  per  cent 
between  second  cousins,  and  approximately  0.1 
per  cent  between  persons  of  some  other  relation- 
ship. No  consanguineous  marriages  were  re- 
corded in  the  sample  of  Negroes. 

Rased  upon  1379  replies  regarding  the  present 
generation,  1.5  per  cent  of  the  marriages  among 
Caucasians  were  between  consanguineous  rela- 
tives, which  consisted  of  0.1  per  cent  of  mar- 
riages between  first  cousins,  0.3  per  cent  between 
second  cousins,  and  1.1  per  cent  between  persons 
of  some  other  relationship.  In  the  sample  of 
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Negroes  the  one  consanguineous  marriage  re- 
corded constituted  0.8  per  cent  ot  the  marriages; 
this  marriage  was  between  persons  in  the  cate- 
gory of  “Other  Relationship." 


Number  of  Consanguineous  Matings  in  a Sample  of 
West  Virginia  Coal  Miners  and  Their  Parents 


Generation 

Relationship 

Caucasian 

Negro 

Previous 

First  Cousins 
First  Cousins, 

6 

0 

once  removed 

0 

0 

Second  Cousins 

7 

0 

Other 

2 

0 

None 

1,384 

131 

Don’t  know 

5 

2 

No  information 

14 

0 

Total 

1,418 

133 

Present 

First  Cousins 
First  Cousins, 

1 

0 

once  removed 

0 

0 

Second  Cousins 

4 

0 

Other 

15 

1 

None 

1,379 

132 

No  information 

19 

0 

Total 

1,418 

133 

The  failure  to  find  any  marriages  between 
first  cousins,  once  removed  is  curious,  but  this 
may  be  because  a marriage  between  first  cousins, 
once  removed  is  technically  between  persons  in 
different  generations,  and,  actually,  this  often  is 
the  case.  The  respondents  to  the  questionnaire, 
however,  may  not  have  understood  the  termi- 
nology, although  the  alternative  term,  one  and 
one-half  cousins,  is  even  more  mysterious. 

Discussion 

The  most  recent  estimate  of  the  frequency  of 
consanguineous  marriages  in  the  individual  states 
of  this  country  was  based  upon  the  number  of 
dispensations  for  consanguineous  marriage  is- 
sued by  a sample  of  Roman  Catholic  dioceses.2 
There  were  no  consanguineous  marriages  be- 
tween persons  related  as  second  cousins  or  closer 
among  957  marriages  recorded  by  the  Wheeling 
diocese  during  1959;  this  diocese  includes  all  of 
West  Virginia  except  eight  counties  of  the  eastern 
panhandle. 

An  estimate  of  the  frequency  of  consanguin- 
eous marriages  in  the  Appalachian  region  by 
means  of  a representative  sample  has  not  been 
published,  and  the  present  estimate  cannot  be 
considered  characteristic  of  the  region,  since  it 
was  restricted  to  a particular  occupational  group 
within  a limited  area  of  just  one  state.  Three 
previously  published  estimates  were  obtained 
from  particular  groups.  The  frequency  of  first 


cousin  marriages  was  0.7  per  cent  in  1098  mar- 
riages surveyed  in  three  states,  West  Virginia, 
Kentucky,  and  Tennessee,  between  1900  and 
1955,  but  this  was  for  a specific  religious  group 
and  relatives.3  In  another  study  in  the  Appala- 
chian region  29  per  cent  of  107  marriages  were 
between  persons  related  at  least  as  third  cousins, 
but  this  survey  was  in  a small  neighborhood  of 
eastern  Kentucky.4  In  a rural  county  of  western 
North  Carolina  for  the  years  from  1910  to  1950, 
slightly  more  than  11  per  cent  of  665  marriages 
involved  persons  who  were  related  as  fourth 
cousins  or  closer.5 

The  frequency  of  first  cousin  marriages  in 
the  present  general  population  of  the  United 
States  has  been  estimated  to  be  less  than  0.1 
per  cent,6  and  in  another  study  the  low  figure  of 
0.05  per  cent  was  reported.3  While  the  frequency 
of  first  cousin  marriages  in  the  earlier  generation 
of  Caucasians  in  the  present  survey  was  slightly 
greater  than  the  estimates  for  the  general  pop- 
ulation, the  frequency  of  first  cousin  marriages 
in  the  present  generation  was  similar.  Thus,  to 
the  extent  that  the  coal  miners  sampled  in  this 
survey  represent  the  general  population  of  West 
Virginia,  there  is  no  evidence  that  consanguin- 
eous marriages  are  more  common  in  this  state 
than  elsewhere. 

Summary 

The  frequency  of  consanguineous  marriages 
for  two  generations  was  determined  by  ques- 
tioning 1418  Caucasian  and  133  Negro  coal 
miners  in  West  Virginia.  The  frequency  of  first 
cousin  marriages  was  not  greater  than  estimates 
of  the  frequency  for  the  general  population  of 
the  United  States. 
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Special  Article 


Sports  Medicine  in  Perspective* 

Kenneth  S.  Clarke,  Ph.  D. 


W/hile  sports  medicine  may  be  defined  as  the 

**  supervision  and  study  of  man  in  activity, 
sports  medicine  is  better  discussed  than  defined. 
The  contradictions  and  paradoxes  found  by  a 
practitioner  as  he  becomes  a sports  medicine 
practitioner  makes  definition  irrelevant.  What 
does  one  call  an  accidental  injury  in  football 
when  there  are  millions  of  premeditated  collisions 
between  football  athletes  every  Fall  weekend? 
What  does  one  call  disability  when  a simple 
blister  can  mean  several  weeks  on  the  bench  for 
a pitcher— perhaps  his  livelihood— or  when  top 
professional  athletes  who  excel  against  the  best 
in  the  land  are  ineligible  for  military  service? 
What  does  one  call  “doping”  when  an  asthmatic 
athlete  may  require  a stimulant  just  prior  to  per- 
formance? What  does  one  call  supervision  when 
a young  boy  is  medically  certified  for  participa- 
tion in  sports  that  expose  him  to  risks  so  con- 
siderable that  few  scientists  would  subject  others 
to  the  same  forces  in  a laboratory  setting?  What 
does  one  call  competence  when  the  practitioner 
must  deal  with  the  complexities  of  human  be- 
havior and  the  complexities  of  sports,  often  with 
but  seconds  for  reflection? 

While  a scientist  can  reserve  his  opinion  of 
what  constitutes  fact,  the  practitioner  must  de- 
clare some  opinion  of  fact  in  order  to  act. 
A perspective  for  sports  medicine  therefore  is 
helpful  in  reducing  the  various  complex  issues 
encountered  to  their  essentials  and  thus  to  find 
a common  thread  of  principle  that  leads  to  con- 
sistent decisions.  The  dictionary  speaks  of  per- 
spective first  as  “the  effect  of  distance  upon  the 
appearance  of  things”  and  then  “the  relative 
importance  of  facts  or  matters  from  a special 
point  of  view.” 

‘The  Effect  of  Distance  Upon  the  Appearance  of  Things’ 

The  ability  to  periodically  step  back  and  view 
with  detached  objectivity  is  most  worthy  of  our 
efforts.  Psychology  tells  us  that  what  man  per- 
ceives of  his  environment  and  experiences  is 
unique  to  himself,  being  a product  of  his  previous 
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perceptions.  Our  respective  views  of  what  are 
key  issues  are  often  directly  related  to  our  most 
recent  traumatic  experiences. 

Let  us  thus  step  back  and  reflect  upon  the 
characteristics  of  sports  medicine. 

1.  Sports  Medicine  is  New.— Only  in  recent 
years  has  the  wedding  of  sports  and  medicine 
been  formalized,  consummated,  and  found  com- 
patible. Physicians  have  been  active  as  athletes 
and  as  medical  counselors  to  athletes  since  the 
beginning  of  athletics.  But  until  the  late  1950’s, 
there  was  no  organized  approach  on  the  part  of 
medical  societies  to  the  problems  of  health  in 
athletics.  As  a result,  the  fruits  of  the  marriage 
are  still  forthcoming;  but  they  are  now  con- 
sidered “legitimate”  and  of  a stock  that  measures 
up  to  the  highest  ideals  in  the  heritage  both  of 
sports  and  medicine. 

Each  year  since  1965,  for  example,  the  AMA 
Committee  on  Medical  Aspects  of  Sports  hosts 
a Contact  Meeting  of  national  professional  or- 
ganizations having  interests  in  the  health  super- 
vision of  sports  to  share  and  coordinate  priority 
programs  for  priority  problems.  More  than  20 
organizations  are  now  on  the  list.  And  this  is 
only  the  top  of  the  iceberg.  Many  more  state 
and  local  groups  are  bringing  the  word  right 
down  to  the  particular  needs  of  a particular 
community  or  area.  I had  the  privilege  of  par- 
ticipating in  one  of  the  first  activities  of  your 
State  Medical  Society’s  Sports  Committee  when 
it  put  on  a sports  medicine  program  during  a 
state  coaches  clinic  in  1964.  In  return,  Dr.  Rich- 
ard W.  Corbitt,  your  Sports  Committee  Chair- 
man at  that  time,  addressed  the  AMA  Conference 
on  the  Medical  Aspects  of  Sports  in  1966  con- 
cerning the  role  and  opportunities  of  state  and 
local  sports  medicine  committees. 
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2.  Sports  Medicine  is  Pragmatic.— With,  the 
courtship  of  sports  and  medicine  came  a legacy 
of  respective  traditions  that  had  to  be  accepted 
or  resolved.  Physicians  had  to  learn  that  rest 
and  vacillation  were  not  attributes  to  athletics, 
that  they  couldn’t  get  by  with  saying  “stay  off 
of  it  for  a while,  come  back  and  see  me  in  several 
weeks.”  Coaches  in  turn  had  to  learn  that  some 
of  their  traditional  procedures  needed  change, 
such  as  withholding  water  during  practice  or 
telling  a boy  with  an  injury  to  “shake  it  off  and 
get  back  in  if  you  got  any  guts.” 

Add  to  these  legacies  a considerably  more  het- 
erogenous group  of  candidates  who  now  go  out 
for  school  sports  than  in  the  past,  and  it  becomes 
apparent  that  the  physician  who  lends  a profes- 
sional hand  in  the  supervision  of  athletes  accepts 
some  exacting  responsibilities.  To  illustrate,  con- 
sider a familiar  quotation,  “A  rose  is  a rose  is  a 
rose.”  Esthetic?  Definitely.  Scientific?  Abso- 
lutely not.  There  are  over  2000  species  of  roses. 
And  just  as  a horticulturist  could  not  have  writ- 
ten that  immortal  prose,  a sports  practitioner 
could  not  write  “a  sprain  is  a sprain  is  a sprain," 
or  a “concussion  is  a concussion  is  a concussion.” 
Familiarity  with  a precise  standardized  nomen- 
clature for  sports  injuries  is  now  requisite  to  the 
sports  medicine  practitioner  who  wishes  to  com- 
municate meaningfully  with  his  colleagues.  Fur- 
ther, this  specificity  must  transcend  his  entire 
involvement  in  sports  medicine  concerns. 

The  significance  of  such  specificity  is  that  with 
every  confrontation  between  athlete  and  phy- 
sician must  come  an  immediate  and  hopefully 
accurate  decision  on  medical  eligibility  for  par- 
ticipation: Can  the  athlete  continue  to  partici- 
pate without  undue  risk  of  aggravated  injury  and 
prolonged  unavailability?  If  yes,  a consequent 
decision  by  the  coach  must  be  made.  Will  the 
athlete  carrying  the  injury  be  more  effective  than 
his  uninjured  or  differently  injured  replacement? 

If,  on  the  other  hand,  the  medical  decision  is 
against  further  participation,  a consequent  deci- 
sion of  “for  how  long”  must  be  made.  On  the 
basis  of  this  prediction,  the  coach  must  make 
further  decisions  as  to  adapting  strategy  and 
techniques  with  his  and  his  opponent’s  available 
personnel. 

Therefore,  without  even  discussing  the  hu- 
manitarian aspects  of  these  decisions,  it  is  readily 
seen  that  on  the  accuracy  of  the  health  and  safety 
decisions  hinges  much  of  the  conduct  of  sports. 
Include  the  health  and  safety  interests  of  the 
athlete,  and  on  these  prior-to-the-act  decisions 
hinge  the  responsible  conduct  of  sport. 

3.  Sports  Medicine  is  Unique—  The  team  phy- 
sician is  faced  daily  with  guarding  both  against 


undue  restriction  of  a highly  motivated  patient 
population  and  against  overpermissiveness  in  his 
management  of  this  supercharged  population.  He 
must  realize  that  his  decision  must  be  confined 
to  the  medical  eligibility  of  the  athletes  if  he  is 
to  relate  satisfactorily  to  the  coach  and  Iris  deci- 
sion problems  and  prerogatives. 

And  it  becomes  obvious  quickly  to  the  con- 
scientious sports  medicine  practitioner  that  the 
game  of  football  or  baseball  or  basketball  goes 
on  despite  the  fact  that  he  is  continually  con- 
fronted with  decisions  and  actions  of  a scope, 
accuracy,  immediacy,  significance,  and  publicity 
not  experienced  previously  in  his  medical  prac- 
tice nor  anticipated  in  medical  school.  When  he 
turns  to  the  literature  for  help,  he  is  faced  with 
a smorgasbord  of  clinical  challenges  for  which 
he  has  inadequate  information  but  an  abundance 
of  experts. 

The  outer  limits  of  legitimate  controversy  in 
sports  medicine  remain  quite  jagged.  Because 
sports  medicine  brings  new  and  unique  twists 
to  the  practice  of  medicine,  experts  stand  on 
pragmatic  professional  judgment  in  the  midst  of 
a virtual  void  of  meaningful  statistics  that  would 
substantiate  or  refute  their  respective  conten- 
tions. Most  of  these  experts  are  legitimate  na- 
tional groups,  competent  practitioners,  and  au- 
thoritative representatives  of  allied  professions 
who  know  that  a team  physician  must  act  ac- 
cording to  some  principles  of  good  and  bad  and 
cannot  await  the  convenience  of  statistical  sup- 
port. Some  of  the  experts,  however,  are  more 
sincere  than  competent  and  are  experts  merely 
because  nature  abhors  a vacuum,  whether  the 
vacuum  be  a lack  of  solutions  to  important  prob- 
lems in  sports.  And  finally,  some  experts  are 
experts  only  for  the  publicity  and  financial  gain 
coming  from  the  glamor  or  the  guarantee  they 
give  to  their  offerings. 

The  practitioner  quickly  finds  that  nothing  is 
automatic  in  sports  and  medicine  unless  it  be 
their  parallel  heritages  that  experts  will  differ  in 
their  opinion  on  matters  of  importance  to  prac- 
titioners. Yet,  he  must  continue  to  accept  what- 
ever problems  come  his  way  with  full  knowledge 
that  each  resulting  action  constitutes  a historical 
fact,  the  result  of  which  is  irrevocable  and  the 
evaluation  of  which  forever  must  be  hindsight. 
These  problems,  experts,  decisions,  and  actions 
presuppose  a physician  whose  degree  of  judg- 
ment must  be  matched  by  the  ultimate  of  cour- 
age, curiosity,  and  ethical  conduct. 

4.  Sports  Medicine  is  Interdisciplinary.— This 
characteristic  is  demonstrated  by  the  fact  your 
Program  Committee  has  asked  a Ph.  D.,  a D.D.S. 
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and  an  R.P.T.  to  address  you  on  sports  medicine 
topics.  It  was  demonstrated  in  1967  when  the 
AMA  House  of  Delegates  passed  a resolution 
commending  the  athletic  trainer’s  role  and  the 
National  Athletic  Trainers  Association’s  efforts 
in  upgrading  their  profession.  It  is  pragmatically 
demonstrated  every  day  by  the  reliance  of  the 
team  physician  on  the  skill  and  judgment  of 
coaches,  athletic  trainers,  and  medical  colleagues 
having  specialty  interests.  It  is  through  such 
resources  that  the  medical  supervision  can  at- 
tempt to  bring  to  the  athlete  the  benefits  of  sound 
advice  and  procedures  on  diet,  conditioning, 
taping,  orthopaedics,  dentistry,  cardiology,  men- 
tal readiness,  rehabilitation,  urology,  sanitation, 
therapy,  pharamacology,  neurology  and  health 
education. 

There  being  no  single  discipline  to  be  defined 
for  sports  medicine,  sports  medicine  draws  from 
the  various  professions  but  does  not  absorb  them. 
Functions  and  competencies  differ,  although 
dedication  to  ethics  and  evaluation  remain  a 
common  denominator.  Yet,  medicine,  regardless 
of  whatever  qualifying  adjective  reflects  its 
particular  sphere  of  interest,  remains  medicine 
with  all  the  responsibilities  and  prerogatives 
expressly  defined  for  it  by  society. 

The  team  physician  is  the  unifying  entity  in 
sports  medicine.  He  comes  in  many  packages, 
but  his  significant  status  is  having  the  authority 
to  make  the  ultimate  decisions  on  matters  of 
medical  eligibility  of  athletes.  Such  authority 
given  by  a school  to  a particular  coordinating 
physician  to  represent  it  on  such  matters  pro- 
vides a consistent,  ethical,  and  informed  decision 
process. 

5.  S ports  Medicine  is  Public—  Athletes  train 
strenuously  to  compete  seriously  against  op- 
ponents who  likewise  train  strenuously  to  com- 
pete seriously.  Success  is  “to  win.’’  Their  efforts 
are  laid  naked  to  the  universe.  But  the  criteria 
for  success  are  on  the  scoreboard  at  a particular 
moment  set  by  a rules  committee  when  the  com- 
petition is  to  stop  and  in  the  standings  at  a 
moment  when  a league  says  the  season  is  to  stop. 
Debating  reasons  for  success  and  defeat  turns 
out  to  be  the  great  American  Game,  and  opinions 
on  the  health  care  of  the  athlete  is  not  neglected 
in  this  regard.  The  athlete  and  his  entire  retinue 
thus  must  accept  and  cope  both  with  a rigid 
man-made  set  of  rales  to  play  the  game  and  a 
fickle  man-made  set  of  criteria  to  justify  their 
existence.  Decisions  that  put  an  injured  athlete 
back  into  play  for  example  are  met  with  so  much 
emotion  that  objective  assessment  of  what  is 
“premature”  return  requires  the  extreme  of  con- 
scientious detachment  and  conviction. 


■Relative  Importance  of  Facts  and  Matters’ 

Having  stepped  back  to  get  the  appearance  of 
things  in  sports  medicine,  let  us  complete  the 
perspective  by  viewing  “the  relative  importance 
of  facts  and  matters.  Here,  a philosophy  or  set 
of  basic  assumptions  of  truth  is  required. 

1.  Sports  have  educational  and  health  quali- 
ties. If  not,  sports  would  have  no  justification 
being  in  our  secondary  schools’  programs;  the 
risks  within  sports  woidd  be  encountered  only 
to  permit  a catharsis  for  selected  aggressive 
young  men  for  the  entertainment  of  others;  and 
the  experiences  would  merely  be  as  a placebo 
rather  than  a positive  boost  to  maturity. 

There  are  entertainment  values  in  sports  as 
well,  a realization  not  lost  to  colleges  and  busi- 
ness oriented  factions;  and  there  are  abuses  in 
the  entertainment  aspects,  a fact  not  lost  to 
others.  But  the  virtues  in  sports  related  to  edu- 
cation and  health  can  live  in  harmony  with  busi- 
ness interests,  provided  that  decisions  on  health 
matters  are  not  based  on  the  virtues  of  perfor- 
mance or  entertainment. 

2.  An  athlete  is  one  who  trains,  not  merely 
one  who  competes.  The  training  program  neces- 
sary for  effective  participation  relates  far  more 
to  the  health,  fitness,  and  safety  of  the  athlete 
than  participation  in  the  game  itself.  The  game 
provides  the  cultural  prestige,  the  peer  admira- 
tion, the  motivation,  and  the  fun  necessary  to 
capture  and  absorb  active  youth  for  the  self- 
discipline  it  takes  to  adhere  to  the  desired  train- 
ing program  and  the  adventurous  self-testing 
experiences  they  need  while  the  juices  are 
flowing. 

The  training  program  brings  conscious  atten- 
tion to  and  personal  respect  for  many  components 
of  personal  and  public  health  within  a context 
allied  with  the  athlete’s  interests  and  under- 
standings. The  young  boy  who  through  training 
improves  his  cardiovascular  endurance  had  little 
interest  in  the  eventual  hazard  of  atherosclerotic 
disease;  his  immediate  training  interests  offered 
a far  more  meaningful  application  of  dictum  into 
practice.  To  the  same  youth,  a cigaret’s  threat 
to  athletic  fitness  is  far  more  meaningful  during 
his  habit-forming  years  than  the  threat  of  chronic 
disease.  His  concept  of  his  future  simply  doesn’t 
extend  that  far. 

3.  To  achieve  the  benefits  of  sports,  the  ele- 
ment of  risk  must  be  encountered.  The  result 
is  the  ever  present  equation  of  calculated  risk 
(benefits  over  risk)  that  must  be  the  basis  of 
every  supervisory  decision  in  sports.  Without 
risk,  sports  would  lose  its  motivational  appeal 
for  youth;  and  without  appeal,  youth  would  not 
obtain  the  educational  and  health  values  from 
responding  favorably  to  the  stress  of  training 
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and  participation.  Disability,  in  turn,  is  not 
absolute;  it  depends  upon  how  a particular  atyp- 
ical condition  relates  to  the  particular  task  at 
hand. 

Returning  to  the  concept  of  risk,  we  are  not 
against  risk,  we  are  against  jeopardy.  Jeopardy 
exists  if  to  the  denominator  we  add  undue  risk 
or  from  the  numerator  we  void  some  of  the 
beneficial  outcome. 

If  an  athlete  is  led  to  believe  or  leads  others 
to  believe  that  what  causes  success  is  in  fact  a 
gimmick  rather  than  talent,  genetics,  hard  work, 
coaching,  confidence,  and  healthful  living,  the 
numerator  is  lessened  and  the  risks  taken  with 
less  justification.  Similarly,  periodic  evaluation 
of  decisions  and  actions  involving  sports  injuries 
is  necessary  to  define  the  causes  of  occurring 
injuries  and  to  determine  improved  preventive 
measures  for  eradication  of  these  occurrences. 
The  term,  “eradication,”  is  not  realistic  but  phil- 
osophical. We  can  tell  you,  for  example,  some 
factors  that  contribute  to  knee  injuries.  We  can 
tell  you  that  in  football  knee  injuries  occur  about 
as  frequently  as  injuries  to  any  other  major  joint. 
But  we  can’t  tell  you  why  all  knees  are  not 
injured  and  its  corollary,  who  will  get  a knee 
injury. 

The  concept  of  “injury  eradication”  does  not 
imply  that  all  injuries  are  results  of  negligence, 
incompetency,  or  quackery.  But  it  does  underlie 
the  justification  of  physicians  encouraging  suit- 
able participation  in  sports  and  becoming  irate 
when  abuses  clearly  exist.  The  war  against 
abuses  will  be  won  by  competition  not  confron- 


tation, by  more  professional  involvement  in 
health  supervision  of  sports. 

Summary 

Efforts  to  protect  youth  in  sports  are  not 
merely  so  that  they  will  survive , but  so  that  they 
can  live.  For  this  reason,  especially,  I am  pleased 
to  be  part  of  this  seminar.  I hope  you  enjoy  both 
your  experience  here  and  your  smorgasbord  when 
you  return  home.  If  1 may  add  one  more  char- 
acteristic of  sports  medicine  at  this  point,  it’s 
that  it  is  satisfying.  The  merging  of  the  heritages 
of  sports  and  medicine  has  had  to  contend  with 
some  traditions  that  to  some  looked  incompatible. 
But  in  reality,  the  merger  has  challenged  sports 
and  medicine  to  die  benefit  of  all.  Medicine  has 
never  had  a more  motivated  patient  population 
to  test  the  optimal  adequacy  of  its  actions,  and 
has  come  to  appreciate  in  clinical  patient  care 
the  significance  of  the  pre-existing  state  of  health 
and  fitness.  Concurrently,  sports  administrators 
have  never  had  more  professional  support  nor 
better  justification  of  their  role  in  the  school 
setting,  and  have  come  to  appreciate  the  benefits 
to  their  participants. 

Also,  sports  participation  often  is  the  first  op- 
portunity for  youth  to  experience  a positive  func- 
tional personal  association  with  a physician. 
These  experiences  leave  a vivid  and  lasting  im- 
pression. The  athlete  who  is  exposed  to  good 
health  supervision  comes  to  learn  he  cannot 
afford  unsound  advice  on  matters  important  to 
his  readiness.  Such  an  attitude  brings  with  it  a 
long-lasting  respect  for  acceptable  concepts  and 
qualified  professional  services. 


Where’s  The  Operating  Room? 

Until  very  recently,  the  operating  room,  or  theatre  as  the  British  say,  was  on  the  top 
floor,  but,  God  bless  America,  it’s  coming  down  now.  Nobody  remembers  why  we 
always  operated  as  close  to  the  roof  as  we  could  get,  and  no  one  ever  wondered  about  it. 
The  reason  is  simple.  Before  the  days  of  anesthesia,  the  operating  room  was  put  as  high 
as  you  could  get  it,  so  that  the  patients’  screams  could  not  be  heard  by  passers-by  in 
the  street  below.  And  how  did  America  get  into  the  act?  That’s  easy:  we  invented 
anesthesia. 

People  don’t  scream  in  the  operating  room  now,  but  hospital  architects  kept  putting 
the  operating  room  on  the  top  floor  when  there  was  no  longer  any  reason  for  it,  just 
because  “it  had  always  been  there,”  and  everybody  supposed  that  was  where  it  belonged. 

When  supplies  and  apparatus  are  wanted  quickly,  as  in  surgery,  the  top  floor  means 
inconvenience  and  delay  because  of  what  designers  call  vertical  transport,  or  as  we  would 
say,  the  elevator.  So  the  operating  room  is  coming  down  now,  thanks  to  anesthesia  and 
the  United  States,  down  to  the  ground  floor  where  it  belongs.  Surgeons  get  there  more 
quickly,  and  so  do  anesthesiologists  and  nurses  and  supplies.  The  only  trouble  is,  flies 
do,  too. 

But  it’s  still  better  than  the  top  floor.  God  Bless  America. — F.  C.,  in  The  Nebraska 
State  Medical  Journal. 
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Postpericardiotomy  Syndrome 

Eduard  K.  Chung,  M.  D.,  and  Joseph  J.  Renn,  III,  M.  D. 


tjostpericardiotomy  syndrome  was  originally 
suspected  to  represent  an  exacerbation  of 
rheumatic  fever  since  it  was  first  recognized  in 
a patient  following  mitral  commissurotomy.1  In- 
vestigation for  the  etiology  has  residted  in  nega- 
tive findings  with  the  possible  exception  of  anti- 
heart antibodies.  These,  however,  have  been 
found  in  other  patients  who  did  not  have  the 
syndrome.2 


The  Authors 

• Edward  K.  Chung,  M.  D.,  Associate  Professor  of 
Medicine  and  Physician-in-Charge,  Electro- 
cardiographic Laboratory,  West  Virginia  Uni- 
versity Medical  Center,  Morgantown. 

• Joseph  J.  Renn,  III,  M.  D.,  Resident  in  Medi- 
cine, West  Virginia  University  Medical  Center, 
Morgantown. 


Two  weeks  to  six  months  post-operatively  the 
syndrome  may  appear  with  fever,  precordial  or 
retrosternal  pain,  arthralgias  and  myalgias.  Leu- 
kocytosis, mildly  elevated  sedimentation  rate, 
postive  C-reactive  protein  and  elevated  alpha-2 
globulin  are  usually  present.  Electrocardiogram 
shows  the  changing  pattern  of  S-T  segments  and 


T waves  that  characterize  pericarditis.  Radio- 
logic  evidence  of  an  increase  in  heart  size  may 
also  be  seen. 

Electrocardiographic  Analysis 

Figure  1 was  taken  from  a 17-year-old  female 
who  was  recovering  from  closure  of  a ventricu- 
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loseptal  defect.  The  electrocardiogram  shows 
sinus  tachycardia  with  a rate  of  115  per  minute 
and  S-T  segment  elevation  in  the  limb  leads  and 
leads  V2-6-  Inverted  T waves  are  seen  in  leads 
II,  III,  aVF  and  Vi.4.  These  changes  are  char- 
acteristic of  acute  pericarditis. 

Discussion 

Postpericardiotomy  syndrome  has  been  de- 
scribed in  an  incidence  of  10-40  per  cent2"5  of 
patients  following  wide  incision  of  the  pericard- 
ium.4 The  incidence  has  been  noted  to  decrease 
significantly  in  patients  below  the  age  of  30° 
and  in  those  who  are  not  ambulated  until  all 
evidence  of  pleural  or  pericardial  inflammatory 
reaction  has  abated.4 

The  etiology  remains  obscure  and  can  only  be 
consistently  related  to  pericardiotomy. 

The  treatment  rarely  requires  more  than  anal- 
gesics, antipyretics  and  bedrest.  Steroids  may 
become  necessary  in  case  of  pericardial  effusion 
or  intolerable  pain. 


Although  a benign,  self-limiting  problem,  it 
may  recur  in  which  case  it  is  a nuisance  to  both 
physican  and  patient. 

Summary 

A typical  case  of  postpericardiotomy  syndrome 
is  presented.  It  should  be  suspected  in  any  case 
of  chest  pain  and  fever  following  pericardiotomy 
for  any  reason.  The  EKG  demonstrates  the  typi- 
cal changes  of  acute  pericarditis. 
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Cigarette  Advertising 

The  cigarette  manufacturers  have  decided  to  yield  to  the  pressure  of  the  informed 
public  and  the  approaching  laws  that  will  curtail  their  activity  in  advertising  on 
television.  So  far — so  good.  But,  if  these  manufacturers  are  as  sharp  as  we  think  they 
are,  they  will  wisely  spend  the  money  now  being  spent  for  bought  time  to  a far  better 
advantage  and  on  television,  too. 

Without  going  into  the  specific  detail  of  how  cigar  makers  spent  a few  million  several 
years  ago  to  get  the  cigar  out  of  the  mouth  of  every  thug  and  gangster  in  the  movies 
and  in  the  face  of  bank  presidents  and  other  dignified  gentlemen,  it  was  done.  We  are 
sure  you  remember — perhaps  you  remember  how  it  was  done. 

Cigarette  manufacturers  can  now  do  a better  job  with  the  money  they  do  not  have 
to  spend  competitively  by  spending  it  collectively.  Television  performers,  already  puffiing 
away  every  now  and  then,  will  probably  find  that  excessive  smoking  “on  camera”  is  far 
more  enjoyable  than  it  has  ever  been.  We  are  not  suggesting  that  there  will  be  any 
traffic  between  cigarette  manufacturers  and  television  performers,  but  if  TV  stations  do 
not  quickly  pass  a rule  prohibiting  all  on  camera  performers  from  smoking  a cigarette, 
the  future  of  both  aforesaid  parties  will  most  likely  come  under  a dark  cloud  of  suspicion. 

Lung  cancer,  emphysema  and  heart  failure  are  already  high  prices  to  pay  for  cigarette 
smoking.  Any  hanky-panky  that  misleads  our  young  non-smokers  to  believe  “the  TV 
stars  do  it,  why  not  me”  and  makes  their  starting  the  use  of  cigarettes  more  defensible 
should  not  be  tolerated.  Any  television  performer  (already  a smoker)  should  be  able  to 
forego  the  pleasure  of  that  form  of  self  destruction  until  his  show  is  over.  Then  he  does 
not  become  an  example  to  those  who  should  quit  and,  especially,  those  who  should  never 
start. — St.  Louis  County  Medical  Society  Bulletin. 
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If'.  Paul  Elkin , M.  I).,  If  . Alva  Deardor fj,  M.  /).,  /.  Dennis  Kugel,  M.  I).,  and 

J.  L.  Church,  M.  D. 

Charleston,  West  Virginia 


'T<his  31-year-old  white  male  construction  worker  (R.J.H.— No. 

A 118045)  was  admitted  with  fever  of  103°,  chills  and  anorexia, 
with  clinical  diagnosis  of  probable  bronchitis.  X-rays  of  the  chest 
were  ordered.  Temperature  returned  to  normal  under  treatment 
after  three  days.  All  other  systems  were  normal  to  both  history  and 
physical  examination  (see  Figures  1-A  and  1-B). 

Routine  chest  x-rays  revealed  no  evidence  of  pneumonia  but 
showed  a sharply  defined,  soft  tissue  tumor  mass  arising  at  10th 
thoracic  level,  paravertebral  right.  Further  inquiries  revealed  no 
history,  signs  or  symptoms  relating  to  back.  X-ray  studies  of  the 
lower  thoracic  spine  revealed  the  tumor  mass  and  slight  erosion  of 
the  right  pedicles  10th  and  1 1th  and  questionable  slight  erosion  of 
posterior  portions  of  the  10th  and  11th  thoracic  bodies.  There  was 
a slight  kyphosis  at  10th  thoracic  interspace.  It  was  reported  that 


Figure  1-A 


Figure  1-B 
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the  usual  tumor  in  this  location  proved  to  be  a neurofibroma  (see 
Figures  2-A  and  2-B). 


Myelograms  were  then  done.  The  pantopaque  injected  flowed 
freely  from  the  spinal  canal  into  the  tumor  mass  through  a wide 
neck,  indicating  the  mass  to  be  an  internal  meningocoele  ( see  Fig- 
ures 3 A,  B,  C,  & D). 


Figure  2-A 


Figure  2-B 


Figures  3-A  (upper  left);  3-B  (upper  right);  3-C  (lower 
left);  3-D  (lower  right) 
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103rd  ANNUAL  MEETING 


of  the 

West  Virginia  State  Medical  Association 


PLAN  NOW  TO 


ATTEND 
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Of  the  more  than  100  different  types  of  cancer,  colon 
and  rectal  cancers  are  unique  for  two  compelling 
reasons: 


High 

incidence: 

Annual  new  cases  number  about 

73,000.  Deaths  now  total  46,000 

a year. 

High 

Early  diagnosis  and  prompt 

curability 

treatment  could  save  almost  75%. 

potential: 

Survival  rate  is  now  only  44%. 

How  to  close  the  critical  gap  between  possible  and 
actual  survivals? 

The  ‘‘procto”  can  today  help  save  more  lives  from 
cancer  than  any  other  step  in  the  checkup.  Which  is 
why,  in  our  constant  emphasis  on  the  importance  of 
annual  checkups,  we  urge  the  inclusion  of  a “procto” 
...and  make  available  films  and  other  pertinent 
materials  for  the  layman  and  the  physician.  We  are 
closing  the  “communications”  gap. 

Joint  action  by  people  and  their  doctors  can  help 
close  the  “action”  gap  to  reach  a cure  rate  of  almost 
75%  for  colon  and  rectal  cancer. 


American  Cancer  Society  9® 


WEST  VIRGINIA  DIVISION,  INC. 
325  Professional  Building 
Charleston,  West1  Virginia 
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COMMITTEE  REPORTS 

y think  this  might  be  the  time  to  report  on  the  activities  of  some 
1 of  our  committees.  The  WVU  Liaison  Committee  meeting  has 
been  arranged  for  February  21  in  Morgantown.  I think  this  is 
a very  important  meeting  and  hope  that  as  many  members  as 
possible  will  attend.  This  meeting  should  establish  a close  con- 
tact between  the  Medical  School,  Medical  Center  and  physicians 
over  the  State.  Dr.  Ed  Heiskell,  our  Chairman,  has  been  working 
with  Dean  Sleeth  to  work  out  an  interesting  and  mutually  bene- 
ficial program.  Since  each  Society  is  represented  I hope  you  will 
forward  them  any  suggestions,  complaints,  etc.,  that  you  might 
have. 

The  Medical  Education  Committee  has  continued  to  be  active. 
It  has  recommended  that  patient  care  evaluation  be  the  primary 
thrust  in  continuing  education  in  the  State  in  the  future.  This 
concept  was  approved  by  the  Council  at  the  January  meeting. 
Just  how  this  will  be  implemented  is  to  be  discussed  at  a meeting 
of  the  Committee  in  February.  Further  recommendations  of  the 
Committee  will  be  published  in  future  issues  of  The  Journal. 

The  Medical  Economics  Committee  has  continued  to  keep  con- 
tact with  all  third-party  agencies  with  the  prime  purpose  of  es- 
tablishing usual  and  customary  fees  and  maintaining  good  clinical 
care. 

Other  Committees  have  been  functioning  well,  but,  as  with  the 
Legislative  Committee,  all  of  the  facts  are  not  available  for  them 
to  make  recommendations  at  this  time.  These  will  be  published 
later. 

We  want  to  thank  all  of  the  members  who  have  given  their 
time  to  work  with  these  Committees. 


Maynard  P.  Pride,  M.  D.,  President 
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EDITORIALS 


Elsewhere  in  this  issue  of  The  Journal  may  be 
found  an  article  which  deals  with  adnexal  masses 
found  in  the  female  pelvis.  Attention  is  called 

to  the  grave  danger  of 
CLINICAL  EVALUATION  performing  unneces- 
OF  ADNEXAL  MASSES  sary  abdominal  sur- 
gical operations  on  the 
young  female.  It  is  recognized,  of  course,  that 
at  times  surgical  procedures  are  quite  necessary 
and  should  not  be  delayed.  The  article  discusses 
briefly  but  succinctly  the  differential  diagnosis 
of  masses  found  in  the  pelvis  and  their  manage- 
ment. 

This  editorial,  however,  will  confine  itself 
largely  to  the  matter  of  cystic  masses  of  the 
ovary  in  young  women.  The  author  points  out 
that  it  must  be  remembered  that  the  ovary  is  a 
normally  cystic  organ  under  hormonal  control, 
and  changes  in  size  with  the  phases  of  the 
menstrual  cycle.  It  is  emphasized  that  a pelvic 
mass  in  reproductive  age  is  not  to  be  viewed 
with  the  same  suspicion  as  that  of  the  menarchial 
or  the  climacteric  period  of  life.  In  point  of  fact, 
the  development  of  cysts  on  the  ovary  is  rela- 
tively common  in  young  women  and  often  pro- 
duce no  painful  symptoms.  Occasionally  an  ovar- 
ian cyst  may  rupture  at  the  time  of  a pelvic 
examination.  The  author  suggests  a criterion  in 


evaluating  the  size  of  a cyst  of  the  ovary.  If  it 
is  smaller  than  5 centimeters  it  probably  is  not 
clinically  important,  but  if  it  is  larger  than  5 
centimeters  the  matter  of  a surgical  procedure 
probably  should  be  considered.  In  any  event 
such  a cyst  should  be  carefully  observed  and 
obviously  a laparotomy  should  only  be  done  if 
absolutely  necessary. 

The  author  emphasizes  that  the  first  laparo- 
tomy is  the  important  one  in  the  young  female, 
for  it  may  lead  to  further  laparotomies,  such  as 
for  lysis  of  adhesions,  pelvic  variocosities,  dys- 
pareunia  and  perhaps  other  dubious  indications. 
Eventually  the  abdomen  becomes  criss-crossed 
with  abdominal  incisions  and  the  woman  has 
not  been  benefited  by  the  multiplicity  of  oper- 
ations. She  may  become  a “pelvic  cripple”  and 
unable  to  perform  the  functions  of  a wife  or  a 
mother  and  develops  various  psychosomatic  com- 
plaints. Often  this  chain  of  events  can  be  avoided 
if  the  surgeon  remembers  that  the  ovary  is  nor- 
mally a cystic  organ,  and  can  be  observed  quite 
safely  during  the  reproductive  years  of  a wom- 
an's life  for  some  months.  In  the  event,  however, 
that  the  female  is  in  the  pre-menarchial  or  post- 
menopausal period  of  life  adnexal  tumors  of  any 
variety  must  be  viewed  with  suspicion  and  de- 
serve prompt  attention. 
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AIR  CLEARING 

In  reply  to  Dr.  R.  T.  Brandfass’  “A  Lot  of 
‘Hot  Air,’  ” I wish  to  indicate  from  the  “other  end 
of  the  State  that  we  feel  the  air  is  indeed  clearing 
at  tire  West  Virginia  University  Medical  Center. 

We  are  quite  optimistic  here  about  the  im- 
mediate and  far-reaching  future  of  medicine,  and 
particularly  psychiatry,  in  our  State.  It  is  true 
that  all  of  us  are  faced  with  a selling  job  to 
retain  medical  graduates  in  West  Virginia. 

In  October  and  November  we  had  two  junior 
students  (Wheeling  had  three)  here  under  a 
trial  selective  program  from  the  Department  of 
Psychiatry  at  the  Medical  Center.  The  results 
are  in;  and  enthusiasm  reigns  in  the  Department 
of  Psychiatry,  the  psychiatrists  in  Wheeling,  and 
the  psychiatrists  here  in  Huntington.  Why?  Be- 
cause the  students  have  returned  to  Morgantown 
and  have  initiated  our  selling  task  to  other  stu- 
dents there. 

One  of  the  reasons  for  my  personal  optimism 
is  that  I had  the  opportunity  to  visit  Doctor 
Spradlins  “shop”  (the  psychiatric  unit)  last 
month;  one  junior  student  in  the  Psychiatric 
Service  introduced  himself  to  me  and  stated  that 
he  was  interested  in  spending  a month  of  his 
senior  year  with  the  psychiatrists  in  Huntington. 

At  the  annual  dinner-dance  of  the  Cabell 
County  Medical  Society  on  December  13th,  our 
State  President,  Dr.  Maynard  P.  Pride,  told  us 
that  a selective  program  for  many  of  the  depart- 
ments at  the  Medical  Center  would  be  initiated 
in  July  1970. 

Roy  A.  Edwards,  Jr.,  M.  D., 
President,  West  Virginia 
District  Branch,  American 
Psychiatric  Association 

Huntington 

★ ★ ★ A 

CONSTRUCTIVE  NEEDLING 

I would  like  to  respond  as  an  individual  to 
the  letter  of  Dr.  R.  T.  Brandfass  in  The  West 
Virginia  Medical  Journal  (Vol.  65,  No.  12,  De- 
cember, 1969).  However,  if  the  Editor  will  per- 
mit, I will  disclaim  the  designation  of  “other 
side.”  Surely  our  mutual  concern  with  medical 


care  problems  in  West  Virginia  will  permit  me, 
and  Doctor  Brandfass  to  be  on  the  same  side. 

I regret  that  Doctor  Brandfass  regards  the 
invitational  meetings  of  the  Committee  on  Med- 
ical Education  and  Hospitals  as  all  “hot  air.”  As 
a matter  of  fact,  the  same  issue  of  The  Journal 
includes  the  announcement  of  the  organization 
of  the  Joint  Council  on  Teaching  Hospitals— a 
direct  result  of  the  work  of  the  parent  com- 
mittee. Admittedly,  this  is  still  a paper  organ- 
ization, but  the  interest  and  expectations  are 
high  and  the  Joint  Council  has  embarked  on  an 
important  project  concerning  student  experiences 
in  West  Virginia  hospitals. 

The  Curriculum  Committee  would  welcome 
Doctor  Brandfass’  specific  thoughts  regarding 
curriculum.  The  faculty  has  already  undertaken 
a major  revision  of  the  curriculum  which  will 
allow  more  flexibility  and  provide  varied  interest 
pathways  in  the  senior  year.  I sincerely  believe 
that  if  a student  feels  that  he  has  wasted  his  time 
on  any  of  the  clinical  services,  this  is  more  an 
indictment  of  the  student  than  of  the  department. 

I agree  with  Doctor  Brandfass  that  a student 
is  more  likely  to  return  or  stay  in  West  Virginia 
if  he  has  had  the  opportunity  to  see  the  many 
fine  facilities  available  in  the  State.  However, 
there  are  many  factors  that  determine  the  final 
practice  location  of  a physician.  Focusing  on  one 
determinant  is  an  oversimplification. 

I hope  we  can  lay  to  rest  once  and  for  all,  the 
old  saw  regarding  the  “paucity  of  clinical  ma- 
terial in  Morgantown.”  A perusal  of  admission 
statistics  and  diagnosis  just  will  not  support 
such  a conclusion.  In  any  event,  the  aim  of 
medical  education  should  be  that  process  by 
which  medical  students  leam  to  use  all  the  re- 
sources available  to  them  in  arriving  at  answers 
to  patient  problems.  Seeing  sheer  numbers  of 
patients  does  not  necessarily  guarantee  this  end 
result. 

I hope  Doctor  Brandfass  will  continue  to 
needle  constructively.  It’s  good  for  “hot  air.” 
David  Z.  Morgan,  M.  D. 
Assistant  Dean,  WVU 
School  of  Medicine 

Morgantown 

( Continued  on  Page  XVIII ) 
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GENERAL  NEWS 


Drs.  Talkington  and  Wiot  To  Speak 
At  103rd  Annual  Meeting 

Two  prominent  physicians  have  accepted  invitations 
to  appear  as  guest  speakers  at  the  103rd  Annual 
Meeting  of  the  West  Virginia  State  Medical  Associa- 
tion which  will  be  held  at  The  Greenbrier  in  White 
Sulphur  Springs,  August  20-22. 


Perry  C.  Talkington,  M.  D. 


Jerome  F.  Wiot,  M.  D. 


Dr.  Robert  J.  Fleming  of  Morgantown,  Chairman 
of  the  Program  Committee,  announced  that  Dr.  Perry 
C.  Talkington  of  Dallas,  Texas,  and  Dr.  Jerome  F. 
Wiot  of  Cincinnati,  have  accepted  invitations  to 
present  papers  during  the  three-day  meeting. 

Perry  C.  Talkington,  M.  D. 

Dr.  Perry  C.  Talkington,  Clinical  Professor  of  Psy- 
chiatry at  the  University  of  Texas  Southwestern 
Medical  School,  will  present  a paper  at  one  of  the 
three  general  scientific  sessions  and  also  will  speak 
before  an  afternoon  meeting  of  the  West  Virginia 
District  Branch,  American  Psychiatric  Association. 

Doctor  Talkington,  a native  of  Waco,  Texas,  was 
graduated  from  Baylor  University  and  received  his 
M.  D.  degree  in  1934  from  Baylor  University  College 
of  Medicine.  He  interned  at  Hammot  Hospital  in  Erie, 
Pennsylvania,  and  served  psychiatric  residencies  at 
hospitals  in  Massachusetts,  Pennsylvania  and  Texas. 

He  served  with  the  Medical  Corps  of  the  United 
States  Army,  1941-46,  and  was  Consultant  in  Psy- 
chiatry to  General  Patton’s  Third  Army  throughout  the 
European  Campaign. 

Doctor  Talkington  was  certified  by  the  American 
Board  of  Psychiatry  in  1942  and  he  has  been  in  the 
private  practice  of  psychiatry  from  1938  to  the  present 
time  except  during  the  war  years. 


He  is  currently  serving  as  Speaker  of  the  Assembly 
of  District  Branches  of  the  American  Psychiatric 
Association,  and  is  a member  of  the  Texas  Medical 
Association  and  the  American  College  of  Psychiatry. 

Jerome  F.  Wiot,  M.  D. 

Dr.  Jerome  F.  Wiot,  Professor  and  Director  of  the 
Department  of  Radiology  at  Cincinnati  General  Hos- 
pital, also  will  present  a paper  before  one  of  the  three 
general  scientific  sessions. 

A native  of  Cincinnati,  Doctor  Wiot  was  graduated 
from  the  University  of  Cincinnati  and  received  his 
M.  D.  degree  in  1953  from  the  University  of  Cin- 
cinnati College  of  Medicine.  He  interned  and  served 
a residency  in  radiology  at  Cincinnati  General  Hos- 
pital. He  engaged  in  general  practice  in  Wyoming, 
Ohio,  for  a period  of  two  years  prior  to  entering 
residency  training. 

He  was  certified  by  the  American  Board  of  Radiology 
in  1959  and  that  same  year  joined  the  facility  of  the 
University  of  Cincinnati  College  of  Medicine.  He 
was  serving  as  Professor  of  Radiology  until  he  ac- 
cepted his  current  position  in  1968. 

Doctor  Wiot  is  a member  of  the  Ohio  State  Medical 
Association,  the  American  Medical  Association,  Ameri- 
can College  of  Radiology,  and  the  Radiological  Society 
of  North  America. 

He  is  the  co-author  of  two  books  and  has  con- 
tributed a number  of  scientific  articles  to  professional 
journals. 

AMA  President  Honor  Guest 

Doctor  Fleming  announced  previously  that  Dr. 
Walter  C.  Bornemeier  of  Chicago,  President  Elect  of 
the  American  Medical  Association,  has  accepted  an 
invitation  to  appear  as  a speaker  at  the  first  session 
of  the  Association’s  House  of  Delegates  on  Wednesday 
afternoon,  August  19. 

Doctor  Bornemeier  will  be  installed  as  President 
of  the  AMA  at  the  Annual  Meeting  in  June. 

Business  Meetings  Scheduled 

The  Pre-Convention  Meeting  of  the  Council  will  be 
held  on  Wednesday  morning,  August  19. 

The  first  session  of  the  House  of  Delegates  will  be 
held  on  Wednesday  afternoon,  and  the  final  session  on 
Saturday  afternoon,  August  22. 

Further  details  concerning  the  103rd  Annual  Meet- 
ing at  The  Greenbrier  will  be  announced  in  future 
issues  of  The  Journal. 
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Hancock  Society  Admits  Students 
As  Associate  Members 

The  Hancock  County  Medical  Society  has  taken 
steps  to  strengthen  relationships  with  students  from 
the  county  by  offering  them  associate  membership  in 
the  Society. 

The  second  medical  student-physician  dinner  meet- 
ing sponsored  by  the  Society  was  held  in  January 
in  Weirton.  The  following  students  were  present: 

James  Barone,  Jefferson  Medical  College  of  Phil- 
adelphia; Meredith  C.  Clubb,  Northwestern  Univer- 
sity Medical  School;  Robert  Bushman  and  Dale  Luke- 
tich,  West  Virginia  University  School  of  Medicine; 
and  Larry  Phillips,  Princeton  University. 

Dr.  Ray  S.  Greco,  President  of  the  Society,  said 
that  as  associate  members,  the  medical  students  will 
be  entitled  to  attend  meetings  of  the  Society  and 
participate  as  nonvoting  members;  and  will  be  kept  in- 
formed of  matters  of  importance  to  the  practice  of 
medicine  at  the  local,  state  and  national  levels.  It  is 
believed  that  this  is  the  first  time  in  the  history  of 
the  West  Virginia  State  Medical  Association  that  such 
recognition  has  been  extended  to  medical  students. 

The  medical  students  were  invited  to  visit  the  Weir- 
ton General  Hospital  to  observe  how  medical  care 
is  provided  to  the  community. 

EEG  Course  in  Washington 
September  14-16 

A postgraduate  course  on  “Current  Practice  of 
Clinical  Electroencephalography”  will  be  held  in 
Washington,  D.  C.,  next  September  14-16. 

The  course,  sponsored  by  the  American  Electro- 
encephalographic  Society,  is  designed  to  review  the 
principal  applications  of  the  EEG  to  clinical  medical 
practice. 

Interested  physicians  may  obtain  additional  details 
by  contacting  Dr.  Donald  W.  Klass,  EEG  Course  Di- 
rector, The  Mayo  Clinic,  Rochester,  Minnesota  55901. 

American  Cancer  Society  Lists 
Seminar  in  Las  Vegas 

The  American  Cancer  Society  will  sponsor  the  12th 
Annual  Cancer  Seminar  in  Las  Vegas,  Nevada,  May 
4-5. 

Ten  leading  physicians  from  throughout  the  United 
States  have  accepted  invitations  to  speak  at  the  meet- 
ing. Topics  will  include  leukemias  and  lymphomas; 
head  and  neck  chemotherapy;  use  of  chemotherapeutic 
agents;  mammography  and  thermography;  and  termi- 
nal patient  management. 

The  physician  registration  fee  will  be  $25.00.  The 
program  has  been  approved  for  12  hours  of  credit  by 
the  American  Academy  of  General  Practice. 

Additional  information  may  be  obtained  by  writing 
to  Nevada  Division,  American  Cancer  Society,  301 
South  Highland  Drive,  Las  Vegas,  Nevada. 


Stale  Department  of  Health  Receives 
German  Measles  Vaccine 

The  West  Virginia  State  Department  of  Health  has 
just  received  its  first  allocation  of  (German  measles) 
vaccine  as  part  of  a proposed  five-year  program  to 
control  rubella. 

Some  rubella  cases  occur  each  year;  however,  wide- 
spread epidemics  in  the  United  States  usually  occur 
every  six  to  nine  years.  Our  last  major  rubella  epi- 
demic, in  1964,  was  the  largest  in  almost  30  years. 
As  a result  of  the  1964  experience,  it  is  estimated  that 
20,000  to  30,000  infants  were  born  with  severe  birth 
defects.  Should  the  six  to  nine-year  rubella  epidemic 
cycle  persist,  we  can  expect  to  see  another  increase 
in  the  German  measles  case  load  as  early  as  1970  or 
as  late  as  1973. 

Preventing  infection  of  the  fetus  is  the  principal 
objective  of  rubella  control.  The  best  means  of  pro- 
tecting the  fetus  is  by  reducing  the  likelihood  of 
rubella  virus  infection.  This  can  best  be  done  by  eli- 
minating the  infection  in  children  who  are  the  prin- 
cipal reservoirs  and  carriers  of  the  disease. 

Most  cases  of  rubella  are  in  school-age  children 
and  occur  most  frequently  during  the  winter  and 
spring  months.  Almost  57  per  cent  of  the  cases  occur 
in  the  five  through  nine  age  group. 

Our  current  allocation  of  32,000  doses  of  rubella 
vaccine,  a third  of  which  will  be  in  multidose  vials 
and  used  in  problem  areas,  represents  less  than  10 
per  cent  of  the  need  in  West  Virginia.  The  same  situa- 
tion exists  throughout  the  United  States.  However, 
some  additional  federal  support  may  be  forthcoming 
should  the  Yarborough  Bill  pass  Congress. 

So  that  our  overall  rubella  program  will  not  suffer, 
the  State  Health  Department  has  requested  funds  from 
the  State,  while  the  Appalachian  Program  is  also  try- 
ing to  secure  rubella  funds. 

There  has  been  a tremendous  decline  in  the  rubeola 
case  load,  but  the  problem  is  still  with  us.  West 
Virginia  reported  14,872  cases  of  measles  in  1965; 
5,580  cases  of  measles  in  1966  (down  over  73  per  cent 
from  1965);  1,486  cases  of  measles  in  1967  (cjown  al- 
most 74  per  cent  from  1966);  and  337  cases  of  measles 
in  1968  (down  over  77  per  cent  from  1967). 

According  to  the  Public  Health  Service,  there  is  still 
a definite  need  to  vaccinate  a large  portion  of  our 
population  against  polio.  We  must  continue  to  stress 
the  urgency  of  early  immunization  and  total  protection 
for  our  population,  or  polio  can  again  become  a tragic 
problem.  From  a purely  economic  standpoint,  we 
save  over  $20,000  for  each  case  of  paralytic  polio  that 
is  prevented. 

In  the  one  through  fourteen  age  group,  almost  20 
per  cent  (88,371)  of  West  Virginia’s  children  have  never 
received  oral  polio  vaccine,  while  nearly  12  per  cent 
(56,841)  have  not  completed  the  series.  The  major 
problem  is  in  the  one  through  four  age  group  where 
almost  25  per  cent  of  our  children  (27,170)  are  unpro- 
tected, while  nearly  17  per  cent  (18,666)  have  not 
completed  the  series. 
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Stoneburner  Lecture  at  MCV 
February  19-20 

The  Department  of  Continuing  Education  of  the 
Medical  College  of  Virginia  in  Richmond  has  an- 
nounced the  program  for  its  23rd  Annual  Stonebumer 
Lecture  Series,  which  will  be  held  February  19-20. 

This  year’s  program  will  be  on  hematology,  and  the 
Stoneburner  Lecturer  will  be  Dr.  James  H.  Jandl, 
Associate  Professor  of  Medicine  at  Harvard  University 
School  of  Medicine  and  Director  of  the  Thorndike 
Memorial  Laboratory  in  Boston. 

On  February  19,  Doctor  Jandl  will  speak  on  ‘‘Com- 
mon Metabolic  Disorders  of  Red  Cells.”  On  the  fol- 
lowing day  his  topic  will  be  “Alterations  and  Defects 
of  the  Red  Cell  Membrane.” 

Several  other  prominent  physicians  on  the  faculties 
of  MCV  and  other  medical  schools  will  be  speakers. 

Information  may  be  obtained  by  contacting  Miss 
Erma  Blanchard,  Department  of  Continuing  Educa- 
tion, School  of  Medicine,  Medical  College  of  Virginia, 
Richmond,  Virginia  23219. 


Many  Physicians  Now  Eligible 
For  SS  Benefits 

Many  self-employed  physicians  reached  an  impor- 
tant landmark  last  October.  With  their  earnings  cov- 
ered since  1965,  they  have  contributed  to  Social  Se- 
curity long  enough  to  be  insured  for  disability. 

Social  Security  disability  benefits  can  be  paid  to 
an  insured  person  under  65  who  has  a physical  or 
mental  impairment  so  severe  as  to  keep  him  from 
doing  any  substantial  work  for  a year  or  longer.  Pay- 
ments begin  after  a waiting  period  of  six  full  calendar 
months. 

Benefits  can  be  as  much  as  $218  a month  for  a dis- 
abled person  alone  and  up  to  $434.40  a month  for  a 
family.  Self-employed  physicians  disabled  in  the 
immediate  future,  however,  would  probably  not  yet 
be  eligible  for  these  maximums  since  their  earnings 
have  been  covered  by  Social  Security  for  a relatively 
short  time.  Benefits  are  figured  from  a person’s  aver- 
age covered  earnings  over  a period  of  years. 

“This  disability  protection  can  be  a valuable  supple- 
ment to  the  physician’s  private  insurance,”  said  Ber- 
nard Popick,  director  of  Social  Security’s  disability 
program.  “It  is  part  of  the  total  Social  Security  pack- 
age of  protection — disability,  retirement,  survivors  and 
health  insurance — toward  which  the  physician  has 
been  contributing.” 


Dr.  Hale  Honored  by  Newspaper 

Dr.  Daniel  Hale  of  Princeton  has  been  honored  as 
“West  Virginian  of  the  Year”  by  Charleston’s  Sunday 
newspaper,  the  Gazette-Mail. 

A noted  conservationist,  Doctor  Hale  was  one  of 
the  prime  movers  in  the  Brush  Creek  Watershed  pro- 
ject and  has  also  been  an  active  figure  in  the  South- 
ern West  Virginia  Regional  Health  Council. 

“Doctor  Hale’s  creative  efforts  for  our  people  and 
our  land  have  enriched  our  State,”  U.  S.  Sen.  Jen- 
nings Randolph  commented. 


Dr.  Albert  Esposito  To  Lecture 
At  New  York  Hospital 

Dr.  Albert  C.  Esposito  of  Huntington  will  be  among 
guest  speakers  at  the  43rd  Annual  Clinical  Conference 
of  the  New  York  Eye  and  Ear  Infirmary,  which  will 
be  held  May  6-9  in  New  York  City. 

The  program  will  in- 
clude symposia  on  cata- 
ract surgery,  glaucoma, 
muscle  surgery,  corneal 
disease,  eye  tumors,  cyro- 
surgery,  plastic  surgery 
and  ocular  therapeutics  in 
ophthalmology,  as  well 
as  a varied  program  in 
ear,  nose  and  throat. 

Doctor  Esposito  will 
participate  in  a panel  on 
cataract  surgery  and  also 
will  present  a paper  on 
“The  Erisophake  Versus 
the  Capsule  Forceps.”  He 
is  a Past  President  of 
the  West  Virginia  State  Medical  Association  and  the 
West  Virginia  Academy  of  Ophthalmology  and  Otol- 
aryngology. At  the  present  time,  he  is  President  Elect 
of  the  Southern  Medical  Association. 

The  Huntington  physician  is  the  author  of  many 
papers  in  his  specialty  and  has  spoken  to  medical 
audiences  in  this  country  and  abroad. 

Additional  information  about  the  New  York  Eye 
and  Ear  Infirmary  program  may  be  obtained  by  writ- 
ing to:  Dr.  Gerald  G.  Pierce,  Conference  Registrar, 
New  York  Eye  and  Ear  Infirmary,  310  East  Four- 
teenth Street,  New  York  City,  New  York  10003. 


First  Year  Report  Published 
By  Regional  Council 

The  Journal  has  received  a copy  of  the  first  year’s 
report  on  the  activities  of  the  Southern  West  Virginia 
Regional  Health  Council.  The  program  is  defined  as 
a new  concept  in  comprehensive  health  care  planning. 

The  problem,  response,  structure  and  purpose  of 
the  program  are  explained  in  some  detail. 

At  the  end  of  the  first  year  five  of  the  on-going 
projects  had  been  funded  for  smother  year  of  activity. 
These  include:  Maternal  and  Child  Health,  Child 

Heart  Screening,  Public  Health  Education,  Vaccina- 
tion, and  24-Hour  Referral  and  Information  Service. 
The  total  amount  committed  was  $1,427,343.  It  is 
expected  that  other  on-going  projects  will  be  funded 
shortly. 

All  of  these  projects  and  others  are  described  in  the 
report  and  interested  parties  may  obtain  a copy  of  the 
report  by  writing  to  the  Southern  West  Virginia 
Regional  Health  Council,  Route  2,  Box  382,  Bluefield, 
West  Virginia  24701. 


Albert  C.  Esposito,  M.  D. 
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New  Association  Members 

Dr.  Nonita  V.  Bernadez,  Box  156,  Pt.  Pleasant 
(Mason).  Doctor  Bernadez,  a native  of  the  Philip- 
pines, received  her  M.  D.  degree  in  1949  from  the 
University  of  Santo  Tomas.  She  interned  at  the  Uni- 
versity of  Santo  Tomas  Hospital  and  served  residencies 
at  the  Bureau  of  Hospitals  and  the  National  Mental 
Hospital  in  the  Philippines.  Her  specialty  is  psy- 
chiatry. 

* * * * 

Dr.  Robert  O.  Canada,  Jr.,  The  Greenbrier  Clinic, 
White  Sulphur  Springs  (Greenbrier  Valley).  Doctor 
Canada,  a native  of  Grottoes,  Virginia,  received  his 
M.  D.  degree  in  1937  from  the  University  of  Virginia 
School  of  Medicine.  He  interned  at  the  University  of 
Virginia  Hospital  and  had  postgraduate  training  at 
the  Bellevue  Division  of  Cornell  Medical  School  in 
New  York  City.  Doctor  Canada  served  in  the  Medical 
Corps  of  the  United  States  Navy  for  31  years  and 
retired  in  August  1969  with  the  rank  of  Rear  Admiral. 
He  was  previously  located  at  the  National  Naval 
Center  in  Bethesda,  Maryland,  and  his  specialty  is 
internal  medicine. 

* * * ■* 

Dr.  E.  Richard  Dorsey.  212  First  Huntington  National 
Bank  Building,  Huntington  (Cabell).  Doctor  Dorsey, 
a native  of  Huntington,  attended  Marshall  University 
and  received  his  M.  D.  degree  in  1965  from  the  West 
Virginia  University  School  of  Medicine.  He  interned 
at  the  Medical  College  of  Virginia  Hospitals  and 
served  a residency  at  Duke  University  Medical  Center. 
He  served  as  a Captain  in  the  Medical  Corps  of  the 
United  States  Air  Force,  1966-68,  and  he  is  engaged 
in  general  practice. 

★ k k 

Dr.  Norberto  A.  Fontana,  Oceana  Medical  Center, 
Oceana  (Wyoming).  Doctor  Fontana,  a native  of 
Argentina,  received  his  M.  D.  degree  in  1952  from  the 
Buenos  Aires  University  School  of  Medicine.  He 
interned  at  William  McKinley  Memorial  Hospital  in 
Trenton,  New  Jersey,  and  served  residencies  at 
Charleston  General  Hospital  and  Thomas  Memorial 
Hospital  in  South  Charleston.  He  is  engaged  in  general 
practice. 

k ★ k k 

Dr.  Ernst  Jokl,  Virginia  and  Brooks  Streets,  Charles- 
ton (Kanawha).  Doctor  Jokl,  a native  of  Germany, 
received  his  M.  D.  degree  in  1930  from  the  University 
of  Breslau  Medical  School.  He  interned  at  the  Uni- 
versity of  Breslau  Hospital  and  served  residencies  at 
that  hospital  and  at  Witwatersrand  Hospital  in  South 
Africa.  He  served  as  a Captain  in  the  Medical  Corps 
of  the  South  African  Army,  1940-45.  His  specialty  is 
pathology. 

k k k k 

Dr.  Robert  E.  O’Connor,  1306  Kanawha  Boulevard, 
East,  Charleston  (Kanawha) . Doctor  O’Connor,  a 
native  of  Charleston,  was  graduated  from  Princeton 
University  and  received  his  M.  D.  degree  in  1984  from 
Harvard  Medical  College.  He  interned  at  North  Caro- 
lina Memorial  Hospital  and  served  a residency  at  the 


Massachusetts  Eye  and  Ear  Infirmary  in  Boston.  He 
served  with  the  United  States  Navy,  1957-60,  and  his 
specialty  is  ophthalmology. 

★ 'it  it  'it 

Dr.  Pablo  M.  Pauig,  State  Department  of  Mental 
Health,  Charleston  (Kanawha) . Doctor  Pauig,  a native 
of  the  Philippines,  received  his  M.  D.  degree  in  1957 
from  Manila  Central  University.  He  interned  at  St. 
Joseph’s  Hospital  in  Lowell,  Massachusetts,  and  served 
residencies  at  hospitals  in  New  York  and  Ohio.  He 
previously  was  located  in  Dayton,  Ohio,  and  his 
specialty  is  psychiatry. 

k k k k 

Dr.  Rogelio  G.  Pena,  Barboursville  State  Hospital, 
Barboursville  (Cabell).  Doctor  Pena,  a native  of 

Mexico,  received  his  M.  D.  degree  in  1955  from  the 
University  of  Nuevo  Leon  School  of  Medicine.  He 
interned  at  Holy  Cross  Hospital  in  Chicago  and  is 
engaged  in  general  practice. 

k k k k 

Dr.  Alfred  K.  Pfister,  25  Brooks  Medical  Building, 
Charleston  (Kanawha).  Doctor  Pfister,  a native  of 

Wheeling,  was  graduated  from  Washington  and  Jeffer- 
son College  and  received  his  M.  D.  degree  in  1962  from 
the  George  Washington  University  School  of  Medi- 
cine. He  interned  at  the  Bowman  Gray  School  of 
Medicine  and  served  residencies  at  Charleston  Mem- 
orial Hospital  and  the  University  of  Colorado  Medical 
School.  He  served  for  two  years  as  a Lieutenant 
Commander  with  the  United  States  Public  Health 
Service  and  his  specialty  is  internal  medicine. 

* * * * 

Dr.  Herbert  L.  Pope,  The  Greenbrier  Clinic,  White 
Sulphur  Springs  (Greenbrier  Valley).  Doctor  Pope, 
a native  of  Memphis,  Tennessee,  was  graduated  from 
Memphis  State  University  and  received  his  M.  D. 
degree  in  1959  from  the  University  of  Tennessee  Col- 
lege of  Medicine.  He  interned  and  served  a residency 
at  the  Naval  Hospital  in  St.  Albans,  Long  Island,  New 
York.  He  served  as  a Commander  with  the  Medical 
Corps  of  the  United  States  Navy,  1960-69,  and  his 
specialty  is  radiology. 

k k k k 

Dr.  Norman  Samuels,  215  S.  Louisiana  Avenue, 
Martinsburg  (Eastern  Panhandle) . Doctor  Samuels, 
a native  of  Cape  Town,  South  Africa,  received  his 
medical  degree  in  1951  from  the  University  of  Cape 
Town.  He  interned  at  Groote  Schuur  Hospital  in 
Cape  Town  and  served  residencies  at  that  Hospital 
and  several  hospitals  in  England.  He  previously  was 
located  in  Poolar,  Montana,  and  his  specialty  is  sur- 
gery. 

* * * * 

Dr.  Elmer  T.  Vega,  First  Huntington  National  Bank 
Building,  Huntington  (Cabell).  Doctor  Vega,  a native 
of  Bolivia,  received  his  M.  D.  degree  in  1957  from  the 
University  of  San  Simon  School  of  Medicine.  He 
interned  at  St.  Mary’s  Hospital  in  East  St.  Louis, 
Illinois,  and  served  residencies  at  Polyclinic  Hospital 
in  Cleveland  and  McGill  University  in  Montreal, 
Canada.  He  previously  was  located  at  the  Bluefield 
Sanitarium  and  his  specialty  is  anesthesiology. 
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Winter  Meeting  of  the  Council 
In  Charleston  on  January  11 

The  Winter  Meeting  of  the  Council  was  held  at  The 
Daniel  Boone  Hotel  in  Charleston  on  Sunday,  January 
11,  1970,  with  the  Chairman,  Dr.  Richard  W.  Corbitt 
of  Parkersburg,  presiding. 

Dr.  Frank  J.  Holroyd  of  Princeton,  Chairman  of  the 
Legislative  Committee,  reported  that  a meeting  of 
the  Committee  had  been  held  on  Saturday  afternoon, 
January  10.  He  said  Gov.  Arch  A.  Moore,  Jr.,  had 
included  in  his  call  to  the  Legislature  a record  187 
items,  15  of  which  were  of  interest  to  the  medical 
profession.  Doctor  Holroyd  said  it  was  not  possible 
for  members  of  the  Committee  to  act  upon  most  of 
the  bills  since  they  were  not  available  at  the  time 
of  the  meeting. 

The  Council  decided  to  give  its  full  support  to 
legislation  relating  to  the  Uniform  Anatomical  Gift 
Act,  but  deferred  action  on  other  bills  until  they  have 
been  drafted  and  available  for  study. 

Doctor  MacDonald  Named  Trustee 

It  was  reported  that  Dr.  Daniel  N.  Barber  of 
Charleston  had  resigned  as  Trustee  of  the  West 
Virginia  State  Medical  Association’s  Employee  Benefit 
Plan.  Doctor  Barber  had  served  in  this  position  since 
the  Plan  was  established  in  1961. 

Dr.  Kenneth  G.  MacDonald  of  Charleston,  Treasurer 
of  the  State  Medical  Association,  was  elected  to  suc- 
ceed Doctor  Barber. 

Election  of  Honorary  Members 

The  following  physicians  were  elected  to  honorary 
membership  in  the  State  Medical  Association: 


Name 

Address 

Society 

Arthur  S.  Jones 

Huntington 

Cabell 

Thelma  V.  Owen 

Huntington 

Cabell 

S.  G.  Davidson 

Bluefield 

Mercer 

J.  G.  Thoner 

Wheeling 

Ohio 

R.  G.  Broaddus 

Beckley 

Raleigh 

Orient  Adventure  Approved 

A representative  of  International  Travel  Advisors 
Inc.,  of  St.  Louis,  appeared  before  Council  to  discuss 
a proposed  14-day  trip  to  Tokyo  and  Hong  Kong. 

He  said  members  of  the  State  Medical  Association 
and  their  families  would  fly  first  class  on  a chartered 
707  Jet,  departing  on  May  26  from  Dulles  Airport  in 
Washington,  D.  C.  He  said  many  other  medical  and 
bar  associations  had  already  taken  advantage  of  the 
tour. 

It  was  stressed  that  the  Association  would  not  be 
obligated  in  any  way  and  that  the  travel  agency  would 
take  care  of  all  the  administrative  details. 

The  Council  voted  to  permit  the  Agency  to  send 
information  concerning  the  May  tour  to  members  of 
the  Association. 

Report  of  Medical  Economics  Committee 

Drs.  Worthy  W.  McKinney  of  Beckley,  Harry  S. 
Weeks,  Jr.,  of  Wheeling,  and  George  R.  Callender,  Jr., 
of  Charleston,  presented  reports  on  recent  meetings 


with  officials  of  the  State  Division  of  Vocational  Re- 
habilitation. It  was  reported  that  meetings  had  been 
held  in  December  and  again  in  early  January  with 
Mr.  Thorold  S.  Funk,  the  Director,  and  members  of 
his  staff.  The  meetings  were  reported  to  have  been 
most  cordial  and  the  rehabilitation  officials  had 
agreed  to  work  closely  with  physicians  in  solving 
existing  problems. 

Doctor  Callender  reported  there  continued  to  be 
dissatisfaction  with  CHAMPUS,  the  program  for  de- 
pendents of  men  serving  with  the  Armed  Forces.  The 
Council  voted  to  request  the  appropriate  council  of 
the  American  Medical  Association  to  review  the  exist- 
ing program. 

Report  of  Medical  Education  Committee 

A report  from  the  Committee  on  Medical  Education 
and  Hospitals  was  presented  to  the  Council  by  Dr. 
Daniel  Hamaty  of  Charleston,  a member  of  that  Com- 
mittee. 

Doctor  Hamaty  reviewed  briefly  the  Committee's 
activities  over  the  past  five  years  at  all  levels  of 
medical  education.  At  a meeting  on  December  7,  1969, 
in  Charleston,  Doctor  Hamaty  reported,  the  Com- 
mittee decided  to  shift  its  emphasis  to  continuing 
medical  education. 

It  was  the  recommendation  of  the  Committee  that 
the  thrust  of  the  West  Virginia  State  Medical  Asso- 
ciation’s efforts  in  continuing  medical  education  be  by 
means  of  patient  care  evaluation  methods.  Council 
accepted  this  recommendation  as  policy  and  authorized 
the  Committee  to  proceed  with  implementation  of  a 
program  along  these  lines. 

The  following  members  of  the  Council  were  present: 
Dr.  Richard  W.  Corbitt  of  Parkersburg,  Chairman; 
Dr.  Maynard  P.  Pride  of  Morgantown,  President;  Dr. 
George  R.  Callender,  Jr.,  of  Charleston,  President 
Elect;  Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  Vice 
President;  Dr.  Kenneth  G.  MacDonald  of  Charleston, 
Treasurer;  Dr.  Richard  E.  Flood  of  Weirton,  Junior 
Councilor  and  AMA  Delegate;  and  Drs.  Stephen  D. 
Ward  of  Wheeling;  William  T.  Lawson  of  Fairmont; 
George  A.  Curry  of  Morgantown;  S.  Elizabeth  Mc- 
Fetridge  of  Shepherdstown;  A.  Kyle  Bush  of  Philippi; 
J.  D.  H.  Wilson  of  Clarksburg;  Joseph  B.  Reed  of 
Buckhannon;  William  E.  Gilmore  of  Parkersburg; 
William  L.  Neal  of  Huntington;  Joseph  A.  Smith  of 
Dunbar;  A.  Thomas  McCoy  of  Charleston;  Worthy 
W.  McKinney  of  Beckley  and  John  J.  Mahood  of 
Bluefield;  and  Mr.  William  H.  Lively  of  Charleston, 
Executive  Secretary;  and  Mr.  Edward  D.  Hagan  of 
Charleston,  Executive  Assistant. 

The  meeting  also  was  attended  by  Dr.  Frank  J. 
Holroyd  of  Princeton,  AMA  Delegate;  Dr.  Thomas  G. 
Reed  of  Charleston,  AMA  Alternate;  Dr.  N.  H.  Dyer, 
Director,  State  Health  Department;  Dr.  Mildred  M. 
Bateman,  Director,  State  Department  of  Mental 
Health;  Dr.  L.  J.  Pace  of  Princeton,  a Past  President: 
Dr.  Daniel  Hamaty  of  Charleston,  member  of  the 
Medical  Education  Committee;  Dr.  E.  Richard  Dorsey 
of  Huntington;  and  Mr.  James  S.  Imboden  of  Col- 
umbus, AMA  Field  Representative. 
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Are  Your  Disabled  Patients  Missing 
Out  on  Monthly  SS  Benefits? 

West  Virginia  physicians  can  help  patients  with 
medical  disabilities  by  reminding  them  that  they  may 
be  eligible  for  Social  Security  disability  payments. 

According  to  Paul  L.  Jefferson,  Social  Security  Dis- 
trict Manager  in  Charleston,  many  disabled  patients 
in  West  Virginia  are  missing  out  on  benefits  due  them 
under  the  Social  Security  disability  program  because 
they  do  not  apply.  In  recent  study,  some  nine  per 
cent  of  the  qualified  applicants  lost  some  cash  bene- 
fits they  would  have  received  if  they  had  applied 
earlier.  Mr.  Jefferson  believes  that  some  qualified 
patients  fail  to  apply  at  all,  and  thus  lose  out  entirely. 

Under  the  Social  Security  disability  program, 
monthly  benefits  go  to  disabled  workers  under  age 
65  and  their  dependents.  The  amount  depends  on  the 
patient’s  previous  average  earnings  and  on  the  num- 
ber of  his  or  her  dependents.  Children  are  eligible 
for  benefits  on  either  disabled  parent’s  record. 

The  amount  of  the  disabled  person’s  benefit  is  the 
same  as  his  old-age  insurance  benefit  would  be  if 
he  were  age  65.  Benefits  last  as  long  as  the  disability 
continues.  This  may  be  as  little  as  a year  or  the  rest 
of  his  or  her  life. 

Ordinarily,  benefits  start  after  the  applicant  has 
been  disabled  for  six  full  calendar  months;  however, 
he  should  file  for  benefits  as  soon  as  possible  after 
he  becomes  disabled.  Filing  in  the  first  month  of  dis- 
ability would  not  be  too  soon.  If  a patient  files  late, 
he  may  receive  retroactive  benefits  for  12  months,  but 
no  more.  Thus,  if  he  files  more  than  a year  after 
benefits  would  have  been  due  him,  he  will  have  lost 
out  on  payments  to  which  he  would  have  been  entitled. 

A patient  is  considered  disabled  if  he  has  a physical 
or  mental  condition  or  a combination  of  both  which 
prevents  him  from  doing  any  substantial  gainful  work 
and  this  condition  is  expected  to  last  (or  has  lasted) 
for  at  least  12  months. 

In  addition  to  his  medical  record,  a patient’s  age, 
education,  training  and  work  experience  may  also  be 
considered  in  deciding  whether  he  is  capable  of  per- 
forming work. 

Disability  is  evaluated  at  a State  agency  by  local 
physicians  working  on  teams  with  vocational  rehabili- 
tation experts.  In  determining  disability,  the  State 
agency  physicians  review  reports  from  private  phy- 
sicians, consultants,  hospitals  and  laboratories. 

Cash  payments  also  are  made  to  disabled  children 
and  disabled  widows  if  certain  requirements  are  met. 
Generally,  a son  or  daughter  disabled  in  childhood 
(before  age  18)  may  be  eligible  for  benefits  as  soon 
as  one  of  his  parents  begins  getting  retirement  or 
disability  benefits  or  dies  (after  having  worked  long 
enough  under  the  law  to  make  payments  possible). 

Disabled  widows,  dependent  widowers,  and  in  some 
instances  a surviving  divorced  wife  may  be  eligible 
for  benefits  if  they  are  at  least  age  50. 

Most  working  Americans  and  their  dependents  have 
protection  under  the  Social  Security  disability  program. 


Any  Social  Security  office  can  advise  a patient  about 
his  rights  under  the  law  and  help  him  apply  for  bene- 
fits due  him. 


April  I Deadline  Is  Set 
For  Heart  Grants 

The  West  Virginia  Heart  Association  is  accepting 
applications  for  grants-in-aid  from  investigators  in 
the  cardiovascular  field  in  West  Virginia.  Deadline 
for  receipt  of  applications  is  April  1. 

No  maximum  amount  for  individual  grants  has  been 
established,  but  requests  should  not  exceed  $3,000. 
Grants  are  not  restricted  to  any  particular  discipline, 
but  the  investigator  must  be  qualified  and  have  fa- 
cilities at  his  disposal  to  pursue  his  work. 

Applications  and  additional  information  may  be  ob- 
tained by  writing  to:  Mr.  Richard  J.  Bates,  Executive 
Director,  West  Virginia  Heart  Association,  211  35th 
Street,  S.  E.,  Charleston,  West  Virginia  25304. 


Arthritis  Foundation  Names 
Radio-TY  Director 

The  appointment  of  William  J.  Hoffman,  Jr.,  as  Radio 
and  Television  Director  for  The  Arthritis  Foundation 
was  announced  recently  by  Dr.  William  S.  Clark, 
President  of  the  Foundation. 

Mr.  Hoffman  will  be  responsible  for  the  producing 
and  placing  of  audio  and  visual  materials  with  net- 
works and  local  broadcasting  stations.  He  also  will 
serve  as  liaison  representative  between  the  Founda- 
tion’s national  headquarters  and  its  77  local  chapters 
throughout  the  country  and  will  assist  them  in  radio 
and  television  public  information  campaigns. 

For  the  past  three  years  Mr.  Hoffman  has  been 
project  director  of  the  New  York  State  Technical 
Services  Program  which  disseminates  scientific  and 
technical  information  to  local  industry. 

As  a free-lance  writer  he  has  published  many 
articles  in  both  consumer  and  trade  magazines  and 
has  written  numerous  radio  and  television  scripts. 

Continuing  Education  Program 
At  Virginia  Univ. 

Several  activities  will  be  held  between  now  and 
April  in  the  University  of  Virginia  School  of  Medicine’s 
Continuing  Education  Program. 

An  announcement  from  the  School  lists  the  activi- 
ties as  follows: 

February  6 — The  Clinical  Microbiology  Conference 
and  Workshop. 

March  6 — Student  Cancer  Day. 

March  5 to  April  23 — Spring  Series  of  Thursday 
Afternoon  Lectures. 

April  10 — Swineford  Allergy  Conference. 

Additional  information  may  be  obtained  by  con- 
tacting: Continuing  Education  Program,  Dean’s  Office, 
School  of  Medicine,  Charlottesville,  Virginia  22901. 
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Dr.  Ellis,  Nutrition  Expert 
Joins  AMA  Staff 

Dr.  Effie  0.  Ellis,  nationally  known  for  her  work 
with  the  health  and  nutritional  problems  of  the  poor, 
will  join  the  American  Medical  Association  in  Feb- 
ruary in  an  important  new  post. 

According  to  Dr.  E.  B.  Howard,  AMA  Executive 
Vice  President,  Doctor  Ellis  will  report  directly  to 
him  as  Special  Assistant  for  Health  Services.  The 
position  is  newly-created. 

Doctor  Ellis,  of  Columbus,  Ohio,  most  recently  was 
Director  of  Maternal  and  Child  Health  for  the  Ohio 
State  Department  of  Health. 

Commenting  on  the  appointment,  Doctor  Howard 
said,  “The  AMA  is  extremely  fortunate  to  have  per- 
suaded Doctor  Ellis  to  accept  this  important  new  post. 
The  insight  that  she  will  bring  to  the  activities  of  the 
AMA’s  Committee  on  Health  Care  of  the  Poor,  as  well 
as  in  many  other  areas  of  concern,  will  be  of  vital 
importance.” 

Doctor  Howard  said  Doctor  Ellis’  selection  for  the 
full-time  position  had  been  approved  by  the  AMA 
Board  of  Trustees. 

“The  AMA  has  a commitment  to  do  everything  in 
its  power  to  meet  the  health  care  needs  of  every 
American,”  Doctor  Howard  said.  “Doctor  Ellis  will 
bring  to  us  a wealth  of  knowledge  and  experience 
about  the  special  needs  of  the  disadvantaged.” 

Doctor  Ellis  has  served  the  Federal  Government 
in  a number  of  capacities,  most  recently  as  chairman 
of  a panel  group  at  the  1969  White  House  Conference 
on  Food  and  Nutrition.  She  has  also  served  in  the 
Department  of  Health,  Education  and  Welfare  as  its 
first  Regional  Commissioner  for  Social  and  Rehab- 
ilitation Service,  and  Regional  Medical  Director  of 
HEW’s  Children’s  bureau,  both  in  Midwest  Region 
Five. 

Earlier,  Doctor  Ellis,  a native  of  Georgia,  served  the 
Ohio  Health  Department  as  a pediatrics  consultant. 

For  more  than  eight  years,  Doctor  Ellis  was  Direc- 
tor of  Medical  Education  and  house  pediatrician  at 
Provident  Hospital,  in  Baltimore.  It  was  here,  Doctor 


Ellis  said,  that  she  first  became  iamiliar  with  the  spe- 
cialized health  care  needs  of  the  poor. 

She  also  serves  on  state  advisory  committees  for 
crippled  children  and  school  health,  and  is  active  in 
the  Association  for  Maternal  and  Child  Health.  Fam- 
ily planning  is  one  of  her  major  concerns. 

A graduate  of  Atlanta’s  Spelman  College,  Doctor 
Ellis  has  a master’s  degree  in  biology  from  Atlanta 
University.  She  is  a graduate  of  the  University  of 
Illinois  Medical  School  and  served  her  internship  there 
at  University  Hospital.  She  also  served  a pediatrics 
residency  at  Massachusetts  General  Hospital  and  did 
additional  pediatrics  work  at  Johns  Hopkins  Univer- 
sity Medical  School. 

Doctor  Ellis  is  married  and  has  a daughter  and  two 
grandchildren. 

Applications  Being  Accepted 
For  Study  at  Mayo 

Applications  are  now  being  accepted  for  the  E.  V. 
Allen  Memorial  Scholarships,  open  to  junior  and  sen- 
ior medical  students  attending  medical  schools  in  the 
United  States  or  Canada.  The  scholarship  provides 
three  months  of  cardiovascular  study  at  The  Mayo 
Clinic,  as  well  as  $1,000  award. 

Deadline  for  applications  is  April  1.  Applicants 
will  be  notified  by  May  1. 

Brochures  may  be  obtained  by  writing  to  Minne- 
sota Heart  Association,  4701  West  77th  Street,  Edina, 
Minnesota  55435. 


Fifty  Year  Club 

West  Virginia  physicians  who  have  been  in  practice 
50  years  or  more  have  been  extended  an  invitation  to 
join  the  Fifty  Year  Club  of  American  Medicine. 

The  Club  sponsors  a luncheon  during  the  annual 
meetings  of  the  American  Medical  Association.  Dues 
are  $5  a year. 

Physicians  interested  in  joining  the  Club  should 
contact  Dr.  Davis  W.  Goldstein,  Secretary  and  Treas- 
urer, Fifty  Year  Club  of  American  Medicine,  100  South 
14th  Street,  Fort  Smith,  Arkansas  72901. 


Looking  Back  10  Years  . . . 


This  photograph  was  taken  during  a Committee  meeting  at  the  1960  Annual  Meeting  of  the  West  Virginia  State  Medical 
Association.  Pictured  left  to  right  are:  Drs.  Charles  Leonard  of  Elkins,  Maynard  Pride  of  Morgantown,  Albert  C.  Esposito 
of  Huntington,  Pat  A.  Tuckwiller  of  Charleston,  G.  Thomas  Evans  of  Fairmont,  and  Richard  W.  Corbitt  of  Parkersburg 


February,  1970,  Vol.  66,  No.  2 


63 


Virginia  Internists  Schedule 
Scientific  Meeting 

Specialists  in  internal  medicine  in  Virginia  will  hold 
a scientific  meeting  under  the  sponsorship  of  the 
American  College  of  Physicians  on  February  21  in 
Richmond,  Virginia. 

The  meeting  is  a regional  educational  session  aimed 
at  helping  the  College  members  in  Virginia  keep  in- 
formed on  new  developments  in  the  basic  and  clinical 
sciences  affecting  their  practices.  The  meeting  is  one 
of  39  the  College  is  holding  during  the  1969-70  academic 
year  throughout  the  country  and  in  Canada.  The 
College  has  been  sponsoring  these  meetings  annually 
since  1930. 

The  Virginia  meeting  is  under  the  general  direction 
of  Julian  R.  Beckwith,  Sr.,  of  Charlottesville,  Virginia, 
ACP  Governor  for  Virginia  and  Professor  in  the 
Department  of  Internal  Medicine,  University  of  Vir- 
ginia Medical  School. 


American  College  of  Physicians 
Slates  51st  Annual  Session 

The  51st  Annual  Meeting  of  the  American  College 
of  Physicians  will  be  held  in  the  ACP’s  headquarters 
city  of  Philadelphia,  April  12-17. 

Theme  for  the  meeting  will  be  “Biomedical  Engi- 
neering.” A special  committee  of  experts  in  this  field 
is  planning  various  presentations  to  make  this  subject 
more  easily  understood  by  the  practicing  internist. 

The  popular  television  programs  will  be  continued, 
and  panel  discussions  will  offer  the  clinician  practical 
and  useful  information.  “Meet  the  Professor”  sessions 
have  been  expanded  to  offer  more  ACP  members  an 
opportunity  to  participate. 

Information  about  the  meeting  may  be  obtained  by 
contacting  the  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pennsylvania. 


Hawaii  Medical  Association 
Plans  Annual  Meeting 

The  Hawaii  Medical  Association  has  announced  plans 
for  its  114th  Annual  Meeting,  which  will  be  held  in 
Honolulu,  May  5-9. 

The  scientific  program  is  being  built  around  a cen- 
tral theme  of  “Acid  Base,  Electrolyte  and  Water  Bal- 
ance.” Emphasis  will  be  placed  on  a review  of  basic 
and  practical  aspects,  as  well  as  on  new  concepts, 
of  diagnosis  and  treatment. 

Dr.  Gerald  D.  Dorman,  President  of  the  American 
Medical  Association,  will  present  a special  address. 

Physicians  interested  in  attending  the  meeting  may 
obtain  additional  information  by  writing  to  Dr.  Her- 
bert S.  Uemura,  Chairman  of  Scientific  Program, 
Hawaii  Medical  Association,  510  South  Beretania 
Street,  Honolulu,  Hawaii  96813. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

Feb.  8-9 — AMA  Cong,  on  Med.  Ed.,  Chicago.  . 

Feb.  14-18 — Am.  Acad,  of  Allergy,  New  Orleans. 

Feb.  25-March  1 — Am.  Col.  of  Cardiology,  New  Orleans. 
March  12-14 — Sou.  Soc.  of  Anes.,  Williamsburg,  Va. 
March  16-20 — Am.  Col.  of  Allergists,  Bal  Harbour,  Fla. 
March  20-21 — AMA  Cong,  on  Socio-Economics  of 
Health  Care,  Chicago. 

March  30-April  4 — Am.  Col.  of  Radiology,  Dallas. 
April  1-3 — Maryland  Medical,  Baltimore. 

April  6-8— Am.  Assn,  for  Thoracic  Surg.,  Washington. 
April  10-12 — Am.  Soc.  of  Int.  Med.,  Philadelphia. 
April  12-17 — ACP,  Philadelphia. 

April  13-16 — Am.  Acad,  of  Ped.,  Washington. 

April  12-18 — Am.  Col.  of  Ob.  & Gyn.,  New  York. 
April  15-18 — W.  Va.  Acad,  of  Oph.  & Otol.,  White 
Sulphur  Springs. 

April  16-17 — Carolinas-Virginias  Hosp.  Conf.,  Colum- 
bia, S.  C. 

April  19-23 — Am.  Assn,  of  Neurological  Surg.,  Wash- 
ington. 

April  24-26 — W.  Va.  Chap.,  AAGP,  Charleston. 

April  27-29 — Am.  Surg.  Assn.,  White  Sulphur  Springs. 
April  27-May  2 — Am.  Acad,  of  Neurology,  Miami 
Beach. 

April  29-May  2 — Am.  Ped.  Soc.,  Atlantic  City. 

May  11-15 — Am.  Psychiatric  Assn.,  San  Francisco. 

May  10-14 — Am.  Urological  Assn.,  Philadelphia. 

May  11-15 — Ohio  Medical,  Columbus. 

May  24-27 — Am.  Thoracic  Soc.,  Cleveland. 

May  25-27 — Am.  Gyn.  Soc.,  Hot  Springs,  Va. 

May  28-30 — Am.  Oph.  Soc.,  Hot  Springs,  Va. 

June  13-14 — Am.  Diabetes  Assn.,  St.  Louis. 

June  21-25 — AMA,  Chicago. 

July  17-18 — Rocky  Mtn.  Cancer  Conf.,  Denver. 

Aug.  20-22 — 103rd  Annual  Meeting,  W.  Va.  State  Medi- 
cal Association,  The  Greenbrier,  White  Sulphur 
Springs. 

Aug.  24-27 — Am.  Hosp.  Assn.,  Chicago. 

Sept.  11-19— Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  12-18 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  20-24 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 
Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-Oct.  1 — AAGP,  San  Francisco. 

Oct.  4-8 — Pa.  Medical,  Lancaster. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16 — ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago 
Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A.H.  Robins  Company,  /111  00  D IMC 
Richmond, Va.  23220  /I Tl  l/UDIIMj 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (Va  gr.),16.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (272  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4—1  capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


WVU  Medical  Center 
- News  - 


The  Sixth  Annual  Cancer  Teaching  Day  program 
will  be  held  March  20  and  21  in  the  Main  Auditorium 
of  the  Medical  Center. 


Sponsors  are  the  Charleston  Foundation,  the  Cancer 
Committee  of  the  West  Virginia  State  Medical  Asso- 
ciation, the  West  Vir- 
ginia Division  of  the 
American  Cancer  Society, 
the  Medical  Center,  and 
the  West  Virginia  Chap- 
ter of  the  American 
Academy  of  General  Prac- 
tice. The  program  has 
been  approved  for  four 
hours  of  Category  I 
credit  for  AAGP  mem- 
bers. 


Dr.  Alvin  L.  Watne, 
Professor  of  Surgery  at 
WVU,  said  the  guest 
speaker  will  be  Dr.  Colin 
G.  Thomas,  Jr.,  Professor 
and  Chairman  of  the  Department  of  Surgery  at  the 
University  of  North  Carolina  School  of  Medicine. 

Doctor  Thomas  will  present  three  papers  during 
the  meeting.  At  4 P.  M.  on  Friday,  he  will  give  the 
opening  lecture  on  "The  Biology  of  Thyroid  Cancer.” 

On  March  21,  he  will  speak  on  “Complementary 
Scanning  with  125  Iodide  and  75  Selenomethionine,” 
and  “Hormonal  Management  in  Thyroid  Cancer.” 

Several  member  of  the  faculty  of  the  Medical 
Center  also  will  speak.  In  addition  to  Doctor  Watne, 
they  will  include  Drs.  Clark  K.  Sleeth,  Richard  Cham- 
berlain, Stanley  Shane,  Richard  A.  Currie,  Bernard 
Zimmermann,  German  Lizarralde,  Joseph  Lancaster, 
and  Alptekin  Ucmakli. 

Doctor  Thomas,  the  guest  lecturer,  is  a native  of 
Iowa  City,  Iowa.  He  received  his  B.S.  and  M.D.  de- 
grees from  the  University  of  Chicago  and  served  an 
internship  and  residency  in  surgery  at  the  University 
of  Iowa  Hospital. 

He  was  a member  of  the  faculty  of  the  University 
of  Iowa  School  of  Medicine  until  1952,  when  he 
moved  to  the  University  of  North  Carolina. 

Doctor  Thomas  is  a Diplomate  of  the  American 
Board  of  Surgery,  is  a Fellow  of  the  American  College 
of  Surgeons,  and  holds  membership  in  many  other 
professional  organizations. 


Colin  G.  Thomas,  Jr.,  M.  I) 


Doctor  Chung  Is  Elected 

Dr.  Edward  K.  Chung,  Associate  Professor  of  Medi- 
cine, has  been  elected  by  the  American  College  of 
Cardiology  as  Governor  for  West  Virginia. 


• Compiled  from  material  furnished  by  the  Medical 
Center  News  and  Information  Services,  Morgan- 
town, West  Virginia. 


A Fellow  of  the  College 
since  1967,  Doctor  Chung 
will  be  installed  on  March 
1 for  a three-year  term  dur- 
ing the  group’s  19th  Annual 
Meeting  in  New  Orleans. 

Doctor  Chung  is  Physi- 
cian-in-Charge  of  the  Medi- 
cal Center’s  Electrovector- 
cardiographic  Laboratory  and 
he  was  originator  and  prin- 
cipal author  of  “Electrocar- 
diogram of  the  Month,” 
which  has  been  a feature  of 
The  West  Virginia  Medical 
Journal  for  the  past  several 
months. 

A 1957  graduate  of  Korea’s  Seoul  National  Univer- 
sity School  of  Medicine,  Doctor  Chung  is  the  author 
of  a book  entitled  "Digitalis  Intoxication.” 

Doctor  Chamberlain  Takes  Office 

Dr.  C.  Richard  Chamberlain,  Jr.,  Associate  Profes- 
sor of  Pathology,  took  office  on  January  1 as  President 
of  the  West  Virginia  Association  of  Pathologists. 

Doctor  Chamberlain  also  is  a member  of  the  Asso- 
ciation’s Board  of  Directors. 

Guest  Speakers 

Dr.  Robert  E.  Hyatt,  Associate  Professor  of  Physio- 
logy at  the  University  of  Minnesota’s  Mayo  Graduate 
School  of  Medicine,  presented  a lecture  at  the  Medical 
Center  on  January  16.  His  topic  was  “Mechanism  of 
Airway  Obstruction.” 

The  lecture  was  the  third  in  a series  of  Medical 
Center  programs  sponsored  by  the  Respiratory  Care 
Service  of  the  School  of  Medicine’s  Division  of  Anes- 
thesiology and  Department  of  Medicine.  Other  lec- 
tures are  scheduled  for  February  13  and  March  27. 

“Herpesvirus  Hominis — Type  2:  A Possible  Cause 
of  Cervical  Cancer”  was  the  subject  of  Dr.  William  E. 
Rawl’s  talk  at  the  Medical  Center  on  January  23. 

Doctor  Rawls  is  Associate  Professor  of  Epidemiology 
and  Virology  at  the  Baylor  University  College  of 
Medicine. 

Doctor  Rawls  spent  several  months  at  the  Appala- 
chian Regional  Hospital  in  Man  before  beginning  his 
residency  at  Mayo  Clinic. 


Edward  K.  Chung.  M.  D. 
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Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCI— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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The  Month 


in  Washington 


The  Internal  Revenue  Service  postponed  until  next 
January  1 one  provision  of  a new  requirement 
that  health  insurance  companies  report  to  the  IRS 
payments  of  $600  or  more  a year  to  a physician. 

The  delayed  provision  covers  payments  other  than 
under  Medicare  and  Medicaid.  Payments  of  $600  or 
more  under  these  government  programs  must  be  re- 
ported to  the  IRS.  A spokesman  said  the  reporting  of 
payments  other  than  under  the  government  programs 
was  delayed  for  a year  to  allow  further  time  for  work- 
ing out  compliance  procedures. 

The  IRS  regulation  applies  only  to  direct  payments 
to  physicians.  The  Senate  added  an  amendment  to  an 
omnibus  tax  bill  that  would  have  extended  the  re- 
quirement to  indirect  payments  also.  But  House-Sen- 
ate conferees  took  out  the  amendment. 

Another  provision  unfavorable  to  physicians  was 
knocked  out  of  the  tax  bill,  but  a third  was  retained. 

The  Senate  rejected  a proposal  that  would  have  re- 
stricted the  tax  advantages  gained  by  physicians  who 
organize  professional  corporations  under  state  laws 
to  establish  retirement  plans.  The  Senate  Finance 
Committee  had  added  an  amendment  that  would  have 
set  an  annual  limit  of  $2,500  per  individual,  the  same 
as  specified  under  the  so-called  Keogh  law.  But  the 
Senate,  by  a vote  of  65-25,  knocked  out  the  amend- 
ment, leaving  physicians,  lawyers,  engineers  and  other 
members  of  professional  corporations  able  to  set  aside 
as  much  of  their  income  for  retirement  as  they  choose. 

As  finally  passed  by  Congress,  the  measure  includes 
a provision  putting  congressional  approval  on  an  IRS 
ruling  that  advertising  revenue  of  medical  and  other 
non-profit,  tax-exempt  organizations  is  subject  to  the 
regular  corporate  income  tax.  Journals  of  state  medi- 
cal societies,  as  well  as  the  Journal  of  the  American 
Medical  Association,  are  affected. 

Medicare  Premium  To  Be  Increased 

Medicare’s  Part  B premium  partially  covering  phy- 
sicians’ fees  will  go  up  from  $4  to  $5.30  a month  next 
July  1. 

Health,  Education  and  Welfare  Secretary  Robert  H. 
Finch  blamed  his  predecessor  in  the  post,  Wilbur  J. 
Cohen,  for  the  size  of  the  32  per  cent  increase  in  the 
premium  which  is  matched  by  the  federal  government. 

Finch  noted  that  the  present  $4  premium  rate,  set  in 
December  1968,  was  too  low  to  cover  costs  during  the 
current  premium  period  and  that  the  special  Medical 
Insurance  Trust  Fund  has  been  drawing  on  its  reserves. 
He  said  that  failure  to  increase  the  premium  rate  last 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


December,  in  accordance  with  advice  from  Social  Se- 
curity Administration  actuaries  had  made  it  necessary 
now,  in  effect,  to  promulgate  two  increases  at  once. 
Moreover,  the  depletion  of  the  trust  fund  that  has 
occurred  because  of  the  inadequate  rate  had  made  it 
necessary,  he  said,  to  provide  for  a somewhat  higher 
margin  of  contingency  than  would  otherwise  be  nec- 
essary. 

About  half  the  increase,  64  cents,  was  needed  to 
finance  the  program  at  the  level  of  current  operations. 
The  other  66  cents  of  the  $1.30  increase  was  distributed: 

— 26  cents  to  cover  an  estimated  increase  of  about 
six  per  cent  in  the  level  of  physicians’  fees; 

— about  12  cents  to  cover  an  estimated  increase  of  two 
per  cent  in  the  utilization  of  services  under  the  pro- 
gram; 

— about  6 cents  because  the  $50  deductible  which 
a patient  pays  will  be  a smaller  proportion  of  the  total 
covered  charges; 

— the  remaining  22  cents  to  provide  a four  per  cent 
margin  for  contingencies. 

New  Mine  Safety  Law 

President  Nixon  signed  into  law  legislation  setting 
tough  federal  safety  standards  for  coal  mines. 

Although  he  had  reservations  about  a conflict  with 
state  workmen’s  compensation  laws,  President  Nixon 
said  “the  health  and  safety  provisions  of  this  act 
represent  an  historic  advance  in  industrial  practices.” 
He  also  cautioned  that  this  law  should  in  no  way 
“be  considered  a precedent  for  future  federal  admini- 
stration of  workmen’s  compensation  programs.” 

The  Secretary  of  Health,  Education  and  Welfare 
was  given  for  the  first  time  authority  to  set  health 
standards  for  mines.  Nixon  said  he  had  asked  that 
wherever  possible  the  disability  standards  under  the 
new  act  be  consistent  with  those  of  the  Social  Security 
disability  program. 

Pressure  for  the  legislation  started  building  up  after 
78  died  in  a mine  disaster  in  November,  1968,  at  Man- 
nington,  West  Virginia. 

The  AMA  supported  an  overall  Administration  bill 
on  occupational  health  and  safety,  and  pledged  the 
backing  of  the  nation’s  physicians  for  any  program 
“well  designed  to  improve  the  safety  and  health  of 
the  American  worker.” 
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THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D 
C.  D.  Hershey,  M.  D 
E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 
Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
Hugh  R.  Holtrop,  M.  D. 
Urology: 

Richard  D.  Gill,  M.  D. 

D.  C.  Trapp,  M.  D. 

Neurological  Surgery: 

Frank  M.  Hudson,  M.  D. 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 
Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 

Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Bryan,  M.  T. 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  con- 
vulsive therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and 
well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 
High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited 
through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  city  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Charles  W.  Neville,  Jr.,  M.  D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 
Area  Code  704-254-3201 
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THE  UNITEST  SYSTEM 
FOR  LABORATORIES 

These  features  combine  to  make  the  Unitest 
System  unique  clinical  testing  system: 

The  risk  of  human  error  common  to  multi-step 
laboratory  procedures  is  greatly  minimized  by 
the  Unitest  System.  Many  steps  have  been 
eliminated  from  every  test,  causing  an  equal 
reduction  in  the  possibility  of  manipulative  error. 

Each  lot  of  reagents  is  stabilized,  which  means 
they  will  perform  in  a reliable  and  reproducible 
manner  over  the  entire  clinical  range.  Since  the 
reagents  are  packaged  in  a stabilized  form,  the 
system  is  comparable  to  the  analytical  method 
utilizing  the  standard  curve. 

Pipetting  errors  and  problems  associated  with 
contamination  of  glassware  are  greatly  reduced 
by  pre-packaging  reagents  under  strict  and 
continuous  quality  control. 

The  Automatic  Pipette  with  disposable  tips  and 
Unitubes  greatly  reduce  the  possibility  of  error 
so  often  found  in  conventional  procedures. 
Scratched,  dirty,  contaminated  or  defective 
glassware  no  longer  threatens  accuracy. 

The  Unitest  System  meets  the  exacting  standards 
of  the  trained  medical  technologist  . . but  is 

designed  to  allow  assistants  with  less  training  to 
run  any  test  after  brief  instructions.  The  Unitest 
System  saves  time  . . . training  time,  operating 
time  and  cleanup  time  and  it  controls  costs  . . . 
whether  you  need  one  test  or  one  hundred,  you 
know  exactly  what  it  will  cost — you  won't 
waste  one  cent. 

Do  these  tests  in  your  own  office — blood  glucose 

. . . Cholesterol  . . . B.U.N.  . . . Uric  Acid  . . . 
Bilirubin  . . . Hemoglobin  . . . Total  Protein  . . . 
Globulin  . . . Alkaline  Phosphatase  . . . 
Creatinine  . . . Transaminase  (S.G.P.T.)  . . . 
Transaminase  (S.G.O.T.)  . . . 


Write  us  today  for  a demonstration  in  your  office. 


THE  MEDICAL  ARTS  SUPPLY 
COMPANY 


706-16  Fourth  Avenue  Phone:  522-8341 

HUNTINGTON,  WEST  VIRGINIA 


(Continued  from  Page  56) 

MORE  SUPPORT  NEEDED 

Your  December  issue  included  a letter  from 
another  Wheeling  physician  in  the  “Our  Readers 
Speak”  section.  In  this  letter,  the  content  and 
conclusions  with  which  I disagree  entirely,  the 
faculty  of  the  University  Medical  Center  was 
portrayed  as  being  indifferent  to  the  education 
of  its  students  and  the  health  needs  of  the  State. 
From  my  experience  with  the  faculty  of  one  de- 
partment at  the  Medical  Center  (Psychiatry) 
and  with  several  junior  medical  students  as- 
signed part  of  their  allotted  time  in  psychiatry 
to  the  Ohio  Valley  General  Hospital  in  Wheeling, 
I am  convinced  that  the  faculty  is  entirely  sin- 
cere in  its  plans  to  utilize  the  facilities  offered  by 
hospitals  elsewhere  in  the  State,  when  appro- 
priate, and  that  the  students  will  respond  with 
enthusiasm  to  the  variety  of  material  and  ap- 
proaches made  available  by  this  arrangement. 

This  truly  innovative  yet  closely  monitored 
organization  should  provide  the  University  Med- 
ical Center  and  satellite  hospitals  immediately 
with  increased  stature  and  render  it  competitive 
in  faculty  depth  and  steady  supply  of  the  widest 
range  of  clinical  material  with  the  most  presti- 
gious teaching  centers  in  the  country. 

This  program  will  not  only  prove  to  be  mu- 
tually beneficial  to  the  School  of  Medicine  and 
participating  hospitals  but  will  produce  a climate 
attractive  to  our  own  graduates  and  physicians 
from  other  areas  who  are  in  the  process  of 
selecting  a site  for  the  practice  of  general  medi- 
cine or  a specialty. 

I can  see  no  valid  reason  for  criticizing  the 
faculty  of  the  University  Medical  Center.  I 
strongly  urge  that  all  of  us  support  its  efforts 
toward  the  ultimate  objective  of  supplying  the 
best  medical  services  to  the  citizens  of  West 
Virginia. 

A.  L.  Wanner,  M.  D. 

Wheeling 


Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the 
insignia  of  the  West  Virginia  State  Medical 
Association,  is  kept  on  hand  at  all  times  at 
the  headquarters  offices  in  Charleston.  The 
price  of  each  emblem  is  $5.00  postpaid. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  regular  monthly  benefits  while  you  are  disabled) 

Q $10,000  MAJOR  HOSPITAL — for  member  and  family. 

□ $150,000  ACCIDENTAL  DEATH  & DISMEMBERMENT 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  while  you  are  disabled) 

□ A RETIREMENT  INVESTMENT  TRUST— The  "Wes-Trust"  Plan. 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDONOUGH-CAPERTON-SHEPHERD-GOLDSMITH 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  alwavs  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


County  Societies 


McDowell 

Dr.  R.  W.  Hansen  was  elected  President  of  the 
McDowell  County  Medical  Society  for  1970  during  a 
business  session  held  in  conjunction  with  the  Society’s 
annual  dinner  dance  at  the  Gary  Country  Club  on  Dec- 
ember 6. 

Other  officers  include:  Dr.  Guy  E.  Irvin,  Vice  Presi- 
dent; Dr.  J.  C.  Ray,  Secretary;  and  Dr.  Muhitten 
Ozbelli,  Treasurer. 

The  Society  voted  to  sponsor  subscriptions  to  The 
West  Virginia  Medical  Journal  for  seven  West  Virginia 
University  Medical  students  from  the  county. — J.  C. 
Ray,  M.  D.,  Secretary. 

* * * * 

MONONGALIA 

Dr.  Charles  E.  Andrews  of  Morgantown  was  in- 
stalled as  President  of  the  Monongalia  County  Medical 
Society  during  the  Society’s  regular  monthly  meeting 
in  Morgantown  on  December  2. 

Doctor  Andrews,  Provost  of  Health  Sciences  at  the 
West  Virginia  University  Medical  Center,  succeeds 
Dr.  Robert  Greco,  who  received  a standing  ovation 
for  his  leadership. 


Other  officers  who  will  serve  with  Doctor  Andrews 
during  the  coming  year  are:  Dr.  James  H.  Wiley, 

President  Elect;  Dr.  Edmund  B.  Flink,  Vice  President; 
Dr.  W.  Gene  Klingberg,  Secretary;  and  Dr.  John 
Trotter,  Treasurer. — James  H.  Wiley,  M.  D.,  President 
Elect. 


Cardiovascular  Specialists  Schedule 
Annual  Scientific  Session 

The  American  College  of  Cardiology,  the  national 
medical  society  for  specialists  and  research  scientists 
in  cardiovascular  diseases,  will  hold  its  19th  Annual 
Scientific  Session  February  25  through  March  1,  1970, 
in  New  Orleans,  Louisiana.  All  sessions  will  be  held 
at  The  Rivergate  Center. 

Major  scientific  symposia  will  include  such  topics 
as  surgery  for  complications  of  myocardial  infarctions, 
cardiac  valve  substitution  and  pulmonary  circulation. 
A new  feature  at  the  meeting  this  year  will  be  a core 
curriculum  in  clinical  cardiology  and  a self-assess- 
ment classroom. 

A special  group  of  panel  discussions,  called  Con- 
troversies in  Cardiology,  will  feature  discussions  by 
authorities  on  opposing  sides  of  current  issues.  Topics 
will  include  prevention  of  atherosclerosis,  homografts 
vs.  prosthetic  heart  valves,  alcoholic  heart  disease 
and  surgery  for  coronary  disease. 

Doctors  attending  ihe  meeting  will  also  have  a 
choice  of  20  evening  Fireside  Conferences,  21  lunch- 
eon panels,  and  many  other  activities. 


BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND 

STREET 

BLUEFIELD, 

W.  VA. 

SURGERY 

OBSTETRICS  & GYNECOLOGY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 
R.  S.  GATHERUM,  JR..  M.  D. 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN.  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D. 

Orthopedic: 

R.  R.  RAUB.  M.  D. 

INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  m.  d. 
KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR..  M.  D. 
C.  D.  PRUETT,  M.  D 
R.  O.  ROGERS.  JR.,  M.  D. 

Neurosurgery: 

E.  L.  GAGE,  M.  D. 

WM.  F.  HILLIER,  M.  D 

PATHOLOGY 

DAVID  F.  BELL.  JR..  M.D. 
JOHN  J.  BRYAN.  M.  D. 

Urology: 

T.  B.  BAER,  M.  D. 
STEVE  J.  MISAK,  M.  D 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

Eye,  Ear,  Nose  & Throat: 
F.  D.  WHITE,  M.  D. 

ANESTHESIOLOGY 

PEDIATRICS 

DAVID  H.  GATHERUM,  M.  D. 

GRADY  McRAE,  M.  D. 
E.  M.  SPENCER,  M.  D 

BUSINESS  MANAGER 

JAMES  L.  FOSTER 
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Ulcer 

Re- 

lief! 


Dicarbosil 


ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 

Internal  Medicine: 

John  E.  Lenox,  M.  D. 

Ernest  G.  Guy,  M.  D. 

Young  J.  Song,  M.  D. 

Pediatrics: 

Donald  F.  Manger,  M.  D. 

Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 

Broaddus  Hospital  Resident  Staff: 

Mario  M.  Rosales,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Teodoro  A.  Darvin,  M.  D. 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

James  P.  King,  M.  D.,  Director 
William  D.  Keck,  M.  D. 

Clinical  Director 
Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 

Card  McGraw,  Ph.  D. 

David  F.  Strahley,  Ph.  D. 

James  E.  Dublin,  Ph.  D. 

AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  109  E.  Main  Street,  Beckley,  W.  Va. 

525  Bland  St.,  Bluefield,  W.  Va.  Beckley  Mental  Health  Center 

David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 

Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.  D. 


Edward  E.  Cale,  M.  D. 
Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D. 
Delano  W.  Bolter,  M.  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 
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EXAMINING  & TREATMENT  TABLE 

BRINGS  POWERED  COMFORT  TO  BUSY  PHYSI- 
CIANS! The  Ritter  "75"  Examining  and  Treat- 
ment Table  has  been  designed  with  features  vitally 
important  to  the  physician  as  well  as  his  patients. 
The  Ritter  "75"  eliminates  bending  and  stooping. 
It  raises  . . . lowers  . . . tilts  at  the  touch  of  the 
exclusive  mobile  foot  control.  Top  sections  adjust 
with  ease  and  the  entire  table  provides  maximum 
efficiency  in  handling  patients  of  all  ages  and 
sizes.  AVAILABLE  IN  7 CUSHION  COLORS! 


bantam 


The  smallest  and  lowest  priced  Bovie  ever  pro- 
duced ...  a miniature  Bovie  electrosurgical  unit 
small  enough  for  wall  mounting  or  shelf  use  in  the 
doctor's  office.  Size  only  9"  x 12".  The  only  wall- 
mounted  unit  that  gives  you  two  distinct  spark- 
gap  generated  currents  . . . Electro-cutting  and 
Coagulation  . . . for  a full  range  of  minor  electro- 
surgical  procedures  helpful  in  daily  practice. 

HOSPITAL  & PHYSICIANS 
SUPPLY  CO. 


511  BROOKS  ST. 
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ARROWS  OF  MERCY — By  Philip  Smith,  Editor  of  the  pop- 
ular Canadian  magazine,  “Weekend,”  Toronto,  Canada. 

Doubleday  & Company,  Inc.,  Garden  City,  New  York.  Pp. 

44.  1969.  Price:  $5.95. 

Some  books  on  medical  history  are  so  endlessly 
detailed  and  referenced  as  to  be  unbearably  stodgy. 
F.ctlonalized  medical  history  lies  at  the  other  pole, 
gripping  but  not  always  accurate.  Philip  Smith  has 
struck  an  entertaining  and  informative  middleground 
in  ‘‘Arrows  of  Mercy.” 

Billed  in  the  introduction  by  Dr.  E.  M.  Papper  as 
an  account  of  the  development  of  curare,  the  book 
is  really  a potpourri  of  medical  history,  as  the  author 
digresses  charmingly  and  often  into  interesting  facets 
of  other  medical  and  scientific  discoveries.  He  pictures 
the  explorer  La  Condamine,  for  example,  returning 
to  France  from  South  America  in  1745  with  samples 
of  not  only  the  first  raw  samples  of  curare,  but  also 
those  of  rubber,  rotenone  and  platinum  as  well.  There 
is  the  colorful  account  of  E.  M.  Bancroft’s  part  as  bit 
player  in  the  curare  story,  including  his  role  as  a 
double  agent  in  the  Revolutionary  War,  so  highly  suc- 
cessful that  he  was  honored  by  both  sides  at  his  death. 
The  high  drama  of  ether’s  introduction  and  the  strange 
fate  of  the  principals  involved;  the  connection  between 
the  inventor  of  the  Colt  .45  and  nitrous  oxide;  the 
near  discovery  of  an  oral  contraceptive  used  by  “bach- 
elor girls  of  the  forest”  during  the  search  for  the 
recipe  for  curare,  or  woorali  as  it  was  called — all 
these  and  a hundred  other  fascinating  tales  are  seeded 
through  the  story. 

The  great  stamina  and  bravery  of  Richard  Gill  who 
brought  back  the  first  workable  stores  of  tarry  raw 
curare  from  the  jungles  deep  ip  central  Ecuador  and 
the  perceptiveness  and  persistence  of  Dr.  Harold  Grif- 
fith in  recognizing  the  value  of  curare  and  introducing 
it  into  clinical  practice  hold  the  reader  as  tightly 
bound  as  any  best  seller  on  the  current  list. 

Mr.  Smith’s  achievement  is  unique  in  that  lay  and 
highly  sophisticated  medical  readers  alike  will  find 
his  book  entertaining  and  worthwhile.  He  has  suc- 
cessfully wedded  facts  with  characterization,  and  his 
transitions  are  excellent.  It  is  the  only  book  I have 
read  which  places  modern  anesthesiology  in  its  proper 
perspective. 

While  there  are  minor  technical  inaccuracies,  e.g. 
a reference  to  succinylcholine  as  a form  of  curare, 
these  lapses  are  rare  and  inconspicuous.  The  print  is 
easy  to  read.  The  reader’s  enjoyment  will  be  en- 
hanced by  having  a first  rate  Atlas  of  South  America 
at  his  elbow  at  all  times.  Those  using  the  book  as  a 
reference  work  will  find  a useful  index.  And  I found 
but  one  misprint — on  page  109. 

Even  though  it  deals  with  curare,  I would  not 
recommend,  “Arrows  of  Mercy”  as  reading  for  relax- 
ation. It  is  much  too  interesting  a book  for  that. — 
Allen  E.  Yeakel,  M.  D. 
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The  Effect  of  Central  Nervous  System  Disease 
Upon  The  Urinary  Tract 

Stanley  J.  Kandzari,  M.  /).,  and  D.  Franklin  Milam,  M.  D. 


T'\iseases  of  the  central  nervous  system  fre- 
quently  exhibit  as  their  first  symptom  some 
disturbance  in  function  of  the  urinary  bladder. 
The  disturbance  in  function  is  caused  by  organic 
changes  in  the  vesical  innervation.  Upper  urin- 
ary tract  changes  are  a direct  result  of  the  pri- 
mary bladder  disturbance. 

Innervation 

Nerves  influencing  bladder  physiology  ( Fig- 
ure 1)  include  sympathetic  and  parasympathetic 
fibers  to  the  bladder  musculature  as  well  as  so- 
matic fibers  that  innervate  the  external  urethral 
sphincter. 

Sympathetic  nerves  arising  from  cells  in  the 
lower  thoracic  and  upper  lumbar  spinal  cord  are 
distributed  to  the  bladder  through  the  presacral 
nerve  after  emerging  from  the  prevertebral 
plexus  in  the  celiac,  renal  and  mesenteric  reg- 
ions. 

Parasympathetic  nerves  which  supply  the  mo- 
tor innervation  of  the  detrusor  muscle  arise  from 
the  second,  third,  and  fourth  sacral  segments 
and  proceed  to  the  bladder  wall  via  the  pelvic 
nerves.  The  parasympathetic  system  thus  sup- 
plies motor  innervation  and  is  directly  respon- 
sible for  vesical  contraction  and  subsequent  mic- 
turition. Thus,  ablation  of  parasympathetic 
function  causes  complete  bladder  paralysis  with 
retention  and  overflow  incontinence. 

Sensory  fibers  from  the  bladder  are  carried  by 
sympathetic,  parasympathetic,  and  somatic  trunks 
although  they  are  not  considered  to  be  a part  of 
the  autonomic  nervous  system. 

Voluntary  (somatic)  nerves  arise  from  the 
second,  third  and  fourth  sacral  nerves  to  form 
the  pudendal  nerve  which  gives  off  branches  to 
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the  external  urethral  sphincter.  Voluntary  clos- 
ure of  the  external  sphincter  may  thus  be  ac- 
complished. 

NORMAL  VESICAL  FUNCTION 
ANATOMY 
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RECORDING  MECHANISM 

Figure  3 


Physiological  Components  of  the  Normal  Bladder 

The  normal  bladder  possesses  many  physio- 
logical characteristics.  Sensation  is  present  pri- 
marily upon  distention  and  changes  in  tempera- 
ture are  appreciated.  The  normal  capacity  is  350- 
450  cc.  and  resting  intravesical  pressure  is  1-25 
cm.  of  H..O.  Normally  the  bladder  empties  it- 
self completely  with  each  act  of  micturition.  The 
central  inhibitory  mechanism  prevents  .contrac- 
tions except  for  voluntary  micturition.  Micturi- 
tion can  be  initiated  and  interrupted  at  will  and 
a constant  intravesical  pressure  is  maintained 
with  an  increasing  volume  of  urine  during  the 
process  of  bladder  filling.  These  physiologic 
components  are  altered  in  central  nervous  sys- 
tem disease  and  cause  symptoms  such  as  urinary 
frequency  and  urgency,  complete  and  incom- 
plete retention,  precipitate  micturition,  infec- 
tion, calculi,  renal  insufficiency  and  uremia. 
These  symptoms  are  frequently  mistaken  for 
prostatism  or  other  primary  diseases  originating 
within  the  urinary  system  and  a needless  opera- 
tion may  be  performed. 

Cystometry 

The  true  nature  of  the  vesical  disturbance  can 
be  determined  only  by  cystometry.  Cystometry, 
originated  in  1927  by  Rose1,  is  a study  of  the 
previously  described  physiologic  bladder  com- 
ponents. A cystometric  study  comprises: 

( a ) A monometric  recording  of  the  intravesical 
pressure  as  it  is  slowly  filled  with  fluid. 

( b ) Residual  urine  estimation. 

(c)  Total  bladder  capacity'. 

( d ) First  desire  to  void. 

(e)  Uninhibited  contractions. 

(f)  Maximal  voluntry  pressure. 

( g ) Sensory  components  are  determined  when  the 
bladder  is  overdistended  with  fluid  and  are 
interpreted  as  pain  by  the  patient. 

(h)  Discrimination  between  hot  and  cold  water  is 
appreciated. 

Description  of  Cystometer 

The  instrument  which  we  use  to  record  blad- 
der pressure  is  a simple  mechanical  instrument 
which  records  upon  a 12-inch  circular  chart.2 
Essential  elements  of  the  cystometer  consist  of 
a pressure  diaphragm  mechanically  linked  to  a 
recording  pen  arm,  as  illustrated  in  Figures  2 
and  3.  Changes  in  bladder  pressure  are  thus 
recorded  as  they  occur. 

Normal  Cystometrogram 

Figure  4 is  a normal  cystometrogram.  One 
can  readily  see  that  as  the  bladder  is  filled  with 
fluid  the  pressure  remains  constant  at  10-15  cm. 
H .O.  At  a volume  of  250  cc.  desire  to  void  oc- 
curs, and  the  pressure  rises  sharply  to  90  cm. 
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H..0.  This  represents  an  increase  in  intravesical 
pressure  subsequent  to  contraction  of  the  detru- 
sor muscle  and  thus  one  knows  that  the  para- 
sympathetic nerve  supply  is  intact.  Since  there 
are  no  changes  in  the  curve  during  filling  one 
also  infers  that  the  normal  inhibitory  mechanism 
is  intact. 

ZOO 


NORMAL 

BLADDER 

Figure  4 


than  before,  due  to  a diminution  of  urethral  re- 
sistance. Parasympathocolytic  drugs  may  de- 
minish  the  uninhibited  contractions. 

Keflex  (Automatic)  Bladder 

The  reflex  or  automatic  bladder  results  when 
there  has  been  complete  transection  of  the  spinal 
cord  above  the  conus  medullaris  (Figure  6). 


UNINHIBITED 
NEUROGENIC  BLADDER 


Posterior  Root 


The  Uninhibited  Bladder 

In  the  normal  bladder  no  contractions  of  the 
detrusor  muscle  occur  except  to  initiate  mictu- 
rition. Lesions  which  disturb  the  inhibitory 
mechanism  cause  the  bladder  to  contract  and 
relax  involuntarily  throughout  the  process  of  fill- 
ing and  result  in  profound  changes  in  bladder 
physiology.  Figure  5 is  an  uninhibited  bladder 
pressure  pattern  and  is  seen  with  nearly  all  de- 
myelinating  diseases  of  the  brain  and  spinal  cord. 
The  most  common  diseases  producing  this  pat- 
tern are  multiple  sclerosis,  posterolateral  scler- 
osis, cerebrovascular  accidents,  arteriosclerosis  of 
the  spinal  cord  and  vessels  and  pernicious  ane- 
mia. 

As  a direct  result  of  these  rhythmic  contrac- 
tions bladder  work  is  greatly  increased  and  the 
bladder  musculature  becomes  hypertrophied. 
Sensation  is  normal  and  voluntary  control  is  pres- 
ent. With  each  contraction  the  patient  experi- 
ences frequency  and  urgency  and  occasional 
precipitate  micturition.  The  capacity  at  first  is 
decreased  but  later  a large  amount  of  residual 
urine  is  carried.  These  contractions  finally  re- 
sult in  hydroureter,  hydronephrosis,  renal  insuf- 
fiency,  and  death  from  infection,  uremia,  and 
calculi. 

Treatment  of  the  uninhibited  bladder  has  not 
been  satisfactory.  Recently,  however,  urinary- 
diversion  has  been  employed  with  considerable 
success.  Transurethral  resection  of  the  vesical 
neck  ordinarily  is  of  very  little  benefit  and  occa- 
sionally results  in  more  precipitate  micturition 


Anterior  Root  Lesion 

Figure  5 


REFLEX 

NEUROGENIC  BLADDER 

Figure  6 


March,  1970.  Vol.  66,  No.  3 


67 


The  lesion  must  be  above  the  conus  in  order  to 
preserve  the  simple  spinal  reflex  which  can  be 
conditioned  to  bring  about  bladder  contraction. 
Destruction  of  the  cord  above  the  conus  may  be 
caused  by  spinal  cord  trauma,  cord  tumors,  in- 
fections and  other  neurologic  disorders. 

In  contrast  to  the  uninhibited  type,  micturi- 
tion by  an  individual  with  a reflex  bladder  is 
purely  involuntary.  Micturition  cannot  be  in- 
terrupted or  started  at  will  and  sensation  is  com- 
pletely absent.  The  capacity  is  determined  pri- 
marily by  infection  and  calculi.  A reflex  blad- 
der is  made  by  prolonged  tidal  irrigation,  and 
this  passive  exercise  usually  results  in  an  effici- 
ent automatic  bladder.  Ordinarily,  the  bladder 
is  more  efficient  when  the  lesion  is  high  in  the 
spinal  cord.  Transurethral  resection  of  the  ves- 
ical neck  to  remove  any  resistance  due  to  the 
internal  urethral  sphincter,  and  pudendal  neu- 
rectomy to  weaken  the  external  sphincter  are 
aids  in  the  rehabilitation  of  these  paraplegic  in- 
dividuals. 

Paraplegia  due  to  spinal  cord  trauma  in  World 
War  I resulted  in  a mortality  rate  of  approximate- 
ly 75  per  cent.  During  World  War  II  this  figure 
dropped  shaqfly  to  approximately  15  per  cent 
as  a result  of  improved  methods  of  urinary 
tract  management.  Soldiers  who  sustained  these 
injuries  were  immediately  subjected  to  supra- 
pubic cystostomy  and  rushed  by  air  to  para- 
plegia centers  in  the  United  States  where  the 
long  process  of  bladder  rehabilitation  was  begun. 

Autonomous 

An  autonomous  bladder  results  when  there  is 
destruction  of  the  conus  medullaris,  sacral  cord, 
or  cauda  equina  (Figre  7).  In  contrast  to  the 
reflex  type  there  is  never  any  recovery  of  blad- 
der function  with  lesions  of  this  type.  Lesions 
which  can  cause  an  autonomous  bladder  are 
trauma  to  the  lumbosacral  cord,  sacral  radicu- 
litis, sacral  cord  tumors,  myelomeningocele,  spina 
bifida  and  many  inflammatory  lesions.  Since 
there  is  complete  and  permanent  parasympa- 
thetic nerve  destruction,  all  sensation  is  abol- 
ished and  there  can  be  no  voluntary  or  reflex 
micturition.  There  are  no  contractions  observed 
on  cystometry.  As  soon  as  the  lesion  occurs  the 
bladder  begins  to  fill  and  the  intravesical  pres- 
sure rises  until  urethral  resistance  is  overcome 
at  which  time  there  is  overflow  incontinence.  A 
very  large  amount  of  residual  urine  is  present 
at  all  times.  The  bladder  thus  functions  as  a 
sac  only  as  a receptacle  of  urine.  The  urine  be- 
comes infected  and  the  infection  rapidly  spreads 
to  the  upper  urinary  tract,  and  calculi  thus  may 


form.  There  is  very  little  that  one  can  do  for 
these  unfortunate  individuals.  Efforts  should  be 
directed  toward  maintaining  an  empty  bladder 
and  prevention  of  infection.  A permanent  su- 
prapubic cystostomy  is  frequently  the  proce- 
dure of  choice.  The  ureters  should  never  be 
transplanted  to  the  colon  because  this  will  result 
in  rectal  incontinence  which  is  infinitely  more 
uncomfortable  than  urethral  incontinence.  Ure- 
teroileostomy soon  after  injury  may  prove  to  be 
the  procedure  of  choice. 


Sensory  Atonic 

The  fourth  type  of  neurogenic  bladder  is  com- 
monly referred  to  as  the  atonic  type  (Figure  8). 
Transection  of  the  spinal  cord  above  the  conus 
medullaris  and  crush  injuries  of  the  conus  medul- 
laris produce  reflex  and  autonomous  function 
while  selective  destruction  either  of  sensory  or 
motor  nerves  produces  an  atonic  type  bladder. 

The  sensory  atonic  (paralytic)  bladder  results 
when  there  is  destruction  of  the  sensory  com- 
ponents of  the  sacral  parasympathetic  nerves  or 
posterior  columns  of  the  spinal  cord. 

Since  there  is  total  destruction  of  all  bladder 
sensation  the  patient  never  becomes  aware  of 
a desire  to  void.  As  a result  of  loss  of  sensation 
and  propioception,  the  motor  function  becomes 
secondarily  involved  and  thus  function  of  the 
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external  sphincter  muscle  and  bladder  muscle  it- 
self is  gradually  destroyed. 

Since  the  patient  has  no  desire  to  void  the 
bladder  gradually  develops  a large  capacity' 
which  results  in  a very  thin  musculature  with 
atrophy  of  the  mucosa.  On  cystoscopic  exam- 
ination, the  mucosa  has  lost  its  normal  pink  color 
and  there  is  absence  of  trabeculation.  The  re- 
sidual urine  rapidly  increases  until  urethral  re- 
sistance is  overcome  at  which  time  overflow  in- 
continence develops.  Infection  of  the  residual 
urine  results,  which  frequently  spreads  to  the 
upper  urnary  tracts. 

The  primary  disorder  causing  selective  de- 
struction of  the  sensory  division  of  the  sacral 
nerves  and  spinal  cord  is  central  nervous  system 
syphilis.  Syringomyelia,  diabetes  mellitus,  and 
progressive  muscular  atrophy  also  may  destroy 
the  sensory  nerves. 

Ordinarily,  the  first  sign  of  tabes  dorsalis  is 
loss  of  sensation  to  the  bladder.  The  bladdei 
capacity  is  greater  than  normal  and  a well  de- 
fined sensory  atonic  curve  can  be  demonstrated 
by  cystometry,  even  before  appearance  of  path- 
ological reflexes. 

Asymptomatic  central  nervous  system  syphilis 
ordinarily  presents  no  positive  findings  other 
than  a positive  spinal  fluid  serology.  We  have 
done  cystometric  studies  in  30  of  these  cases  and 
all  have  well  developed  sensory  atonic  bladder 
disease. 
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The  primary  aim  in  treatment  of  this  condition 
is  to  preserve  bladder  tone  and  reduce  the  resid- 
ual urine.  These  patients  should  establish  regu- 
lar voiding  habits  by  time  rather  than  desire  in 
order  to  prevent  bladder  decompensation  from 
distention. 

Early  adequate  treatment  of  syphilis  usually 
will  prevent  development  of  a sensory  atonic 
bladder.  Parasympathetic  drugs  such  as  Ure- 
choline  and  Prostigmine  improve  bladder  tonus 
and  are  definite  aids  in  therapy. 


MOTOR  ATONIC 
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i 
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Motor  Atonic 

When  the  motor  function  of  the  parasympa- 
thetic nerves  supplying  the  bladder  is  destroyed, 
a motor  atonic  type  bladder  results  (Fig.  9). 
These  patients  are  unable  to  void  because  of  in- 
ability of  the  bladder  to  contract  yet  there  is 
intense  pain  upon  distention. 

In  a motor  paralytic  bladder  normal  sensation 
is  present  and  if  drainage  is  not  accomplished 
by  catheter  or  suprapubic  cystostomy,  overflow 
incontinence,  decompensation  and  a tonicity  will 
result. 

The  most  frequent  causes  of  a motor  atonic 
bladder  are  those  lesions  which  destroy  the  sac- 
ral nerves  distal  to  the  conus  medullaris,  such  as 
cord  tumors,  operations  upon  the  cauda  equina, 
extensive  abdominoperineal  operations,  and  pol- 
iomyelitis. Nearly  everyone  has  seen  patients 
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immediately  after  spinal  anesthesia  who  are  un- 
able to  void  yet  experience  severe  pain.  This 
is  thought  to  he  due  to  the  fact  that  motor  func- 
tion returns  later  than  sensation.  Recumbency 
and  external  sphincter  spasm  due  to  morphine 
are  secondary  causes  for  this  inability  to  void. 

Fortunately,  motor  paralysis  of  the  urinary 
bladder  is  transient  in  the  vast  majority  of  cases. 
Our  primary  concern  should  be  to  establish 
drainage  quickly  and  thus  prevent  decompen- 
sation. 

Cystometric  studies  at  regular  intervals  will 
tell  one  when  the  catheter  may  be  safely  re- 
moved. 

Summary 

The  major  disturbances  in  bladder  function 
due  to  central  nervous  system  diseases  are  re- 
viewed. 


These  disturbances  in  function  depend  upon 
the  location  and  extent  of  central  nervous  sys- 
tem damage. 

Prevention  of  infection,  calculi,  and  renal  dam- 
age are  the  primary  aims  in  management  of  these 
conditions. 

Awareness  of  the  existence  of  neurologic  dis- 
orders which  produce  signs  and  symptoms  sug- 
gestive of  primary  urinary  tract  disease  is  man- 
datory lest  one  perform  needless  surgical  proce- 
dures upon  patients  suffering  from  these  condi- 
tions. 
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1969  Student  Research  Convocation 
West  Virginia  University  School  of  Medicine 


'T’he  Fifth  Annual  Student  Research  Convoca- 
tion took  place  on  March  21,  1969.  Owing 
to  the  unprecedented  number  of  abstracts  sub- 
mitted, 10  were  chosen  for  presentation  and  the 
remaining  nine  were  read  by  title.  For  the  first 
time  three  prizes  were  made  available  instead  of 
one.  The  first  prize  consisted  of  the  Van  Liere 
Award  and  $300.  The  second  and  third  prizes 
were  $200  and  $100,  respectively.  The  increased 
number  of  abstracts  and  fine  quality  of  work 
represented  were  highly  gratifying  to  the  faculty. 
Publication  of  the  abstracts  in  The  West  Virginia 


Medical  Journal  constitutes  important  and  much 
appreciated  recognition  of  the  students’  efforts. 
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A Study  of  the  Effects  of  Sympathetic  Stimulation 
On  Cerebrovascular  Hemodynamics  Using 
The  Dye  Dilution  Technique 

Charles  R.  Loar,  Medicine  III * 


Control  of  cerebral  blood  flow  has  been  the 
subject  of  much  study  during  the  last  cen- 
tury. It  has  been  established  that  one  control 
system  involves  C02,  i.e.,  cerebral  blood  flow 
varies  directly  with  arterial  PCO,.  It  also  has 
been  suspected  that  another  control  mechanism 
involves  the  cervical  sympathetic  system.  The 
anatomical  evidence  for  this  has  existed  for  some 
time,  but  physiological  evidence  has  proved  to 
be  more  elusive.  This  study  is  intended  to  pro- 
vide this  evidence  and  to  determine  the  relation 
of  the  sympathetic  control  system  to  the  CO 
control  system. 

The  dye  dilution  technique  was  used  to  deter- 
mine the  effects  of  electrical  sympathetic  stimu- 
lation on  the  cerebral  blood  flow  (CBF),  transit 

*First  place,  Annual  Student  Research  Convocation,  and 
winner  of  the  1969  Van  Liere  Award. 


time  (t),  cerebral  vascular  resistance  (CVR), 
and  cerebral  blood  volume  of  five  rhesus  mon- 
keys. These  determinations  were  made  on  each 
monkey  at  both  low  and  high  levels  of  arterial 
PCO,. 

Under  conditions  of  low  PC02  sympathetic 
stimulation  produced:  (1)  a 14.9  per  cent  de- 
crease in  CBF,  (2)  a 10.5  per  cent  increase  in  t 
and  (3)  a 23.9  per  cent  increase  in  CVR.  Under 
conditions  of  high  PC02,  however,  the  only  sig- 
nificant change  with  stimulation  was  an  8.6  per 
cent  increase  in  CVR;  the  CBF  was  not  signifi- 
cantly altered  by  stimulation. 

This  study  indicates  that  a pathway  exists  for 
the  alteration  of  cerebral  hemodvnamics  by  the 
sympathetic  nervous  system.  The  sympathetic 
effects,  however,  are  markedly  diminished  at  high 
arterial  PCOL.  levels. 
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A Study  of  the  Effects  of  Physical  Conditioning 
On  Glucose  Tolerance 

Michael  R.  P.  Atherton,  Medicine  II** 


'T'he  effect  of  a four-week  program  of  severe  ex- 
ercise  on  plasma  glucose,  insulin,  triglyceride 
fatty  acids,  and  cholesterol  during  oral-glucose 
tolerance  tests  was  studied  in  six  healthy  male 
subjects  ranging  in  age  from  23  to  55  years.  All 
subjects  were  maintained  on  a fixed  carbohydrate 
intake  with  fat  intake  adjusted  to  maintain  con- 
stant weight  during  the  exercise  period. 

Each  subject  walked  twice  daily  on  a Collins 
Treadmill  set  at  a work  level  which  produced 
subjective  complete  exhaustion  within  20  min- 
uates.  The  work  levels  increased  with  improve- 
ment in  physical  condition. 

No  consistent  change  in  response  to  the  con- 
ditioning was  demonstrated.  The  results  ap- 
peared to  depend  on  two  main  variables:  (1) 

**Seeond  place,  1969  Student  Research  Convocation. 


physical  condition  prior  to  the  beginning  of  the 
exercise  program  and  (2)  metabolic  status  of  the 
patient.  Two  subjects  who  were  in  above  average 
physical  condition  due  to  regular  daily  exercise 
showed  little  change  during  the  study.  Two 
subjects  with  abnormal  glucose  tolerance  at  the 
beginning  of  the  study  improved.  This  is  in  con- 
trast to  an  earlier  study  showing  deterioration 
of  glucose  tolerance  in  14  normal  males  with  a 
somewhat  less  severe  conditioning  program. 
Plasma  cholesterol  was  significantly  decreased 
during  the  exercise  program  in  five  of  six  sub- 
jects while  triglycerides  showed  a decrease  in 
four  subjects  and  an  increase  in  two. 

It  would  appear  that  regular  strenuous  phy- 
sical exercise  is  of  benefit  in  correcting  mildly 
abnormal  glucose  intolerance  and  in  lowering 
plasma  lipids. 


In  Vitro  Delayed  Hypersensitivity  Responses 
In  Tumor-Bearing  Animals 

Terrence  Steiner,  Medicine  lllf 


A cellular  mechanism  akin  to  that  of  delayed 
'^-hypersensitivity  (DH)  is  now  recognized  as 
the  important  immune  response  of  the  host  to 
tumor.  An  in  vitro  system  for  demonstrating  Dff 
is  now  available  based  on  inhibition  of  macro- 
phage migration  in  culture  by  a factor  produced 
by  lymphocyte-antigen  interaction.  Employing 
this  mechanism  the  DH  response  of  normal  and 
tumor-bearing  animals  to  specific  antigen,  homo- 
logous tissues  and  tumor  extracts  was  investi- 
gated. 

Studies  were  divided  into  three  parts.  In  Part 
I weanling  rats  and  mice  were  injected  s.c.  with 
1.0  x 107  Walker  carcinosarcoma  of  DBA-spon- 
taneous sarcoma  cells,  respectively.  After  10 
days  peritoneal  exudates  were  induced  with  gela- 
tin, and  24  hours  later  the  animals  sacrificed  and 
exudates  harvested.  Cell  cultures  were  prepared 
by  adding  media  plus  homologous  tissue  or  tu- 
mor extracts.  Cultures  were  incubated  24  hours 
and  areas  of  cell  migration  measured. 

In  Part  II  the  effect  of  tumor  removal  was 
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evaluated  in  rats  by  amputation  of  the  tumor- 
bearing  limb  12  days  after  tumor  injection.  After 
two  weeks  exudates  were  obtained  and  cells 
cultured  in  the  presence  of  media,  homologous 
tissue  extracts,  autologous  and  pooled  tumor  ex- 
tracts. 

In  Part  III  rats  were  sensitized  to  tuberculin 
and  migrations  tested  with  PPD  to  check  the 
validity  of  this  in  vitro  system  in  rats.  In  all 
groups  control  animals  were  run  simultaneously 
receiving  saline  injections  in  place  of  tumor  or 
tuberculin. 

Rats  sensitized  to  tuberculin  showed  inhibi- 
tion of  cell  migration— and  thus  DH— in  the  pres- 
ence of  specific  antigen.  Normal  and  tumor- 
bearing animals  did  not  have  inhibition  of  mi- 
gration in  the  presence  either  of  homologous 
tissue  or  tumor  extracts,  but  had  an  enhanced 
migration  in  both  extracts.  Studies  with  animals 
after  prior  removal  of  tumor  are  too  few  in  num- 
ber to  permit  of  any  conclusions.  These  will  be 
of  importance  in  the  elucidation  of  the  role  of 
DH  in  the  host’s  response  to  neoplasia. 
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Experimental  Acute  Alcoholic  Pancreatitis 

Mary  Frances  Knapp,  Medicine  I Vi 


/^linical  evidence  indicates  that  alcohol  is  im- 
portant  in  the  pathogenesis  of  pancreatitis, 
although  experimental  proof  is  lacking.  The  fol- 
lowing experiments  were  performed  to  demon- 
strate the  importance  of  alcohol  ingestion  in  pre- 
cipitating attacks  of  acute  pancreatitis.  The  first 
experiment  was  designed  to  determine  whether 
or  not  pancreatic  intraductal  pressure  would 
rise  along  with  an  increase  in  the  outflow  of  pan- 
creatic enzymes  without  obstruction  of  the  pan- 
creatic duct.  A second  study  was  done  in  an 
attempt  to  produce  acute  pancreatitis  in  experi- 
mental animals  using  alcohol  alone.  In  addition, 
we  had  the  unique  opportunity  to  study  the  re- 
sponse of  the  human  pancreas  before  and  after 
the  administration  of  oral  ethanol. 

The  initial  experiment  utilized  seven  dogs. 
The  main  pancreatic  duct  was  cannulated  in  or- 
der to  measure  changes  in  intraductal  pressure. 
Then  the  ampulla  of  the  major  pancreatic  duct 
was  cannulated,  first  to  insure  patency  of  the 
ampulla  by  eliminating  the  sphincter  mechanism 
and  secondly  to  collect  the  pancreatic  secretions. 
Changes  in  pancreatic  intraductal  pressure  and 
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pancreatic  secretion  were  recorded  before  and 
after  gastric  instillation  of  ehtanol  (6g./kg. ). 


Mean  Pressure 

Before 

Ethanol 

After  Ethanol 
30  min.  60  min.  120  min 

(cm. HO) 
Secretary  Rate 

19.9 

24.3 

25.8 

35.4 

(ml./30  min.) 

0.41 

0.81 

0.49 

0.37 

The  second  study  consisted  of  injecting  either 
normal  saline  or  ethanol  (6g./kg. ) into  the 
stomach  of  rats.  After  one,  two  and  three-hour 
intervals,  the  rats  were  sacrificed,  the  pancreas 
removed  and  submitted  for  histologic  examina- 
tion. Evidence  of  early  acute  pancreatitis  was 
demonstrated  in  the  test  rats  sacrificed  at  three 
and  four  hours. 

It  is  suggested,  on  the  basis  of  the  above  ex- 
perimental data,  that  the  effect  of  alcohol  on  the 
pancreas  is  related  to  the  action  of  ethanol  on 
the  gastric  mucosa.  Therefore,  it  could  be  hy- 
pothesized that  a local  neurohormonal  mecha- 
nism which  causes  an  increase  both  in  pancrea- 
tic intraductal  pressure  and  the  outflow  of  pan- 
creatic juice  without  obstruction  at  the  ampullar 
level  could  be  responsible  for  the  production  of 
acute  alcoholic  pancreatitis. 


Retention  of  Habituation  of  the  Moro  Reflex 
In  Human  Newborns 

Stephen  Feaster,  Medicine  II 


tjurpose.— To  improve  the  methods  by  which 
A the  Moro  reflex  is  elicited  and  recorded  and 
to  contribute  to  currently  sparse  knowledge  of 
adaptive  and  rententive  processes  in  the  first  two 
days  of  life. 

Procedure.—  Forty  normal  newborns  were  ran- 
domly assigned  to  one  of  two  groups.  Twenty 
subjects  (Group  A)  were  tested  at  4-24  hours 
of  life  and  tested  again  24  hours  later.  Twenty 
subjects  (Group  B)  were  tested  once  at  28-48 
hours  of  life.  Each  infant  was  placed  on  its 
back  in  a 21"  x 15"  foam-padded  testing  box. 
One  polygraphy  lead  furnished  electrocardio- 
graphic monitoring.  The  second  consisted  of  a 
stretch  transducer  placed  so  that  extension  of  the 
finger  alone  was  sufficient  to  deflect  the  record- 
ing pen.  Stimulation  was  provided  by  elevating 


the  head-end  of  the  box  two  inches  and  drop- 
ping it  back  on  its  foam-rubber  padded  plat- 
form. A day’s  testing  consisted  of  a sequence 
of  ten  series  of  stimulation,  a ten-minute  rest 
interval  and  another  sequence  of  ten  series  of 
stimulations.  Each  series  was  defined  by  drop- 
ping the  infant  twice  a second  until  the  Moro 
was  no  longer  apparent  and  for  four  additional 
stimulations.  Magnitude  of  response  and  the 
average  number  of  stimulations  to  obtain  habi- 
tuation over  the  20  series  were  the  measures  of 
the  dependent  variable  used. 

Results  and  conclusions.— There  were  no  signi- 
ficant differences  between  Group  A and  B either 
in  magnitude  of  response  or  average  number  of 
stimulations  necessary  to  induce  habituation  on 
(Continued  on  Page  81) 
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A Simple  Screening  Test  for  Neuroblastoma 
By  Determination  of  VMA  In  Urine 

John  I\.  Hntzer,  Jr.,  Medicine  111 


Qince  the  discovery  of  the  relation  between 
^ neuroblastoma  and  increased  urinary  excre- 
tion of  catecholamines  and  their  metabolic  pro- 
ducts many  procedures  have  been  aimed  at  their 
detection.  Vanilmandelic  acid  is  the  logical 
choice  for  a screening  procedure  since  it  is  well 
acknowledged  that  it  is  the  most  consistently 
elevated  product.  Various  chromatographic  and 
spectrophotometric  procedures  have  been  de- 
vised, some  of  which  are  adequate  but  so  tech- 
nical and  laborious  that  they  are  not  performed 
in  most  hospitals. 

A survey  of  the  literature  revealed  a new  qual- 
itative approach  by  Brown  who  has  adopted  the 
Beckman  Microzone  cellulose-acetate  electro- 
phoresis system  to  separate  VMA  from  urine. 
The  VMA  can  then  be  conjugated  to  diazotized 
p-nitroaniline  forming  an  azo-VMA  spot  on  the 
membrane.  We  have  semi-quantitated  this  by 
using  known  VMA  standards,  clearing  the  mem- 
brane exclusive  of  the  spot,  and  scanning  with 


a densitometer.  A standard  curve  was  prepared 
and  unknown  azo-VMA  spots  compared  with  it. 
Random  urine  samples  were  used  and  all  results 
are  reported  as  micrograms  VMA  per  milligram 
creatinine.  We  have  screened  the  urine  of  30 
three-day-old  babies  and  have  found  that  the 
average  excretion  was  11. 7±  3.3  micrograms 
VMA  per  milligram  creatinine.  Determinations 
in  a case  of  previously  treated  neuroblastoma 
showed  an  excretion  of  23.5hg  VMA/mg.  cre- 
atinine. It  has  not  yet  been  determined  how 
large  the  tumor  must  be  to  produce  a significant 
rise  in  VMA  excretion. 

This  method  has  been  successful  and  is  ap- 
plicable as  a routine  screening  procedure  to  most 
hospital  laboratories.  It  requires  less  than  one 
hour  to  perform  while  others  take  about  four 
hours.  The  need  for  such  a test  is  repeatedly 
emphasized  by  the  number  of  cases  that  go  un- 
treated until  they  carry  an  almost  uniformly 
fatal  prognosis. 


Size  of  Cardiac  Ventricles  in  Experimental 
Hyperthyroidism 

David  A.  Sizemore,  Jr.,  Medicine  I 


Tr  has  been  shown  by  numerous  workers  that 
-*■  administration  of  effective  doses  of  a thyroid 
substance  to  lower  animals  has  produced  hyper- 
thyroidism with  a concomitant  cardiac  hyper- 
trophy. The  consensus  is  that  both  ventricles 
significantly  enlarge,  but  there  is  considerable 
question  whether  they  enlarge  proportionally 
the  same,  or  whether  one  ventricle  enlarges  pro- 
portionally more  than  the  other.  It  was  deemed 
worthwhile  to  study  this  problem. 

Male  Sprague-Dawley  rats  were  used.  The 
experiment  involved  40  animals:  16  of  these 

served  as  controls  and  24  as  experimental  ani- 
mals. They  were  fed  a diet  of  Purina  chow,  and 
kept  at  a temperature  of  approximately  24°  C. 
The  rats  were  randomly  divided  into  two  groups: 
those  receiving  L-3,3'  5 triiodothyronine  sodium 
(T.,),  and  another,  the  controls,  receiving  0.9 
per  cent  sodium  chloride.  The  injections  were 


administered  daily  for  two  weeks;  the  T..  dose 
was  0.143  mg./Kg. 

On  the  day  following  the  last  injection  the 
rats  were  weighed  and  decapitated.  The  heart 
was  removed,  the  great  vessels  were  trimmed 
flush  with  the  surface  of  the  heart,  and  any  re- 
maining pericardium  or  fat  was  removed.  The 
hearts  were  fixed  in  a 4 per  cent  solution  of  for- 
maldehyde and  the  ventricles  partitioned  and 
weighed. 

Administration  of  T;  caused  a significant  car- 
diac hypertrophy  of  the  whole  heart  (approxi- 
mately 32  per  cent).  The  right  ventricle  showed 
a proportionally  greater  degree  of  hypertrophy 
(41.1  per  cent)  than  did  the  left  (23.6  per  cent). 
The  t-test  showed  a significance  of  0.002. 

No  explanation  can  be  offered  presently  to  ac- 
count for  the  greater  proportional  increase  of 
the  right  ventricle  in  hyperthyroidism. 
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Histopathogenesis  of  Coarctation  of  the  Aorta 

Teresa  Ann  D'Orazio . Medicine  III 


"O  ecurrent  coarctation  of  the  aorta  after  initial 
successful  surgical  repair  may  occur  both  in 
adult  and  infant  age  groups.  The  cause  of  the 
recurrence  is  not  known  though  several  mecha- 
nisms have  been  postulated.  One  hypothesis  is 
that  restenosis  is  due  to  retained  abnormal  inti- 
mal  and  medial  tissue  after  primary  surgery 
which  has  a potential  of  proliferating  and  pro- 
ducing narrowing  at  the  anastomatic  site.  To 
investigate  this  proposal,  a study  of  the  histo- 
pathology  of  coarctation  of  the  aorta  with  light 
microscopy  was  carried  out  in  15  cases.  Longi- 
tudinal and  sagittal  sections  were  obtained  from 
the  coarcted  segment.  All  sections  were  stained 
with  hematoxylin  and  eosin.  Mallory’s  tri- 
chrome, VerhoefFs  elastica  and  alcian  blue. 

The  cases  were  divided  into  two  groups.  Group 
A:  cases  in  which  the  coarctation  segment  was 
obtained  from  the  patients  at  the  time  of  surgery 
or  at  autopsy  without  having  had  surgery.  Group 


B:  cases  in  which  the  patient  had  surgical  re- 

pair of  the  coarctation  in  early  infancy  and  died 
postoperatively.  In  Group  A,  the  lesion  consisted 
of  subintimal  thickening  by  fibrous  tissue,  medial 
hypertrophy  with  coarse  and  disrupted  elastic 
tissue  fibers.  There  was  no  evidence  of  an  in- 
crease of  mucopolysaccharides.  The  linear  ex- 
tent of  the  lesion  varied  from  0.6  to  2.5  cm.  from 
the  site  of  narrowing.  In  Group  B,  there  was 
marked  subendothelial  fibrosis  and  the  media 
were  largely  replaced  by  dense  hyalinized  fibro- 
connective  tissue  at  the  site  of  anastomosis.  Su- 
ture granulomas  were  seen  both  in  the  adven- 
titia and  media. 

In  conclusion,  this  study  confirms  the  hypo- 
thesis that  coarctation  is  due  to  abnormal  intimal 
and  medial  tissue,  the  process  being  initiated 
during  development.  Recurrence  of  coarctation 
is  due  to  persistence  of  such  tissue  after  primary 
surgical  repair.  The  surgical  implications  of 
these  findings  will  be  discussed. 


Chromosomal  Variability  in  the  D,  Trisomy  Syndrome 

Mary  Bell  Taylor,  Medicine  II 


TN  eight  years  only  three  cases  of  the  autosomal 

trisomy  D,  syndrome  have  been  identified  in 
WVU  Hospital.  These  cases  represent  three 
different  cytogenetic  varieties  of  the  syndrome, 
i.e.,  regular  trisomy  (47  chromosomes  with 
seven  in  group  G),  translocation  (D/D),  and 
mosaicism  (iso/telo  D,).  These  cases  were  con- 
sidered in  detail  with  regard  to  chromosome  pat- 
tern in  the  patients  and  their  families  and  to  clin- 
ical, laboratory  and,  in  two  cases,  pathological 
findings. 

A literature  survey  was  conducted  to  ascertain 
those  cases  of  D,  trisomy  reported  with  cytologi- 
cal  confirmation.  A total  of  120  cases  were  tab- 
ulated, which  have  been  reported  since  the  rec- 
ognition of  the  syndrome  in  1960.  These  data 
were  analyzed  statistically  with  respect  to  fre- 
quency and  form  of  chromosome  rearrangements, 
particularly  in  relation  to  parental  age.  These 


values  were  compared  with  similar  studies  in  G, 
trisomy  syndrome  (mongolism). 

The  frequency  of  translocation  in  D,  trisomy 
is  found  to  be  three  to  nine  times  as  common  as 
translocation  in  G,  trisomy.  This  increased  fre- 
quency occurs  when  maternal  age  is  disregarded 
and  when  age  considerations  are  made.  By  con- 
trast, more  translocations  appear  to  be  inherited 
in  G,  than  in  D,  trisomy.  Mosaicism  also  is 
found  more  commonly  in  D,  trisomy  than  in  G, 
trisomy,  with  mothers  of  Dj  trisomy  mosaics  be- 
ing younger  than  mothers  of  G,  trisomy  mosaics. 
The  mean  age  of  parents  of  patients  with  regu- 
lar trisomy  is  greater  than  the  mean  age  of  par- 
ents ot  Di  trisomics  with  either  translocation  or 
mosaicism.  Chromosomal  translocation  has  been 
considered  to  be  prezygotic,  while  mosaicism  is 
presumably  postzygotic.  Although  the  cause  or 
causes  of  these  events  need  not  be  similar,  the 
data  suggest  that  they  may  be  related  to  the  en- 
vironment provided  by  the  younger  mother. 
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Effects  of  Exercise  on  the  Response  of  Plasma  Glucose, 
Insulin  and  Free  Fatty  Acids  to  a Carbohydrate  Meal 

Joseph  P.  Giffin,  Medicine  IV 


't'he  present  study  was  designed  to  observe 
the  effects  of  exercise  on  plasma  glucose, 
plasma  insulin,  and  plasma-free  fatty  acids  fol- 
lowing a glucose  meal. 

After  one  hour  of  strenuous  exercise  on  a bi- 
cycle ergometer  and  after  15  minutes  of  rest, 
nine  normal  male  subjects  were  given  100  gm. 
glucose  orally.  Plasma  glucose,  insulin,  and 
free  fatty  acids  were  determined  at  intervals  af- 
ter the  glucose  administration.  Six  of  the  sub- 
jects were  classified  as  physically  unfit  by  the 
Harvard  “Step  Test,”  and  three,  as  physically  fit. 
A control  oral  glucose  tolerance  test  was  carried 
out  on  each  subject. 

The  plasma-free  fatty  acids  were  higher  imme- 
diately after  exercise  (p=000)  and  three 
(p<.025)  and  four  (p<,04)  hours  after  glucose 
when  compared  with  the  control  test.  The  glu- 
cose rose  to  a significantly  higher  level  at  one- 


half  hour  than  in  the  controls  (p<.02).  Insulin 
levels  did  not  vary  from  controls. 

The  glucose  response  to  exercise  in  physically 
fit  and  unfit  subjects  was  the  same,  although  the 
fit  had  delayed  insulin  response  and  the  free  fatty 
acids  were  significantly  lower.  The  glucose  re- 
sponse of  the  fit  subjects  in  the  resting  state,  how- 
ever, was  similar  to  the  glucose  response  of  the 
unfit  in  the  exercised  state.  Therefore,  the  rest- 
ing test  in  the  fit  simulated  the  exercise  response 
in  the  physically  unfit. 

The  data  suggest  that  acute  exercise  in  the 
unfit  person  favors  fat  mobilization  as  long  as 
four  hours  after  the  end  of  exercise.  Preference 
for  fat  utilization  and  carbohydrate  conservation 
is  evident  in  the  physically  fit  whether  exercis- 
ing or  resting.  Carbohydrate  seems  to  be  the 
fuel  of  choice  in  the  resting  unfit  person. 


The  Effects  of  Aflatoxin  B,  on  the 
Nervous  System  of  Young  Rabbits 

Leon  A.  Dickerson , Jr.,  Medicine  III 


Tt  has  been  speculated  that  aflatoxin,  a toxin 

produced  by  the  genus  Aspergillus,  can  cause 
neurological  symptoms  in  animals.  This  experi- 
ment was  undertaken  to  determine  whether  or 
not  aflatoxin  affects  young  rabbits  (4-10  weeks 
old)  and  specifically  if  it  grossly  affects  their 
nervous  systems. 

A series  of  experiments  was  set  up  using  dif- 
ferent routes  of  administration,  i.e.,  intravenous 
(IV),  intracranial,  and  intrathecal;  and  concen- 
trations ranging  from  800  ug/kg.  to  3200  ug/kg. 
of  aflatoxin  dissolved  in  dimethylsulfoxide 
(DMSO)  were  used  for  the  experimental  rab- 
bits. A like  number  of  controls  were  injected 
in  each  case,  except  for  the  highest  dose,  with 
comparable  volumes  of  DMSO  only.  All  rabbits 
were  observed  for  signs  of  CNS  dysfunction 
(paralysis,  ataxia,  irritability). 


The  two  rabbits  that  received  3200  ug./kg. 
toxin  IV  died  within  24  hours  but  showed  no 
specific  CNS  symptoms.  Of  the  four  that  re- 
ceived 1600  ug./gk,  IV,  two  died  within  48  hours 
of  injection;  and  of  the  two  survivors  one  was 
lethargic  with  decreased  respirations.  The  con- 
trols appeared  healthy  and  no  CNS  symptoms 
were  observed.  Those  experimental  and  control 
rabbits  injected  with  800  ug./kg.  toxin  IV,  intra- 
cranially,  and  intrathecally  also  showed  no  neu- 
rological effects;  in  the  latter  group,  however, 
one  did  appear  to  have  an  eye  infection. 

From  these  experiments  it  was  concluded  that 
aflatoxin  Bt  is  lethal  to  young  rabbits  in  high 
doses  ( 1600  ug.  kg.),  but  that  it  grossly  does  not 
affect  then-  nervous  systems.  We  assume  from 
work  done  on  other  animals  that  the  cause  of 
death  was  acute  liver  toxicity  and  resultant  fail- 
ure. 
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The  Effects  of  Anesthetic  Agents  On  ATP-Induced 
Contractions  of  Glycerinated  Canine 
Cardiac  Muscle  Fibers 

Juan  F.  Gutierrez,  Medicine  IV 


'TpHE  contractile  processes  of  skeletal  and  car- 
diac  muscle  can  be  studied  in  the  absence 
of  a functioning  cell  membrane  when  glycerol 
extracted  muscle  fibers  are  bathed  in  appropri- 
ate concentrations  of  adenosine  triphosphate. 
The  role  of  ATP  in  glycerinated  muscle  contrac- 
tion has  been  established  by  Szent  - Gyorgyi 
( 1949 ) and  recently  reviewed  by  Braunwald  and 
Sonnenblick  (1967). 

Pauling  (1961)  and  Featherstone  (1963)  have 
predicted  an  interaction  of  general  anesthetics 
with  protein.  Paradise  (1965)  suggested  direct 
action  of  general  anesthetics  on  the  actomyosin 
protein.  It  thus  seemed  reasonable  to  study  the 
effect  of  anesthetic  agents  on  the  ATP-induced 
contraction  of  actomyosin. 

The  effects  of  halothane,  methoxyflurane,  cy- 
clopropane, nitrous  oxide,  carbon  dioxide,  sodium 
pentobarbital  and  Innovar  were  studied.  Gly- 
cerinated canine  atrial  strips  were  prepared  by 
the  method  of  Szent-Gvorgyi.  The  fibers  were 
placed  in  a lucite  chamber  and  bathed  in  a 


Krebs-Ringer  buffer  solution.  A constant  tem- 
perature was  maintained  (37.0  ± 0.3°  C)  and 
the  pH  was  maintained  at  7.48.  One  end  of  the 
muscle  was  attached  to  a Sanborn  FTA  39-1  force 
transducer;  the  other  end  was  attached  to  a bull- 
dog clamp  mounted  on  a Vernier  caliper  scale. 
As  shown  by  Szent-Gyorgyi  a 5 millimole  per 
liter  ATP  concentration  was  needed  to  obtain 
maximal  contraction. 

The  ATP-induced  contractions  reached  maxi- 
mal tension  within  a range  of  200-300  seconds. 
The  maximal  tension  varied  from  20-26  mg.  The 
rate  of  developed  tension  ranged  from  0.07-0.12 
mg.  per  second  (dF/dT).  Rates  of  developed 
tension  from  each  experiment  were  compared 
with  their  control  contraction.  No  definite  trend 
could  Ire  observed.  The  experimental  rates  of 
developed  tension  ranged  from  0 to  5.1  per  cent 
deviation  as  compared  with  their  individual  con- 
trol contraction. 

Results  of  our  present  studies  indicate  that  the 
anesthetic  agents  investigated  do  not  interfere 
with  the  ATP-induced  contraction  of  actomyosin 


Evidence  for  a Specific  Aromatic  Binding 
Site  On  Alpha-Chymotrypsin 

Timothy  Looney,  Medicine  II 


The  effects  of  ionic  strength  upon  the  free  en- 
ergy change  and  the  maximal  reaction  veloc- 
ity (Vmax)  for  the  alpha-chymotrypsin— catalyzed 
hydrolysis  of  an  aliphatic  substrate  have  been 
studied.  The  rate  of  hydrolysis  of  diethyl  glu- 
tarate  at  pH  6.9  was  followed  by  a Radiometer 
pH-stat  at  0.0,  0.1,  0.2,  0.3,  0.5,  1.0  and  2.0  Molar 
salt  concentrations  of  KC1.  The  affinity  constant 
K and  Vmax  were  obtained  at  each  ionic  strength 
by  Lineweaver-Burke  plots.  Each  kinetic  con- 
stant at  these  ionic  strengths  is  the  result  of  80 
separate  reactions,  except  at  0.2M  KCI  where 
only  48  reactions  were  performed. 

Previous  work  with  aromatic  substrates  (pri- 
marily hippurate  esters)  has  shown  that  from 
0.5-2. 0M  KCI  linear  plots  of  ionic  strength  ver- 


sus log  K are  obtained.  Log  K is  directly  pro- 
portional to  the  free  energy  change  of  enzyme- 
substrate  complex  formation.  This  linearity  is 
consistent  with  the  hypothesis  that  “salting-out” 
of  the  substrate  onto  the  enzyme  is  responsible 
for  the  change  in  K.  Plots  of  ionic  strength  ver- 
sus Vmax  showed  linearity  throughout  the  entire 
range  of  salt  concentrations  studied.  Below 
0.5M  KCI  a marked  curvature  is  seen  in  plots 
of  ionic  strength  versus  log  K.  This  departure 
from  linearity  is  explained  on  the  basis  of  two 
forms  of  the  enzyme,  E,  and  E,.  Form  Ei  is  be- 
lieved to  predominate  at  low  ionic  strengths  and 
has  less  affinity  for  the  aromatic  substrate  than 
the  form  E2  which  predominates  at  0.5M  KCI 
and  higher  ionic  strengths. 

( Continued  on  Page  81 ) 
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Measurements  of  Precordial  Movement  Over 
The  Right  Ventricle  in  Children 

Daniel  E.  Michel,  Medicine  IV,  and  Lawrence  R.  Morris,  Medicine  IV 


tjalpation  of  the  precordium  has  long  been 
of  value  in  the  diagnosis  of  cardiac  condi- 
tions resulting  in  right  ventricular  overload.  The 
purpose  of  this  study  was  to  quantitate  and  com- 
pare precordial  motion  in  normal  children  and 
in  those  with  hyperdynamic  right  ventricles. 

Low  frequency  vibrations  of  the  chest  caused 
by  cardiac  contractions  were  transmitted  by  pres- 
sure transducer  to  a multichannel  recorder.  Sim- 
ultaneous tracings  displayed  electrocardiogram, 
phonocardiogram,  and  indirect  carotid  arterial 
pulsations. 

Tracings  were  taken  at  the  third  and  fourth 
left  interspaces  on  children  two  to  fifteen  years 
old  ( 109  normal  and  55  with  cardiac  defects ) . 
In  normal  children,  the  mean  duration  of  out- 
ward movement  associated  with  right  ventricu- 
lar contraction  ranged  from  0.08  to  0.15  second. 


In  children  having  pulmonary  stenosis  with  only 
a mild  pressure  gradient,  duration  of  outward 
movement  generally  fell  within  one  standard 
deviation  of  normal.  Those  with  larger  gradients 
showed  prolonged  outward  movement  ( demon- 
strated clinically  by  a palpable  thrust  or  heave). 
In  right  ventricular  volume  overload,  as  seen  in 
atrial  septal  defect,  the  height  and  area  of  sys- 
tolic outward  displacement  fell  within  one  stan- 
dard deviation  of  normal.  Patients  in  this  series, 
however,  had  only  small  and  moderate  left  to 
right  shunts.  The  sternal  lift,  considered  char- 
acteristic of  atrial  septal  defect,  was  palpable 
and  measurable  to  the  same  degree  in  many  nor- 
mal patients. 

Our  findings  to  date  indicate  that  measurement 
of  precordial  movement  would  be  useful  in  as- 
sessing presence,  severity  and  possibly  progres- 
sion of  defects  affecting  the  right  ventricle. 


Plantar  Response  in  the  Newborn 

Janice  Milligan,  Medicine  II 


TJ  ahinski,  in  1898,  described  the  famous  plantar 
response  which  now  bears  his  name,  and 
since  that  time  it  has  been  a hotly  debated  issue. 
At  present,  dorsiflexion  and  fanning  of  the  toes 
on  noxious  stimulation  of  the  sole  is  regarded  as 
pathological  in  the  adult  and  normal  in  the  new- 
born. Many  standard  texts  of  pediatrics  will 
give  detailed  accounts  of  this  plantar  extension 
in  the  newborn  and  all  the  proposed  mechanisms 
which  cause  it.  Careful  observation  in  the  nurs- 
ery, however,  will  reveal  an  entirely  different 
picture.  The  object  of  this  experiment  was  to 
demonstrate,  in  two  ways,  that  the  plantar  re- 
sponse in  the  newborn  is  not  extensor,  but  flexor. 

Data  were  gathered  on  approximately  50  new- 
borns. Once  each  week,  every  baby  in  the  nurs- 
ery was  tested  and  the  responses  judged  by  two 
observers.  Light  pressure  was  applied  with  the 


thumbnail  along  the  lateral  border  of  each  foot. 
The  responses  were  recorded.  The  only  other 
data  consisted  of  the  baby’s  name  and  sex,  date 
of  test,  and  any  apparent  abnormalities  (prema- 
turity or  congenital  anomalies).  A motion  pic- 
ture camera  was  used  to  photograph  normal 
plantar  flexion  and  plantar  extension  which  rarely 
occurs  in  pathological  states  in  the  newborn. 

To  date,  an  estimated  95  per  cent  of  all  babies 
tested  showed  plantar  flexion  as  their  initial  re- 
sponse. It  was  noted  that  too  vigorous  stimula- 
tion initiated  a secondary  withdrawal  response 
which  includes  dorsiflexion  and  fanning  of  the 
toes.  The  observations  made  in  this  experiment 
suggest  that  it  was  this  withdrawal  response  that 
was  described  by  Babinski  and  reiterated  by  so 
many  others.  The  possible  mechanisms  of  this 
response  will  be  discussed. 
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An  Electronic  Device  for  the  Partial 
Restoration  of  Function  of  Paralyzed  Limbs 

H.  Gordon  Minns,  Jr.,  Medicine  I 


T7ach  year,  thousands  of  persons  lose  the  use  oi 
one  or  more  extremities.  In  many  cases,  loss 
of  function  can  be  attributed  to  neural  damage 
which  deprives  the  otherwise  healthy  limb  of 
motor  innervation.  Present  rehabilitative  meas- 
ures have  generally  failed  to  restore  limb  func- 
tion in  such  patients.  A new  electronic  device 
is  described,  which  can  partially  restore  motor 
function  to  paralyzed  limbs.  The  limb  is  con- 
trolled by  electromyographic  signals  from  intact 
muscles  or  by  special  devices,  according  to  the 
patient’s  needs.  The  affected  muscles  are  stim- 
ulated electrically  by  an  electronic  device  which 
continually  monitors  limb  movements,  making 
positional  corrections  if  necessary.  Several  arti- 


ficial stretch  receptors  have  been  developed  to 
monitor  limb  movement.  Unlike  conventional 
equipment,  the  new  system  incorporates  servo- 
mechanism technology  in  order  to  make  fine  con- 
trol and  complex  movements  feasible.  The  sys- 
tem has  successfully  reproduced  several  upper 
extremity  movements:  (1)  flexion  and  exten- 

sion of  the  elbow  joint,  (2)  pronation  of  the 
hand,  ( 3 ) prehensile  ( grasping ) movements, 
(4)  abduction  and  adduction;  and  (5)  flexion 
and  extension  of  the  hand.  The  system  can  be 
simple  to  complex,  depending  on  patient  require- 
ments. The  cost  of  this  system  should  be  lower 
than  the  electromechanical  prostheses  which  have 
been  developed  for  amputees.  Plans  are  under- 
way to  equip  patients  with  the  new  device. 


Determination  of  Dissolved  Nitrogen  in  Blood  and  Urine, 
And  the  Arterial-Alveolar  Nitrogen  Gradient 

Richard  J.  O'Brien,  Medicine  It 


ay/hile  the  contribution  to  blood  gas  abnor- 
malities  from  alveolar  hypoventilation, 
right-to-left  shunts  and  impaired  diffusion  may  be 
relatively  easily  measured,  that  from  ventilation- 
perfusion  Va/Q)  inequality,  the  most  important 
cause  of  hypoxia  and  hypercarbia,  can  be  deter- 
mined only  by  complicated  and  expensive  radio- 
logic  techniques.  VA/Q  inequality  is  the  sole 
cause  of  arterial-alveolar  (a-A)  gradients  of  nit- 
rogen, a physiologically  inert  gas  whose  distri- 
bution between  alveoli  and  blood  is  independent 
of  ventilation,  shunting  and  diffusion.  Further- 
more, N.  is  known  to  be  equally  apportioned  be- 
tween arterial  and  venous  blood,  and  between 
blood,  tissue  and  urine.  The  purpose  of  this 
study  was  to  show  that  the  determination  of  dis- 
solved No  in  urine  is  a valid  method  for  the  esti- 
mation of  dissolved  N2  in  blood.  Anaerobic  sam- 
ples of  venous  blood  and  of  urine  were  collected 
from  25  normal  male  subjects  (mean  age  25.6 
yr.,  both  smokers  and  nonsmokers).  The  partial 
pressure  of  NL,  in  these  samples  was  determined 


by  gas  chromatography  after  extraction  in  a Van 
Slyke  chamber.  The  mean  alveolar  N , partial 
pressure  was  calculated  mathematically.  There 
was  no  significant  difference  between  the  (a-A) 
N.,  gradient  (mean,  12.5  mmHg. ) and  the  (urine- 
alveolar)  No  gradient  (mean,  12.0  mmHg.)  for 
the  entire  group.  When  smokers  and  non-smok- 
ers were  compared,  a small  but  statistically  in- 
significant difference  was  found  (the  gradient 
for  smokers  being  about  3mmHg.  higher  than 
that  for  non-smokers),  suggesting  the  presence 
of  increased  VA/Q  inequality  in  the  group  of 
smokers.  It  is  concluded  that  this  is  a valid  and 
accurate  method  for  the  determination  of  the 
Va/Q  ratio.  Its  advantages  are  that  it  is  rela- 
tively simple  and  inexpensive,  that  no  arterial 
or  venous  puncture  is  required,  and  that  the  N._, 
content  of  urine  formed  over  a few  hours  more 
accurately  represents  the  steady  state  than  does 
the  N,  content  that  is  found  in  a sample  of  blood 
drawn  over  a few  minutes. 
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Hypersensitivity  Reactions  to  Christmas  Tree  Extracts 

Gregory  H.  Szeyko,  Medicine  II 


TQediatric  allergy  patients  were  skin  tested 
with  extracts  of  Christmas  trees,  house  dust, 
pollens,  and  molds  in  an  attempt  to  determine 
the  etiology  of  increased  allergic  reactions  at 
Christmas  time.  More  than  half  of  the  patients 
had  positive  skin  tests  to  Christmas  tree  extracts. 
M ore  than  90  per  cent  of  those  with  positive  skin 
tests  had  a history  of  exposure  to  Christmas  trees 
with  the  onset  of  allergic  symptoms,  and  when 
no  longer  in  the  presence  of  the  tree,  they  exper- 


ienced a remission  of  symptoms  in  a short  period 
of  time.  Additional  factors  that  could  possibly 
cause  the  symptoms,  such  as  house  dust,  molds, 
pollens,  or  a chemical  preservative  on  the  trees 
were  also  investigatetd.  Skin  tests  with  house 
dust,  molds,  and  pollens  did  not  correlate  with 
the  onset  or  remission  of  symptoms,  and  the 
chemical  preservative  was  found  to  be  of  a non- 
allergenie  nature.  The  results  strongly  indicate 
that  Christmas  trees  may  cause  allergic  reactions. 


Electromyographic  Changes  of  Brachial 
Plexus  Root  Avulsions 


Joseph  Warren,  Medicine  III 


'T(he  electromyographic  findings  in  patients 
with  avulsion  of  roots  of  the  brachial  plexus 
are  sufficiently  characteristic  to  place  the  lesion 
in  the  spinal  canal  proximal  to  the  dorsal  root 
ganglion.  These  electrophvsiological  changes 
are,  therefore,  of  diagnostic  importance  and  will 
be  emphasized  in  presenting  the  serial  electro- 
myographic data  of  two  patients  with  traction 
injuries  to  the  brachial  plexus  and  myelographie 
confirmation  of  root  avulsions.  Both  patients 
had  complete  flaccid  paralysis  and  anesthesia  of 
the  involved  extremity. 

In  both  patients  electrical  stimulation  of  the 
ulnar  and  median  nerves  in  the  affected  extrem- 
ity failed  to  evoke  a muscle  action  potential  re- 
flecting complete  Wallerian  degeneration  of  mo- 
tor axons.  A normal  sensory  nerve  action  poten- 


tial, however,  could  be  evoked  from  both  nerves 
at  the  wrist  by  electrical  stimulation  of  fingers, 
reflecting  the  intact  sensory  axons.  This  indi- 
cates the  lesion  to  be  proximal  to  the  dorsal  root 
ganglion  with  Wallerian  degeneration  of  sensory 
axons  proceeding  in  a proximal  fashion  into  the 
spinal  cord  and  not  peripherally. 

These  electromyographic  findings  are  similar 
to  those  noted  in  patients  with  various  intra- 
medullary lesions  of  the  cervical  cord.  They  dif- 
fer from  those  of  brachial  plexus  and  nerve  les- 
ions peripheral  to  the  dorsal  root  ganglion  in 
which  Wallerian  degeneration  both  of  peripheral 
sensory  and  motor  axons  occurs  resulting  in  loss 
of  sensory  nerve  action  potentials  in  addition  to 
a decreased  amplitude  or  loss  of  muscle  action 
potentials. 


RETENTION  OF  HABITUATION 

(Continued  from  Page  74) 
the  first  test  day.  On  the  retest  of  Group  A given 
during  the  second  day  of  life  the  number  of 
stimulations  necessary  was  significantly  lower 
(p=<.03)  than  either  the  first  day  testing  for 
Group  A or  for  the  single  testing  of  Group  B. 
Thus  the  newborn  is  able  to  habituate  and  re- 
tain this  habituation  over  a period  of  at  least  24 
hours. 


EVIDENCE  OF  A SPECIFIC 

(Continued  from  Page  78) 

Similar  plots  for  diethyl  glutarate  showed  less 
leparture  from  linearity  over  the  entire  range  of 
0.0  to  2.0M  KC1.  This  is  interpreted  to  mean 
that  this  aliphatic  substrate  has  a more  equal  af- 
finity for  both  forms  of  the  enzyme.  Hence,  the 
curvature  seen  in  log  K— ionic  strength  plots  at 
lower  ionic  strength  is  primarily  due  to  differ- 
ences in  an  aromatic  binding  site  between  Forms 
E,  and  E2,  not  to  other  active  site  binding  dif- 
ferences. Such  an  hypothesis  is  consistent  with 
the  linearity  seen  in  plots  of  Vmax  versus  ionic 
strength  from  0.0  to  2.0M  KC1. 
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helps  relieve  pain,  fever; 
swelling,  and  tenderness 


Please  see  new  prescribing  information  on  following  page. 


REVISED  PRESCRIBING  INFORMATION 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  otherthan  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg/day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to, 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible, including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease,  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis, and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  of 
preexisting  sigmoid  lesions  (diverticulum,  carci- 
noma, etc.);  rarely,  increased  abdominal  pain  in 
ulcerative  colitis  patients  or  development  of  ul- 
cerative colitis  and  regional  ileitis;  gastritis, 
which  may  persist  after  the  cessation  of  the 
drug;  nausea,  vomiting,  anorexia,  epigastric  dis- 
tress, abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and 
jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemo- 
lytic anemia,  bone  marrow  depression,  agranulo- 
cytosis, leukopenia,  and  thrombocytopenic  pur- 
pura. Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal 
bleeding,  appropriate  blood  determinations  are 
recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  dis- 
tress, including  dyspnea  and  asthma;  angiitis; 
pruritus;  urticaria;  angioedema;  skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness, 
tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  epi- 
sodes, depersonalization,  depression,  coma,  con- 
vulsions, peripheral  neuropathy,  drowsiness, 
mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema 
nodosum. 

Miscellaneous.-  Rarely,  vaginal  bleeding,  hyper- 
glycemia, glycosuria,  ulcerative  stomatitis,  and 
epistaxis. 

Supplied:  Capsules  containing  25  mg  indometh- 
acin each,  in  bottles  of  100  and  1000;  capsules 
containing  50  mg  indomethacin  each,  in  bottles 
of  100. 

For  more  detailed  information,  consult  your  Merck 
Sharp  & Dohme  representative  or  see  the  package 
circular. 


sb  MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.  Inc. West  Point  Pa  19486 


where  today  s theory  is  tomorrows  therapy 


Special  Article 


Report  on  The  Activities  of  The  Committee 
On  Medical  Education  and  Hospitals* 

Daniel  Hamaty , M.  D. 


The  Committee  on  Medical  Education  and 
Hospitals  of  the  West  Virginia  State  Medical 
Association  has  had  an  unprecedented  history  of 
accomplishment  these  past  five  years.  Under  the 
capable  leadership  of  Dr.  Pat  A.  Tuckwiller,  this 
Committee  has  been  accomplishing  things. 

hi  1985-66,  the  Committee  decided  to  address 
itself  to  four  objectives  or  goals.  The  first  goal 
was  to  be  an  enlargement  of  the  class  of  the 
Medical  School  at  Morgantown,  as  well  as  the 
broadening  of  the  medical  education  of  the  medi- 
cal students  in  cooperation  with  the  State  Medi- 
cal Association  and  its  members  by  establishing 
supplemental  instructional  programs  in  the 
clinical  years  in  geographical  areas  of  this  State 
other  than  the  Morgantown  area. 

The  second  goal  was  the  coordination  and 
improvement  of  graduate  internship  and  resi- 
dency programs,  and  the  third  was  the  provision 
for  more  effective  and  interesting  educational 
opportunities  for  the  practicing  physician. 

The  fourth  goal  called  for  the  provision  of 
more  attractive  practice  opportunities  for  new 
physicians  in  our  State. 

With  the  development  of  the  fourth  year  as 
a period  of  selective  educational  experience  for 
WVU  medical  students,  and  with  the  develop- 
ment of  the  Joint  Council  on  Teaching  Hospitals, 
which  will  supervise  this  program  as  well  as 
improve  the  internship  and  residency  piograms, 
the  first  two  Committee  objectives  have  been 
met  in  large  measure. 

Other  activities  have  included  the  develop- 
ment of  the  eight  geographical  areas  of  the 
State  for  educational  purposes  and  the  appoint- 
ment of  area  coordinators  in  each  region  to  bring 
local  action  and  reaction  in  medical  education 
to  the  grassroots. 

On  November  13,  1966,  a Medical  Education 
Planning  Conference  was  held  in  Charleston 

^Presented  at  a meeting  of  the  Committee  on  Medical 
Education  and  Hospitals  of  the  West  Virginia  State  Medical 
Association  in  Charleston,  December  7.  1969. 
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under  the  Committee’s  sponsorship.  This  day- 
long meeting  was  attended  by  physician  and  lay 
representatives  of  hospitals,  professional  so- 
cieties, public  and  private  voluntary  health 
agencies  and  other  interested  groups. 

The  chief  purpose  of  this  consultative  gather- 
ing was  to  decide  what  might  be  done  educa- 
tionally to  attract  more  physicians  to  the  State 
and  what  might  be  done  to  encourage  and  co- 
ordinate more  effective  postgraduate  or  continu- 
ing medical  education  programs. 

This  meeting  served  as  a forum  for  individuals 
who,  until  that  time,  had  never  had  the  oppor- 
tunity to  exchange  common  goals,  experiences 
and  feelings  regarding  continuing  professional 
education  in  the  health  and  medicine  field. 

Another  important  act  of  the  Committee  was 
to  devise,  publish  and  mail  to  the  entire  mem- 
bership of  the  West  Virginia  State  Medical  Asso- 
ciation a questionnaire  which  sought  to  deter- 
mine the  actual  educational  needs  of  the  practi- 
tioners. A copy  was  mailed  to  the  Associations 
1,320  members,  half  of  whom  eventually  com- 
pleted it  and  returned  it  to  the  Headquarters 
Office. 

With  information  obtained  in  this  manner,  the 
Committee  determined  that  the  typical  physician 
was  interested  in  getting  practical  educational 
programs  conducted  as  close  to  his  own  home  or 
setting  as  possible,  either  in  the  hospitals  or  at 
the  local  medical  society  meetings.  The  question- 
naire also  determined  that  at  least  half  of  the 
physicians  are  concerned  with  the  quality  and 
quantity  as  well  as  the  effectiveness  of  their 
current  continuing  medical  education. 

We  have  seen  that  the  Committee  on  Medical 
Education  and  Hospitals  was  instrumental  in 
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the  establishment  of  the  Joint  Council  on  Teach- 
ing Hospitals,  an  organization  composed  of 
representatives  of  those  West  Virginia  hospitals 
which  have  an  interest  in  and  a commitment  to 
education. 

The  nucleus  of  this  organization  consists  of 
representatives  of  those  hospitals  which  operate 
one  or  more  approved  internship  or  residency 
programs.  Administrations,  medical  staffs  and 
governing  boards  are  represented  in  both  the 
general  membership  and  the  Executive  Com- 
mittee of  the  Joint  Council. 

The  parents  of  this  new  venture  in  education 
are  the  West  Virginia  Hospital  and  State  Medical 
Associations. 

Our  Committee  is  now  re-addressing  itself  to 
the  continuing  education  problem  in  recognition 
of  the  need  to  reassess  existing  educational  op- 
portunities and  to  feed  back  recommendations  to 
the  Council  of  the  State  Medical  Association 
regarding  action. 

The  need  for  continuing  education  is  generally 
accepted  and  proved  by  the  fact  that  there  is  a 
plethora  of  activity  on  the  part  of  the  specialty 
boards,  the  American  Medical  Association,  the 
state  medical  associations,  and  others;  all  with 
the  idea  of  updating  the  practicing  physician 
who  has  endured  an  internship  and  probably  a 
residency. 

Medical  educators  are  now  expressing  contin- 
uing education  in  terms  of  patient  needs  first, 
then  the  physicians’  needs  to  meet  the  patient 
needs. 

Key  words  in  effective  continuing  education 
include  “now,”  “relevance,”  “access”  and  “me- 
thodology.” That  is,  we  must:  determine  the 
needs  of  our  patients;  see  what  is  being  done 
to  meet  these  needs;  plan  to  meet  them  through 
education  and  not  through  enforcement  by  out- 
side bodies.  Such  bodies  might  impose  alterna- 
tives to  our  care  which  would  endanger  the 
health  of  our  patients  and  the  nation. 

In  spite  of  the  geometric  increase  in  the 
“gimmicks”  for  delivering  medical  education  to 
practicing  physicians,  there  is  still  unrest  and 
inability  to  evaluate  their  effectiveness.  There 
is  also  the  practical  problem  of  motivation.  It 
has  been  determined  that  the  greatest  motivation 
is  that  internal,  by  the  individual  himself.  Other 
motivating  factors  such  as  the  availability  of 
interns  and  residents  are  secondary  to  this  inter- 
nal motivation. 

Thus,  the  key  perspective  in  the  whole  issue 
is  the  assumption  that  the  only  way  to  measure 
continuing  education’s  effectiveness  is  to  note 


that  patient  care  has  improved.  Beginning  with 
this  assumption,  one  cannot  be  certain  that  the 
current  methods  of  category  credits  by  the 
American  Academy  of  General  Practice  or  even 
the  newly  designed  Recognition  Award  of  the 
AMA,  or  the  self-assessment  examinations  of 
Internal  Medicine,  Anesthesiology,  Pediatrics  and 
Psychiatry  will,  in  fact,  be  an  effective  method 
of  continuing  education  unless  there  is  built  into 
them  some  measurement  of  improvement  in 
patient  care. 

Proceeding  from  this  assumption,  one  must 
turn  then  to  the  next  problem,  which  is  to 
measure  patient  care  and  needs,  both  before 
and  after  education. 

It  would  seem  that  the  only  meaningful  and 
practical  way  of  evaluating  improvement  in  pa- 
tient care  is  to  conduct  these  studies  locally, 
using  for  analysis  individual  physicians  or  small 
groups  of  physicians. 

This  leads  us  into  the  area  of  measuring  the 
performance  of  the  individual  or  groups  of  in- 
dividuals, and  such  related  issues  as  competence, 
relicensure,  etc.  The  hard  fact  of  the  matter 
is  that  the  time-worn  statement,  "If  we  don’t 
do  it  ourselves,  someone  else  will  do  it  for  us” 
is  no  longer  an  idle  threat.  It  is,  on  the  contrary, 
a clear  danger. 

This  very  threat  prompted  the  development  in 
the  Charleston  area  of  the  Charleston  Self-Audit 
Project,  which  is  a means  of  self-examination  of 
the  performance  of  patient  care  to  determine 
how  well  the  individual  or  group  of  individuals 
have  done  and  to  take  steps  to  correct  any  short- 
comings that  may  arise  as  a result  of  reviewing 
these  charts. 

There  is  third-party  intrusion,  mainly  in  the 
form  of  Medicare  and  Medicaid.  The  Social  Se- 
curity Administration  is  examining  nonphysician 
participants  in  the  Medicare  Program  and  the 
examination  of  physiotherapists  is  under  con- 
sideration at  this  time.  It  would  not  be  far- 
fetched to  think  of  the  future  examination  of 
physicians  by  the  Social  Security  Administration 
or  other  Government  bodies  in  order  to  accept 
them  for  participation  in  Government-sponsored 
third-party  programs. 

There  is,  at  this  very  moment,  considerable 
disenchantment  with  the  utilization  review  sys- 
tem under  Medicare  and  accusations  that  the 
peer  review  process  espoused  by  the  AMA  is 
already  a failure.  Patient  care  evaluation  as  a 
modality  of  medical  education  is  a type  of  peer 
review  that  can  and  will  work  with  the  expendi- 
ture of  some  time  and  effort. 
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As  a result  of  the  success  of  the  Self-Audit 
Project  in  the  Charleston  area,  the  West  Virginia 
Regional  Medical  Program  has  adopted  criteria 
for  further  support  of  continuing  education  pro- 
grams of  this  nature.  RMP’s  criteria  state  that 
the  agency  would  look  with  favor  on  programs 
developed  by  medical  professional  societies  or 
local  groups  rather  than  by  single  hospitals  or 
small  groups  of  people.  The  criteria  also  en- 
courage development  of  continuous  programs 
built  around  the  daily  routine  of  the  profes- 
sional man,  and  patient-centered  educational 
activity  that  deals  with  identification  of  needs 
of  the  patient  and  evaluation  of  results  of  the 
patient  care  review  type. 

RMP  expects  the  ultimate  result  of  these  cri- 
teria will  he  improvement  in  record  keeping  and 
a bridging  of  the  gap  between  available  scien- 
tific knowledge  and  the  quality  of  care  received 
by  the  patient. 

The  group  that  comes  the  closest  to  being 
truly  representative  of  the  physician  is  his  state 
medical  association.  It  is  this  association  that 
knows  the  responsibility  for  and  has  the  priv- 
ilege of  monitoring  the  education  of  its  mem- 
bers. 

It  recognizes  the  need  and  realizes  the  inade- 
quacies of  our  current  efforts.  For  example,  the 
state  medical  associations  of  California,  Penn- 
sylvania and  New  York  already  have  taken  steps 
toward  peer  review  or  patient  care  examination 
by  acting  as  intermediaries  between  Federal  or 
other  third-party  agencies  and  the  membership. 
These  activities  are  best  accomplished,  however, 
not  at  the  state  level,  but  at  a lower  level,  such 
as  the  eight  geographical  areas  delineated  by 
our  Committee  on  Medical  Education  and  Hos- 
pitals. 

One  must  view  the  patient  care  evaluation  as 
an  educational  tool,  plus  a tool  for  medical  care 
education  planning,  at  the  local  level,  relating  to 
the  local  health  or  hospital  planning  as  well  as 
the  other  local  political  aspects,  including  chal- 
lenges of  competence,  grievances  and  even 
financing  methods. 

The  most  important  lesson  that  has  been 
learned  by  the  activities  of  the  Charleston  Self- 
Audit  project  is  that  the  individuals  evaluating 
the  data  abstracted  from  the  records  do  learn 
whenever  they  are  prepared  to  keep  an  open 
mind  and  examine  the  patient  they  have  cared 
for.  As  poor  as  medical  records  are,  it  is  still 
possible— even  with  the  data  acquired  by  the 
simple  PAS-MAP  abstracting  system,  when  an- 
alyzed by  the  physicians  caring  for  the  cases 


particularly  when  assembled  by  expert  help 
to  cut  down  on  time  required  of  by  the  phy- 
sician—to  get  a stimulation  and  discussion  not 
only  of  the  methodology  of  treatment  and  the 
success  of  treatment  but  even  the  administrative 
aspects  of  treatment. 

We  have  been  more  impressed  with  the  high 
quality  of  medical  care  in  the  Kanawha  Valley 
than  by  the  indicators  of  poor  performance  of 
medical  care.  This  is  something  that  should 
be  brought  to  light  as  we  practitioners  are  chal- 
lenged to  prove  that  we  are  competent  and  keep- 
ing up  with  the  times  and  updating  our  knowl- 
edge. 

There  are  many  examples  of  patient  care  eval- 
uation and  many  means  to  relate  these  examples 
with  the  existing  methods  of  continuing  medical 
education.  One  method  is  developing  criteria 
for  standards  of  medical  care  in  a local  hospital 
or,  preferably,  in  a department  of  a local  hos- 
pital. By  establishing  such  criteria  as  has  been 
done  in  Chestnut  Hill,  Pennsylvania,  for  hys- 
terectomy, diabetes,  and  myocardial  infarction, 
the  members  of  the  departments  are  able  to  spot 
needs  for  education  in  these  very  common  dis- 
orders. 

Many  of  these  deficiencies  are  found  to  be  ad- 
ministrative rather  than  factual  knowledge  and 
thus  brings  about  a smooth  organization  and  per- 
formance of  patient  care  in  the  hospital.  All  of 
this  is  education  in  its  sense  of  changing  habits 
or  behavior  to  more  efficiency. 

The  important  thing  is  that  with  criteria  set- 
ting being  done  by  the  individuals  themselves, 
not  for  anyone  else  but  themselves,  it  remains 
an  educational  process,  a tine  peer  review.  The 
idea  of  covering  the  common  cases,  the  ones 
that  are  occupying  the  greater  number  of  patient 
days  or  causing  the  greater  number  of  deaths 
is  in  concert  with  a system  of  prognostic  epi- 
demiology or  priority  patient  care  evaluation  and 
is  really  going  to  pay  off  in  terms  of  number 
rather  than  a patient  care  review  of  exotic  dis 
eases  that  is  less  practical  for  the  day-to-day  prac 
tice  of  the  majority  of  physicians. 

There  are  many  other  twists  or  modifications 
to  patient  care  review,  but  the  heart  of  it  all  is 
that  the  individuals  themselves  determine  what 
is  to  be  examined  in  the  medical  records  of  the 
cases  they  have  cared  for,  discovering  this  they 
proceed  to  take  any  corrective  action  necessary. 
There  are  times  when  it  is  impossible  to  arrive 
at  some  standard.  In  this  case,  there  are  tech- 
niques of  patient  care  testing  using  typical  or  ex- 
ample cases  that  will  bring  these  out  by  taking 
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the  department  or  hospital  staff  through  simula- 
tion of  cases.  These  are  not  all  dream  ideas. 
They  are  being  done  today  in  various  parts  of 
our  country. 

As  a response  to  the  pressing  need  to  take  some 
action  before  stringent  restrictions  are  imposed 
upon  us,  the  following  recommendation  is  made: 

The  West  Virginia  State  Medical  Association 
should  establish  as  a requirement  that  its  mem- 
bers engage  in  a category  credit  system  similar 
to  the  American  Medical  Association’s  new  Phy- 
sician Recognition  Award  program.  This  award 
provides  for  a certain  number  of  hours  to  be 
completed  in  a certain  number  of  years  with 
approximately  half  of  them  being  in  required 
categories  of  certified  programs,  participation  in 
internship  and  residency  programs  and  presen- 
tation of  scientific  papers  to  meetings  or  in  jour- 
nals. Elective  hours  are  allowed  through  par- 
ticipation in  hospital  staff  meetings,  scientific 
exhibits,  AN1A  meetings,  etc. 

Before  establishment  of  this  requirement,  in- 
crease in  the  activity  of  the  area  coordinators 
with  assistance  from  the  State  Medical  Associa- 
tion and  other  cooperating  agencies  will  be  nec- 
essary to  insure  that  there  are  local  AMA-ap- 
proved  programs  in  the  hospitals  (programs 
listed  in  the  Education  number  of  the  Journal 
of  the  American  Medical  Association);  that 
there  is  ample  opportunity  for  participation  in 
internship  and  residency  programs  where  they 
exist;  and  lastly,  that  the  presentation  of  papers 
be  expanded  to  include  presentations  of  patient 
care  review  as  a required  category  credit. 

The  American  Academy  of  General  Practice 
credits  can  be  used  and  worked  into  these  cred- 
its, particularly  as  a substitute  for  the  AMA- 
approved  courses.  To  accomplish  this,  the  area 


coordinators  will  have  to  receive  assistance  of 
administrative  and  clerical  nature  and  it  is  pro- 
posed that  the  Education  Committee  of  the  State 
Medical  Association,  or  some  other  arm  of  the 
Association,  apply  for  funds  from  the  Regional 
Medical  Program  to  carry  out  this  activity  in  the 
same  manner  as  is  being  done  in  the  Charleston 
area  with  the  Self-Audit  Project. 

Thus,  the  final  setting  woidd  be  eight  area 
coordinator  offices  with  secretaries  and  clerks 
and  a part  - time  administrative  assistant  who 
would  assist  the  area  coordinator  in  carrying  out 
his  programs  that  he  has  determined  to  be  need- 
ed on  the  basis  of  comment  from  the  local  med- 
ical societies  and  their  members. 

This  office  would  keep  the  scores  of  the  mem- 
bers’ category  credits  to  satisfy  the  hours  as 
mentioned  previously  as  a requirement  for  mem- 
bership. Such  an  activity  would  not  involve  the 
physician’s  time  any  more  than  now  by  the  co- 
ordination of  meetings,  cutting  out  some  of  them 
and  replacing  them  with  required  category 
credit  activity  as  well  as  the  clerical  assistance 
to  the  hospitals  and  to  the  physicians  themselves. 

With  ongoing  patient  care  evaluation  studies, 
planning  of  education,  satisfaction  of  utilization 
review  of  the  Medicare  or  other  Federal  agen- 
cies as  well  as  the  satisfaction  of  the  audit  re- 
quirements of  the  Joint  Commission  on  Accred- 
itation would  all  be  automatic. 

With  no  more  time  and  effort  than  we  are  cur- 
rently applying  to  medical  education  and  admin- 
istrative activities  of  our  medical  societies  and 
hospital  staffs,  we  can  show  the  public  authority 
that  we  are,  in  fact,  performing  well  and  making 
every  effort  to  recognize  our  deficiencies  and  cor- 
rect them  in  terms  of  improved  patient  care. 


There  is  nothing,  wrong  with  change,  if  it  is  in  the  right  direction 

Sir  Winston  Churchill 
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The  Family  and  The  Alcoholic 

W.  W.  Spradlin,  M.  D. 


^pHE  use  of  alcohol  is  a pattern  of  behavior 
and  whenever  we  attempt  to  conceptualize  a 
given  pattern  or  constellation  of  behavior,  it  is 
essential  to  define  the  frame  of  reference  to  be 
used. 

Frames  of  Reference 

For  example,  one  might  use  a physiologic- 
frame  of  reference  and  discuss  how  all  behavior 
emanates  from  the  central  nervous  system.  With 
this  reference,  account  must  be  taken  of  the  tre- 
mendous variability  in  the  structure  and  function 
of  this  organ  when  one  compares  the  brain  of 
one  individual  with  another.  Factors  like  gene- 
etic  predisposition,  traumatic  injuries  and  the 
physiologic  state  of  other  organs  systems  that 
support  the  central  nervous  system  should  be 
considered  in  defining  how  the  physiologic  effect 
of  alcohol  alters  a given  individuals  manifest 
behavior.  This  is  a very  important  area  of  study 
but  at  the  present  time  we  don’t  know  enough 
to  make  this  frame  of  reference  of  much  practi- 
cal value  for  use  in  our  treatment  program. 

Another  frame  of  reference  that  has  been  used 
extensively  in  the  recent  past  and  still  is  quite 
valuable  is  a focus  on  intrapsychic  phenomenon. 
By  this  we  mean  to  employ  an  individualistic  ap- 
proach to  human  behavior.  For  example,  we 
would  take  inventory  of  all  the  significant  events 
which  have  occurred  in  the  individual’s  past  and 
which  have  taught  him  to  behave  as  he  does. 
We  would  explore  areas  of  conflict  between  vari- 
ous attitudes  and  emotions  which  the  individual 
has,  hoping  that  successful  resolution  of  these 
conflicts  might  help  him  to  behave  in  a more 
productive  and  self-satisfying  way. 

This,  too,  is  a very  important  conceptual  pat- 
tern in  that  previous  learning  experience,  good 
and  bad,  which  influences  the  way  we  express  oui- 
feelings  and  emotions  continually  influences  our 
behavior. 

There  is  some  liability  in  focusing  solely  on  a 
given  individual’s  physiology  or  intrapsvchic  con- 
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flicts  in  that  these  models  are  easily  summarized 
into  the  conclusion  that  the  individual  is  sick 

You  may  ask,  “What’s  wrong  with  that?”  The 
individual  is  miserable;  he’s  hurting.  Why  not 
say  he’s  sick?  Isn’t  that  really  what  we’re  trying 
to  do  anyway,  to  move  the  public’s  attitude  away 
from  seeing  certain  behavioral  patterns  like  alco- 
holism as  crime  and  to  convince  them  that  it  is 
an  illness?  What  is  the  liability  in  conceptualiz- 
ing alcoholism  as  disease? 

Liability  of  Disease  Concept 

I think  most  persons  would  agree  that  it’s  more 
humane  to  consider  the  alcoholic  as  a sick  man 
rather  than  as  a criminal;  there  is  the  liability, 
however,  that  this  frame  of  reference  relieves  the 
individual  of  responsibility  for  his  behavior. 
To  focus  on  the  individual  as  the  sick  one  also 
relieves  the  family  of  its  responsibility  other  than 
to  get  the  individual  to  a professional  health 
worker.  In  summary,  if  we  are  not  careful,  this 
model  places  the  bulk  of  responsibility  on  pro- 
fessionals. It’s  their  job  to  take  over  the  person's 
life  and  to  be  responsible  for  his  future  behavior. 

With  other  sicknesses,  like  acute  appendicitis 
or  pneumonia,  this  is  fine.  The  patient  submits 
to  the  health  professional  and  hopefully  every- 
thing comes  out  all  right.  The  patient  remains 
passive  in  this  relationship;  he  doesn’t  learn  how 
to  take  out  appendices  or  how  to  give  various 
antibiotics;  he  just  does  what  he’s  told. 

All  of  us  are  aware  that  this  just  doesn't  work 
when  we  are  dealing  with  behavior.  The  indi- 
vidual has  to  be  responsible  for  learning  new 
ways  of  coping  with  stressful  situations  himself 
instead  of  relying  on  the  professional  to  run  his 
life  for  him. 
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It’s  for  these  reasons  that  many  health  workers 
are  beginning  to  use  another  frame  of  reference 
in  conceptualizing  human  behavior.  We  are  be- 
ginning to  focus  more  on  the  interpersonal  as- 
pects of  behavior,  i.e.,  what  goes  on  between  peo- 
ple rather  than  the  intrapsychic  aspects,  which 
we  might  describe  as  what’s  going  on  inside  the 
individual. 

This  is  no*:  to  negate  the  individual  and  we 
must  always  consider  the  first  two  frames  of  ref- 
erence we  have  discussed;  however,  we  must 
attempt  to  see  the  individual  in  his  environ- 
ment. To  attempt  to  conceptualize  behavior  out- 
side of  the  environment  is  to  distort.  We  can 
not  just  look  at  behavior;  we  have  to  see  behavior 
as  a response  to  a situation.  If  we  don’t  consider 
the  situation,  we  have  difficulty  understanding 
the  behavior  and  we  fall  into  the  rut  of  stereo- 
typing and  categorizing  which  may  make  us  feel 
more  comfortable,  but  does  little  for  the  folks 
who  come  to  us  with  problems. 

Man  a Gregarious  Animal 

One  might  ask  why  it’s  so  important  to  con- 
sider what’s  going  on  between  the  individual  and 
other  people  in  his  environment. 

If  we  stop  to  think,  all  of  us  are  dependent  on 
others  or  groups  of  others.  People  are  gregari- 
ous animals  and  usually  run  in  groups,  a phe- 
nomenon that  probably  has  helped  man  to  sur- 
vive and  get  his  needs  met. 

In  any  given  group,  all  of  the  people  are  in  an 
almost  continuous  struggle  to  get  their  needs  sat- 
isfied. One  of  these  needs,  the  most  pressing, 
perhaps,  is  to  feel  accepted  or  secure  in  the 
group.  To  phrase  it  another  way,  people  like  to 
feel  that  they  have  a role  or  pattern  of  behavior 
which  the  group  needs  or  will  validate. 

Family  Group 

There  are  many  types  of  groups,  but  perhaps 
the  most  primitive  and  the  one  most  persons  first 
encounter  is  family. 

It  is  in  this  group  that  we  learn  which  patterns 
of  behavior  are  acceptable  and  which  are  not. 
We  learn  to  present  a pattern  of  behavior  or  role 
that  the  family  needs  to  complement  or  validate 
the  roles  of  its  other  members.  We  learn  to  play 
a child  role  in  relation  to  our  parents  and  a sib- 
ling role  to  other  children  in  the  family  group. 

To  be  merecenary  about  it,  we  learn  a role 
that  will  sell.  The  more  roles  we  can  learn,  the 
more  flexible  we  become  in  moving  from  one 
group  to  another. 


We  must  remember  that  a role  that  sells  in  one 
group  will  not  necessarily  sell  in  another  and  fur- 
thermore a role  may  sell  in  a group  at  one  time 
but  not  sell  a few  years  later. 

When  the  Role  Doesn't  Sell 

What  happens  when  an  individual’s  role  does 
not  sell? 

When  our  patterns  of  behavior  are  not  vali- 
dated as  needed  or  wanted  by  the  group  around 
us,  we  become  insecure  and  the  physiologic 
pangs  of  anxiety  begin.  We  begin  to  utilize  var- 
ious techniques  and  shifts  in  behavior  to  force 
others  to  accept  us.  We  may  attempt  to  evoke 
fear  or  guilt  in  other  members  by  accentuating 
behavior  patterns.  If  we  continue  to  fail,  anxi- 
ety or  tension  mounts  and  fight  or  flight  patterns 
develop  which  are  described  as  symptoms  or  di- 
agnostic categories  of  mental  illness. 

For  example,  we  may  retreat  into  a depression 
or  completely  deny  anything  is  wrong  in  a manic 
attack. 

Our  topic  today,  however,  is  alcoholism.  Let’s 
see  how  it  fits  into  this  rubric.  Suppose  an  indi- 
vidual who  has  learned  to  play  a dependent  role 
in  his  first  family  group  marries  and  establishes 
a second  family  group  wherein  he  is  forced  to 
become  independent  and  carry  a heavy  load  of 
responsibility.  He  has  never  learned  to  play  this 
role  and  he  feels  insecure,  frustrated  and  subse- 
quently angry  at  the  role  shift.  However,  since 
he  has  never  expressed  anger,  which  is  out  of 
keeping  with  his  dependency  role,  he  becomes 
more  frustrated.  Then  the  ideal  situation  occurs. 
He  discovers  the  magic  of  alcohol. 

Alcohol,  the  Magician 

This  chemical  can  temporarily  alia)'  his  pangs 
of  anxiety  since  it  works  as  an  anesthetic.  It  also 
decreases  his  responsibility.  He  can’t  be  expected 
to  do  anything  when  he’s  drunk.  Just  as  import- 
ant, his  use  of  alcohol  passively  expresses  his  hos- 
tility to  people  (who  were  expecting  him  to  as- 
sume a responsible  role)  because  they  do  not 
like  drinking. 

Drinking  now  allows  the  individual  to  remain 
in  a passive  dependent  role  and  forces  others 
to  care  for  him. 

This  sounds  ideal;  however,  other  people  may 
get  to  like  being  in  control  and  may  take  more 
and  more  responsibility  until  the  alcoholic  has 
little  role  left  and  is  no  longer  needed  in  the 
group.  By  this  time  the  bad  physiologic  effects 
of  alcohol,  which  is  a very  toxic  agent,  have  taken 
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their  toll  on  his  brain,  liver  and  nutritional  state 
and  he  no  longer  is  a candidate  for  any  group. 

We  have  briefly  discussed  interpersonal  the- 
ory, role  theory  and  the  importance  of  groups. 
It  also  is  important  to  remember  that  group 
members  attempt  to  get  their  needs  met  and 
their  roles  validated  through  a complex  process 
called  communication,  verbal  and  nonverbal. 

Understanding  this  area  is  crucial  for  health 
workers  who  can  help  family  members  take  in- 
ventory of  what  their  needs  are  and  how  they 
communicate  these  needs  to  others.  Do  their  com- 
munication techniques  or  behavior  patterns  get 
other  people  to  need  them  and  want  to  be  help- 
ful to  them  or  do  their  techniques  push  other 
people  away?  Can  an  individual  learn  a more 
productive  wav  of  expressing  his  needs?  Do 
the  individual’s  emotions  coincide  with  the  mes- 
sages he  is  giving  others  verbally  or  is  he  giving 
mutually  exclusive  verbal  and  nonverbal  mes- 
sages so  that  the  group  does  not  trust  him? 


Recognition  of  these  issues  has  made  group 
and  family  therapy  a much  more  prominent  part 
of  our  growing  number  of  therapeutic  tools. 

Alcoholics  Anonymous 

AA  was  certainly  a pioneer  organization  in 
developing  group  work  with  much  better  suc- 
cess than  health  professionals  using  one-to-one 
techniques.  AA  provides  a group  structure  in 
which  the  alcoholic  is  accepted  without  heavy 
obligations  and  in  which  he  can  learn  new  pat- 
terns of  handling  frustration  and  reestablishing 
self-esteem  since  he  is  accepted  regardless  of  his 
previous  failures. 

I hope  as  time  goes  on  we  will  continue  to  de- 
velop our  understanding  of  group  and  family 
dynamics  and  the  extremely  complex  field  of  in- 
terpersonal communication. 

This  is  where  health  and  education  meet  and 
I believe  that  herein  lies  our  best  avenue  for 
treatment  and  prevention  of  many  of  the  causes 
of  human  misery. 


To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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Idiopathic  Atrial  Fibrillation 

Edward  K.  Chung,  \I.  I).,  and  Sang-ln  Lee,  M.  I). 


'T'he  presence  of  atrial  fibrillation  frequently  in- 
dicates  \rarious  organic  heart  diseases  in- 
cluding coronary  and  rheumatic  heart  disease. 
The  purpose  of  this  paper  is  to  present  a young 
man  who  developed  a paroxysmal  atrial  fibrilla- 
tion without  any  demonstrable  heart  disease. 
Related  subjects  are  discussed  briefly. 

A Case  History  ami  Electrocardiographic  Analysis 

A 21year-old  apparently  healthy  youth  was 
referred  to  the  cardiac  clinic  for  the  evaluation 
of  irregular  heart  rhythm. 

He  was  entirely  asymptomatic  other  than  a 
feeling  of  palpitation.  Physical  findings  were 
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likewise  unremarkable  except  for  grossly  irre- 
gular cardiac  rhythm.  Vital  signs  were  within 
normal  limits.  His  electrocardiogram  (Figure  1) 
on  admission  showed  artrial  fibrillation  with  a 
ventricular  rate  ranging  from  70  to  120  beats 


per  minute  and  one  ventricular  premature  con- 
traction. Other  than  his  rhythm  disturbance, 
the  electrocardiogram  was  within  normal  limits. 
Various  studies  including  chest  x-rays  were  all 
negative  or  within  normal  limits.  Atrial  fibrilla- 
tion was  converted  to  normal  sinus  rhythm  by  a 
moderatly  rapid  oral  digitalization  ( digoxin  0.5 
mg.  three  times  a day  for  two  days).  He  was 
discharged  with  a maintenance  digoxin  0.25  mg. 
daily.  His  cardiac  rhythm  remained  sinus  for 
more  than  one  year  since  discharge. 

Discussion^ -3 

Atrial  fibrillation  is  one  of  the  most  common 
arrhythmias  and  it  is  certainly  the  most  common 
underlying  cardiac  rhythm  other  than  sinus 
rhythm.  The  incidence  of  atrial  fibrillation  is 
approximately  10  to  20  times  higher  than  that 
of  atrial  flutter.  It  has  been  said  that  about  70 
per  cent  of  patients  with  congestive  heart  failure 
have  atrial  fibrillation  as  the  underlying  rhythm. 
Atrial  fibrillation  is  rare  in  infants  or  children 
but  if  it  occurs,  congenital  heart  disease  is  almost 
always  present,  particularly  atrial  septal  defect, 
Ebstein’s  disease,  and  transposition  of  the  great 
vessels.  The  incidence  of  atrial  fibrillation 
markedly  increases  after  age  40.  Atrial  fibrilla- 
tion is  not  uncommonalv  associated  with  Wolf- 
Parkinson-White  syndrome  in  adults  but  is  ex- 
tremely rare  in  children  with  the  same  syndrome. 

Atrial  fibrillation  may  occur  in  a paroxysmal 
form  but  it  often  becomes  chronic,  particularly 
when  underlying  heart  disease  is  present,  even 
after  various  treatments.  Atrial  fibrillation  may 
last  a few  seconds  or  minutes  but  it  may  persist 
for  many  years.  As  in  atrial  flutter,  atrial  fibrilla- 
tion is  commonly  associated  with  rheumatic 
heart  disease,  coronary  heart  disease  (with  or 
without  acute  myocardial  infarction ) , hyper- 
tensive heart  disease,  hyperthyroidism  and  Wolf- 
Parkinson-White  syndrome. 

The  clinical  significance  of  fine  and  coarse 
atrial  fibrillation  is  often  different.  It  has  been 
shown  that  the  most  common  cause  of  coarse 
atrial  fibrillation  is  rheumatic  heart  disease,  par- 
ticularly mitral  stenosis,  and  that  is  attributed 
to  enlargement  of  the  left  atrium.  Less  com- 
monly, coarse  atrial  fibrillation  may  be  found  in 
thyrotoxicosis.  In  contrast  to  this,  fine  atrial 
fibrillation  is  almost  always  found  in  coronary 
and/or  hypertensive  heart  disease. 

Less  commonly,  atrial  fibrillation  may  be  ob- 
served in  cardiomyopathy,  acute  myocarditis  or 
pericarditis  of  various  causes  and  trauma  of  the 
chest.  Atrial  fibrillation  is  rarely  observed  in 
digitalis  intoxication.  Atrial  fibrillation  is  unusual 
in  congenital  heart  disease,  luetic  heart  disease 
and  chronic  cor-pulmonale.  Approximately  six 


per  cent  of  atrial  fibrillation  occurs  in  apparently 
healthy  individuals.  Atrial  fibrillation  may  be 
observed  as  a result  of  heavy  smoking,  excessive 
ingestion  of  alcohol,  coffee,  and  tea,  and  sudden 
emotional  excitement.  At  times,  atrial  fibrilla- 
tion is  found  in  high-strung  individuals  and  it 
may  be  familial.  When  an  underlying  cause  for 
the  atrial  fibrillation  is  not  found,  it  has  been 
called  “idiopathic"  or  “benign"  atrial  fibrillation. 

Symptoms  vary  depending  upon  the  presence 
or  absence,  and  nature  of  the  heart  disease,  the 
presence  or  absence  and  degree  of  congestive 
heart  failure,  the  ventricular  rate  and  the  dura- 
tion of  the  atrial  fibrillation.  Transient  atrial 
fibrillation  may  not  produce  any  symptoms.  Be- 
cause of  the  high  incidence  of  atrial  fibrillation 
in  congestive  heart  failure,  the  symptoms  pri- 
marily depend  on  the  severity  of  the  congestive 
heart  failure.  Mild  symptoms  may  include  pal- 
pitations, anxiety,  a fluttering  or  pounding  sen- 
sation, and  skipping  of  the  heart  beats.  Serious 
symptoms  include  full  blown  congestive  heart 
failure,  syncope,  and  a feeling  of  impending 
death.  Angina  may  be  produced  or  exaggerated 
by  atrial  fibrillation. 

Digitalis  is  the  drug  of  choice  for  the  treat- 
ment of  atrial  fibrillation  regardless  of  whether 
it  is  associated  with  congestive  heart  failure.  The 
drug  is  most  effective  when  significant  conges- 
tive heart  failure  is  present.  Besides  digitalis, 
various  anti-arrhythmic  drugs  ( quinidine,  pro- 
caine amide,  propranolol,  etc. ) and  cardiover- 
sion have  been  used  for  the  termination  of  atrial 
fibrillation. 

The  prognosis  for  atrial  fibrillation  largely  dc 
pends  upon  the  underlying  cause,  the  presence 
or  absence  of  heart  disease  and  congestive  heart 
failure  and  their  severity,  if  present,  and  re- 
sponse to  treatment.  In  general,  paroxysmal 
atrial  fibrillation  occuring  in  healthy  individuals 
and  Wolff-Parkinson- White  syndrome  are  benign, 
and  bave  a good  prognosis 

Summary 

A case  of  idiopathic  atrial  fibrillation  is  pre- 
sented and  the  clinical  significance  of  atrial 
fibrillation  is  also  brieflly  discussed.  Digitalis  is 
the  drug  of  choice  for  the  treatment  of  atrial 
fibrillation  regardless  of  underlying  cause  except 
for  digitalis-induced. 
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'npms  16-year-old  male  presented  himself  to  Dr. 

Robert  D.  Hess,  Bridgeport,  West  Virginia, 
complaining  of  five  days  of  progressive  consti- 
pation and  nausea.  Within  the  past  24  hours  he 
had  vomited  twice.  Physical  examination  showed 
abdominal  distension  and  hyperactive  paristal- 
sis.  The  patient  was  admitted  to  the  hospital 
and  x-ray  films  were  exposed  which  were  inter- 
preted by  Dr.  Ray  A.  Harron,  radiologist.  Union 
Protestant  Hospital,  Clarksburg,  West  Virginia. 

The  x-ray  report  was  as  follows:  “Flat  and 

erect  films  of  the  abdomen  show  distension  of 
small  bowel,  mainly  ilium,  and  some  large  bowel 
distension.  No  gas  is  seen  in  the  descending 
colon,  however.  In  the  erect  position  stair-step 
fluid  levels  are  noted.  These  findings  indicate  a 
mechanical  obstruction  in  the  large  bowel  proxi- 
mal to  the  descending  colon.” 

The  patient  was  referred  to  Dr.  Lawrence  R. 
Thrush,  surgeon,  Clarksburg,  West  Virginia,  for 
surgical  consultation  and  an  exploratory  lapa- 
rotomy was  performed.  A solid  lesion  was  pal- 
pated in  the  area  of  the  splenic  flexure  of  the 


Figure  1 Figure  3 
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colon.  A cecostomy  was  done  to  decompress 
the  distended  colon  and  small  bowel. 

On  the  sixth  day  postoperative,  a barium  en- 
ema was  performed  showing  complete  obstruc- 
tion at  the  splenic  flexure  to  the  retrograde  flow 
of  barium.  The  findings  were  rather  suggestive 
of  carcinoma,  although  the  possibility  of  intus- 
suception  was  mentioned. 

About  one  week  later  the  patient  was  reoper- 
ated and  a definitive  procedure  was  done.  In 
order  to  encompass  the  lesion  it  was  necessary 


to  do  a partial  pancreatectomy,  a partial  colec- 
tomy and  a splenectomy.  The  mid-transverse 
colon  was  then  anastomosed  to  the  descending 
colon. 

Pathological  diagnosis  was:  “Mucinous  adeno- 
carcinoma of  the  colon  with  metastatic  tumor  in 
five  out  of  twenty  lymph  nodes.” 

Comment 

Specific  questioning  of  the  patient  and  his  fam- 
ily revealed  no  familial  incidents  of  polyps  or 
bowel  tumors.  There  was  no  historv  of  ulcera- 
tive colitis.  No  history  to  support  a diagnosis  of 
Gardner’s  syndrome  could  be  obtained. 


Non-Smokers  Deserve  a Break! 

Physicians  have  long  known  that  some  persons  are  made  uncomfortable  and  others 
become  acutely  ill  when  exposed  to  tobacco  smoke.  Now  we  are  confronted  with 
a growing  body  of  medical  evidence  tending  to  confirm  that  cigarette  smoke  harms  not 
only  the  inveterate  smoker  but  may  also  affect  the  health  of  nonsmokers  subjected  to  the 
smoking  environment — at  home,  at  work,  in  public  places. 

Dr.  Frederic  Speer,  of  Shawnee  Mission,  Kansas,  reports  that  intolerance  to  tobacco 
smoke  is  common  in  both  allergic  and  non-allergic  patients  and  that  common  complaints 
are  eye  irritation,  nasal  symptoms,  headache,  cough,  wheezing,  sore  throat,  hoarseness, 
nausea  and  dizziness.  The  effects  of  tobacco  smoke  appear  to  be  of  an  irritative  rather 
than  an  allergic  character. 

Dr.  Cyril  D.  Fullmer,  of  Salt  Lake  City,  found  that  spirals  of  mucus,  as  seen  in  the 
sputum  of  patients  with  lung  disease,  are  almost  always  found  in  the  sputum  of  smokers. 
Beyond  that,  he  also  found  the  same  spirals  in  the  sputum  of  nonsmokers  who  worked 
near  smokers  and  breathed  their  cigarette  smoke.  Non-smokers  who  did  not  live  or  work 
in  a smoky  environment  had  no  such  findings. 

The  effects  of  exposure  of  children  to  tobacco  smoke  has  been  reported  by  a team  of 
investigators  at  Wayne  State  University.  They  compared  the  number  of  acute  illnesses  of 
children  in  homes  where  there  was  parental  smoking  with  the  number  of  illnesses  in 
homes  where  the  parents  did  not  smoke.  A preliminary  study  suggests  the  rates  of  acute 
illness  (mostly  respiratory)  among  smokers’  children  were  significantly  higher  than  among 
non-smokers’  children. 

“One  now  has  to  raise  the  spectre  of  smoking’s  harming  not  only  the  health  of  the 
smoker,  but  also  the  health  of  his  progeny,”  says  Dr.  Paul  Camero,  director  of  the  study. 

A recent  editorial  in  Science  makes  the  further  point,  “When  an  individual  smokes 
in  a poorly  ventilated  space  in  the  presence  of  others,  he  infringes  on  the  rights  of  others 
and  becomes  a serious  contributor  to  air  pollution.” 

Thus,  the  clouds  of  tobacco  smoke  that  so  often  pollute  public  places  may  be  a sub- 
stantial hazard  to  the  health  and  well  being  of  the  non-smoker  as  well  as  a violation  of 
his  personal  rights. 

Non-smokers  who  are  obliged  to  breathe  the  smoke-laden  air  in  public  conveyances 
(plane,  train,  bus,  elevator)  undoubtedly  will  agree  that  this  line  of  investigation  should 
be  strongly  pursued.  Strict  enforcement  of  the  “No  Smoking”  rule  in  public  places  would 
alleviate  some  of  the  potential  dangers,  meanwhile,  until  mounting  evidence  provides 
a background  for  action  to  eliminate  a hazard  for  those  innocent  of  the  tobacco  habit  but 
possible  victims  nonetheless. — Medical  Bulletin  on  Tobacco. 
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What’s  he  going  to  use  for 
security  when  he’s  seventeen? 


_A_  good  education. 

But  college  is  expensive  these 
days.  And  likely  to  be  more  so 
in  the  future. 

That’s  why  you  should  start 
planning  now. 

One  of  the  best  ways  is  a 
U.S.  Savings  Bond  plan.  When 


you  buy  Bonds,  you’re  securing 
his  tomorrow  by  investing  in 
America  today. 

Bonds  are  easy  to  save.  You 
can  join  a Payroll  Savings  Plan 
where  you  work.  Or  arrange  a 
Bond -A- Month  Plan  where 
you  bank. 

One  thing  though. 

If  you  think  Savings  Bonds 
are  a get-rich-quick  scheme, 
forget  it.  There  are  other  places 
to  make  a fast  buck.  Or  lose  it 
just  as  fast. 

But  Bonds  pay  off  when  you’ll 
need  them,  in  the  years  to  come. 
And  at  a guaranteed  rate.  His 
future  isn’t  too  far 
away.  But  he’ll 
need  more  than 
his  blanket  for 
security. 


If  they’re  lost,  stolen,  or 
destroyed,  we  replace  ’em. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds 


The  U S Government  Hoe.  not  pay  lor  thi.  advert, .emenl. 
Department  of  ‘heY.ea.ur,  and  VhVAd^rl.J.ng c'ouncL 


imagine,  the  W , VA , STATE  MEDICAL  ASSOCIATION 

two  week  ORIENT  ADVENTURE  vacation  costs  less 

than  tourist  class  air  fare  to  the  same  destinations  yet  includes  

• the  best  DELUXE  HOTELS 

• TWO  gourmet  meals  per  day  at  a selection  of  finest  restaurants 

• direct  WORLD  AIRWAYS  707  private  jet 

• five  ORIENT  ADVENTURE  hosts  to  assist  you 

• TRANSFERS  OF  ALL  BAGGAGE  — 100  pounds  baggage  allowance 

• plus  many  other  special  features 

ENJOY  seven  days  in  TOKYO  — seven  days  in  HONG  KONG 
optional  trips  to  Kyoto  and  Bangkok. 

ORIENT  ADVENTURE  is  YOUR  vacation  . . . 
sightsee  . . . shop  . . . golf . . . nightclub  . . . relax 
there  is  absolutely  NO  REGIMENTATION. 


NEVER  has  there  been  a vacation  value  like  our  ORIENT  ADVENTURE. 


RETURN  THIS  COUPON  NOW! 

Send  to : W . Va . State  Medical  Association 
P.  0.  Box  1031 
Charleston,  W.Va.  25324 

Enclosed  is  my  check  for  $ ($100  per  person) 

asORIENT  ADVENTURE  deposit 


NAME 


ADDRESS 

CITY 

STATE 

ZIP  PHONE 


MAKE  YOUR  RESERVATIONS  EARLY  — 
SPACE  STRICTLY  LIMITED! 


Orient 

Adventure 

$898 

W i VA i STATE  MEDICAL  ASSOCIATION 

k.ington,  V . C . 

Mag  26,  1970 


The  Pr  esident' s Page 

Guest  Author,  Mrs.  Joe  N.  Jarrett,  President, 

Woman’s  Auxiliary  to  the  West  Virginia 
State  Medical  Association 

AS  WE  SEE  YOU 

As  a rule  you  are  Idealistic  and  highly  motivated.  Generally  a 
good  student,  you  strived  for  top  grades  in  order  to  enter  the 
college  of  your  choice.  Determination  and  hard  work  enabled  you 
to  carry  on  postgraduate  study  after  which,  years  of  special  train- 
ing and  practice  were  required.  This  finally  accomplished,  you  must 
continually  keep  abreast  of  new  ideas  and  innovations  and  of  the 
constant  pressure  exerted  on  you  by  increasingly  complex,  chang- 
ing social  problems. 

Your  community  expects  you  to  accept  responsibilities  in  civic 
and  church  affairs,  and  though  you  often  hear  criticism  of  what  is 
wrong  with  your  profession,  you  seldom  draw  praise  for  what  is 
right  with  it.  The  public  may  take  a dim  view  of  affluence  and 
prestige  as  remuneration  for  around-the-clock  service:  your  family 
often  resents  your  frequent  absences,  and  your  friends  probably 
never  get  used  to  your  late  arrival  and  sudden  departure. 

The  drama  of  your  profession  is  intense,  however,  and  the  magic 
of  it  binds  you  to  it.  Because  you  are  a doctor  your  task  is  to  serve, 
to  console,  and  to  heal.  Among  my  keepsakes  is  an  old  yellowed 
scrap  of  paper.  On  it  is  printed  “A  Doctor’s  Hands”  by  an  unknown 
poet.  Though  perhaps  not  a very  good  poem  it  expresses  the  ro- 
mance of  medicine  in  a tribute  to  the  men  of  medicine. 

“I  never  knew  that  hands  could  be 
So  gentle,  kind  and  true 
Until  I watched  their  skill  perform 
The  blessed  tasks  yours  do. 

No  artist  ever  plied  his  brush 
With  love  of  art  so  pure; 

No  sculptor  ever  used  his  tools 
With  strokes  so  deft  and  sure. 

I think  God  blessed  your  kindly  hands 
From  ages  past  and  dim 
Because  he  loves  the  work  you  do 
In  partnership  with  him.” 

March  is  the  month  in  which  we  of  the  Woman’s  Auxiliary  pay 
tribute  to  our  doctors.  This  year  the  component  auxiliaries  are 
asked  to  honor  the  oldest  active  member  in  their  midst.  And  we 
salute  you  all. 


s4itri  <G. 
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EDITORIALS 


"Oa  December  29th,  1919,  6 months  past  his 
70th  birthday,  Sir  William  Osier  died.  At  his 
death  he  was  unquestionably  the  most  loved  and 
perhaps  one  of  the  most 
SIR  WILLIAM  OSLER  influential  physicians  in 
history.”1 

The  December  22nd  issue  of  the  Journal  of  the 
American  Medical  Association  was  a commem- 
orative issue  dedicated  to  Doctor  Osier  and  pre- 
sented by  Dr.  Charles  G.  Roland  of  the  Depart- 
ment of  the  Medical  Library  of  the  Mayo  Clinic. 
Doctor  Roland  has  gathered  together  a few  of 
Osier’s  students  and  pupils  who  have  commented 
on  their  personal  and  intimate  relations  with 
Doctor  Osier.  To  those  of  us  interested  in  Osier - 
iana,  this  Journal  is  an  historical  delight  contain- 
ing much  unpublished  material  and  will  he  a col- 
lector’s item  in  the  years  to  come. 

William,  the  youngest  son  in  a large  Osier 
family,  was  horn  on  July  12,  1849.  Nowadays, 
July  12th  has  little  significance  hut  it  is  the 
date  of  the  Battle  of  the  Boyne  and  in  olden  days 
every  July  12th  was  celebrated  vigorously  by  the 
Loyal  Orangemen,  at  Bondhead,  Ontario.  “Feath- 
erstone  Osier  had  intended  christening  William, 
Walter  Farquar,  after  one  of  his  patrons,  but  the 
date  of  his  birth  decided  his  name.  Every  year 
on  July  12th  the  Orangemen  of  the  district  gath- 
ered at  the  Corners  for  their  annual  fete.  From 
here  they  marched  to  the  steps  of  the  parsonage, 


singing,  Teeter  Tawter  Holy  Water',  bodies 
decked  with  sashes  and  yellow  lilies,  their  leader 
on  a fine  white  horse.  When  Featherstone  came 
out  to  greet  them,  holding  the  new  baby  in  his 
arms,  the  crowd  cried  ‘William’  (Prince  of  Or- 
ange) and  the  name  stuck.  On  subsequent  birth- 
days the  child  was  suitably  dressed  for  his  part 
in  orange  and  blue  and  held  up  on  the  verandah 
railing  to  receive  the  cheers  of  his  subjects.  It 
was  many  years  before  he  and  his  brothers  and 
sisters  realized  the  parade  was  not  conducted 
solely  in  his  honor.”2 

In  his  day  and  among  his  contemporaries  Sir 
William  Osier  occupied  a unique  position.  In- 
deed it  would  be  impossible  to  exaggerate  his 
influence  on  the  practice  of  medicine  both  in  his 
own  lifetime  and  afterwards.  He  was  truly  one  of 
the  great  medical  leaders.  In  the  arts  and  crafts  of 
medicine,  leadership  means  cohesion  and  prog- 
ress, not  alone  in  its  practical  affairs,  but  in  the 
development  of  its  ethical  and  philosophical 
foundations.  He  was  himself  learnedly  grounded 
in  the  scientific  basis  of  medicine:  a fine  patholo- 
gist, skilled,  diagnostician,  a wise,  gentle  and 
good  physician.  His  textbook,  enshrining  the 
cultured  and  discriminating  experience  of  a 
single,  though  remarkable,  individual  stands  as  a 
memorial  to  his  essential  greatness.  In  four  great 
medical  centers,  in  three  different  countries,  he 
was  the  ideal  of  all  that  was  best  in  a great 
profession. 
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Even  in  the  splendid  positions  he  achieved 
Osier  never  lost  the  joy  and  the  satisfaction  that 
derived  from  the  service  of  his  fellowmen— pa- 
tient, student  and  colleague  alike.  To  him  Medi- 
cine was  a high  calling;  he  followed  it  with  integ- 
rity, with  a youthfulness  of  spirit,  a genial  love 
of  his  fellowmen  and  a reverence  for  its  great 
past. 

As  a literary  student  he  began  the  collection 
of  what  was  to  become  a great  library.  The  first 
book  he  bought  was  the  Globe  Shakespeare,  the 
second,  the  Religio  Medici,  ( 1642,  Sir  Thomas 
Browne.  From  the  latter  came  one  of  his  favorite 
quotations— “For  my  religion,  tho’  there  be 
several  circumstances  that  might  persuade  the 
world  I have  none  at  all,  as  the  general  scandal 
of  my  profession,  the  natural  course  of  my 
studies,  the  indifferency  of  my  behaviour  and 
discourse  on  matters  of  religion,  neither  violently, 
defending  one,  nor  with  common  ardour  and  con- 
tention opposing  another,  yet  in  spite  hereof,  I 
dare,  without  usurpation,  assume  the  honorable 
style  of  a Christian.” 

As  a medical  student,  he  was  a professor’s  de- 
light. He  was  so  interested  in  anatomy  he  ate 
his  lunch  in  the  dissecting  room.  He  published 
as  a student  many  learned  articles  in  zoology  and 
parasitology.  He  could  not  find  enough  interests 
in  medical  school  so  he  visited  the  veterinary 
hospital  regularly  and  reported  on  veterinarian 
ills  at  great  length. 

During  his  professorship  at  McGill,  there  was 
living  near  Montreal  the  famous  Alexis  St.  Martin 
of  gastric  juice  and  Beaumont  fame,  who  in  spite 
of  the  hole  in  his  stomach,  was  the  father  of  20 
children.  Osier  became  a great  friend  of  St. 
Martin’s  in  his  old  age,  but  some  suspected  the 
friendship  had  an  ulterior  purpose,  that  of  per- 
forming a postmortem  on  the  aging  Alexis,  who 
was  now  in  his  80’s.  So,  at  the  death  of  Alexis, 
Osier  was  warned  away  from  the  village  on  pain 
of  death  and  the  grave  was  guarded  by  armed 
French  Canadians.  His  failure  to  acquire  the 
famous  stomach  was  a great  disappointment  to 
Doctor  Osier. 

The  year  1891  was  given  over  to  the  writing  of 
"The  Principles  and  Practice  of  Medicine.”  Osier 
called  this,  “selling  my  brains  to  the  devil,”  but 
the  bait  of  $1,500  plus  a guaranteed  circulation 
of  10,000  in  two  years  was  too  much  for  his  needy 
circumstances.  This  book  as  you  know  became 
the  student’s  bible  for  several  decades  with  re- 
visions after  his  death  by  McCrae  and  others. 
It  is  a text  that  reads  like  a literary  masterpiece; 
much  of  the  writing,  of  course,  now  outdated  by 
the  advances  of  medicine.  The  Osier  chapters 


on  typhoid,  tuberculosis  and  syphilis  in  partic- 
ular are  a delight  to  this  day.  Even  although  the 
characteristics  of  disease  are  altered  and  indeed 
the  diseases  almost  extinct,  there  is  yet  rare  liter- 
ary pleasure  in  the  reading  of  the  early  editions. 

In  the  Epidemic  of  1919,  Osier  who  had  fre- 
quent attacks  of  broncho  pneumonia,  became  a 
victim  of  influenza.  During  this  illness  he  stated, 
“All  therapy  is  futile,  ( he  was  always  a 'theuro- 
peutic  nihilist)  the  only  things  of  any  service, 
are  a good  drink  out  of  the  paragoric  bottle  and 
a hypodermic  of  morphine,”  but  even  these  reme- 
dies could  not  satisfy  this  devastating  illness,  and 
he  died  on  December  29,  1919. 

His  great  library  was  distributed  to  the  appro- 
priate schools.  The  bulk  of  it  came  to  McGill 
University  and  there  sits  Osier  true  to  his  dying 
wish— “I  like  to  think  of  my  books  in  an  alcove  of 
a fireproof  library  in  some  institution  that  I love. 
At  the  back  of  the  alcove  an  open  fireplace  and 
a few  easy  chairs  and  on  the  mantel  piece  my 
astral  self  could  peek  at  the  books  I have  loved 
and  enjoy  the  delight  with  which  kindred  souls 
still  in  their  flesh  would  handle  them.” 

1.  Journal  of  the  A. M.  A. —22nd.  December  1969- 
pages  210-12. 

2.  “Lions  in  the  Way”— Wilkinson— page  2213,  McMil- 
lan Company— of  Canada  Limited,  Toronto. 


Elsewhere  in  this  issue  of  The  Journal  may  be 
found  a series  of  abstracts  which  concern  re- 
search participation  by  medical  students  at  the 
Medical  Center  of  West  Virginia  University. 

Training  in  bio- 
RESEARCH  PARTICIPATION  logic  research  can 
BY  MEDICAL  STUDENTS  be  a valuable  ex- 
perience to  a med- 
ical student.  The  nature  of  the  first  problem  in 
which  he  engages  is  not  of  utmost  importance, 
although  it  is  likely  that  a student  will  be  more 
enthusiastic  and  therefore  do  better  work  if  he 
is  intensely  interested  in  the  problem  on  which  he 
is  working. 

Learning  the  methods  of  research  is,  of  course, 
of  great  importance,  but  more  than  that,  research 
experience  teaches  the  student  the  value  of  close 
observation,  logical  thinking,  and  critical  judg- 
ment, and  teaches  him  also  the  necessity  of  abso- 
lute integrity  in  scientific  research.  It  is  even 
possible  that  a research  experience  may  stimulate 
a student  to  do  further  creative  work  in  later 
life.  Indeed,  he  may  in  time  make  valuable  con- 
tributions to  the  scientific  literature.  A splendid 
example  of  this,  although  admittedly  an  unusual 
one,  is  that  of  Walter  B.  Cannon,  who  for  many 
years  was  Professor  of  Physiology  at  the  Harvard 
Medical  School.  As  a medical  student  he  became 
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interested  in  the  study  of  gastrointestinal  move- 
ments by  use  of  the  x-ray.  His  many  further 
scientific  researches  in  medical  science  are  well 
known  and  need  no  further  comment. 

The  relation  of  biologic  research  to  the  prac- 
tice of  medicine  has  been  well  expressed  recently 
by  Dean  Clark  K.  Sleeth  of  the  School  of  Medi- 
cine. He  writes:  “It  is  true  today,  and  will  be 
especially  true  in  the  future,  as  knowledge  con- 
tinues its  rapid  expansion,  that  the  physician's 
efforts  on  behalf  of  the  patient  will  be  effective 
in  direct  proportion  to  his  ability  to  apply  the 
scientific  method  to  the  solution  of  the  problems 
of  the  patient.  Phrased  in  another  way,  every 
patient  presents  to  the  physician  what  is  essen- 
tially a research  problem.  Assembly  of  informa- 
tion, evaluation  and  correlation  of  the  data  as- 
sembled, formation  of  conclusions  based  on  the 
evaluation  of  the  data,  and  the  conduct  of  a pro- 
gram of  action  with  and  for  the  patient  constitute 
important  essentials  of  every  physician-patient 
contract.” 


For  some  time  an  advertisement  by  Roche 
Laboratories  has  appeared  on  the  back  cover  of 
The  Journal.  We  believe  our  readers  will  agree 
these  attractive,  informative  and 
colorful  advertisements  are  a 
valuable  asset  to  each  monthly 


AN  APOLOGY 


issue. 


During  the  past  year  one  Roche  advertisement 
ber  issue.  We  do  not  know  how  many  readers 
caught  this  mistake;  however,  it  is  interesting 
to  note  it  was  reported  to  our  advertising  bureau 
in  Chicago  by  a physician  from  another  state. 
We  are  glad  to  know  The  Journal  and  its  adver- 
tising pages  are  inspected  so  closely  by  our  read- 
included  an  electrocardiogram.  Due  to  an  er- 
ror on  the  part  of  the  printer  the  electrocardio- 
gram was  printed  upside  down  in  the  Decem- 
ers  throughout  the  country. 

We  offer  our  sincere  apologies  to  Roche  Lab- 
oratories and  assure  this  fine  company  we  will 
not  make  the  same  mistake  again. 


Something  in  Common 

Pick  a state  . . . Any  state  . . . 

The  majority  of  people  under  65  in  that  state,  own 
some  form  of  private  health  insurance.  In  every  state 
in  the  nation,  reports  the  Health  Insurance  Institute, 
the  majority  of  those  under  65  are  protected  by  private 
health  insurance  policies.  The  Institute  also  points  out 
that  in  32  out  of  50  states,  at  least  70  per  cent  of  those 
under  65  have  private  coverage.  And,  in  17  states  and 
the  District  of  Columbia  the  proportion  was  90  per 
cent  or  higher. 


Fifteen  Don'ts  for  Physicians 

The  Federal  Bureau  of  Narcotics  has  prepared  Don’ts 
for  the  Practitioner  to  protect  him  from  narcotic 
addicts  and  abusers. 

Don’t  leave  prescription  pads  around;  addicts  may 
be  forgers. 

Don’t  write  a narcotic  prescription  in  lead  pencil,  or 
any  Rx  at  all  in  pencil  as  they  may  be  changed  to 
call  for  morphine. 

Don’t  write  narcotics  as  “Morphine  HT  V2  # X”  or 
“Morphine  HT  % # 10.”  Several  X’s  or  zeroes  can 
be  added  to  raise  the  amount.  Use  brackets  or  spelling. 

Don’t  carry  a large  stock  of  narcotics  in  your  bag. 
Addicts  are  often  watching  MDs’  offices  and  cars. 

Don’t  store  your  office  narcotic  supply  unprotected, 
especially  near  a sink  or  washroom;  patients  may  ask 
to  use  these  facilities. 

Don’t  fall  for  a story  from  a stranger  claiming  an 
ailment  that  usually  requires  morphine.  The  addict 
can  produce  blood  sputum,  simulate  bad  coughs  or 
other  symptoms.  Make  your  own  diagnosis. 

Don’t  give  an  Rx  to  anyone  except  the  actual  patient. 
Addicts  have  posed  as  nurses. 

Don’t  write  for  large  quantities  of  narcotics  unless 
unavoidable.  Diversion  to  addicts  is  profitable,  as 
much  as  $1  for  14  grain  M.  S. 

Don’t  prescribe  narcotics  on  the  story  that  another 
physician  has  been  doing  so;  consult  that  physician  or 
hospital  records. 

Don’t  leave  Rx’s  signed  in  blank  for  nurses  to  fill 
in;  many  have  been  stolen  by  addicts. 

Don’t  treat  an  ambulatory  addict.  They  must  be  un- 
der proper  control;  many  go  to  several  physicians  at 
one  time. 

Don’t  dispense  narcotics  without  keeping  records, 
although  bedside  and  office  administration  is  permis- 
sible. 

Don’t  buy  your  office  narcotic  needs  on  an  Rx  blank. 
The  law  requires  that  you  use  an  official  order  form. 

Don’t  resent  a pharmacist’s  call  for  verification  of 
an  Rx.  He  is  held  responsible  if  forgeries  are  filled. 

Don’t  hesitate  to  call  an  agent  of  the  Federal  Bureau 
of  Narcotics  (at  your  nearest  Federal  Building)  or  the 
Narcotics  Division  of  your  State  Department  of  Health 
if  the  patient  is  suspect.  Your  information  will  be 
held  in  strict  confidence. 

Do  not  phone  in  a Class  A Narcotic  Rx  except  in 
true  emergencies;  even  then,  the  pharmacist  must 
have  a written  prescription  in  his  or  his  agent’s  hand 
before  he  can  make  delivery  to  your  patient.  The 
pharmacist  or  his  agent  may  pick  up  the  Rx  at  your 
office  or  at  the  home  before  making  delivery. 

Violations  of  this  section  of  the  narcotic  law  may 
entail  two  to  10  years  imprisonment  and  up  to  a $20,000 
fine  for  the  first  offense;  second  and  third  violations 
are  more  severe. 
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Board  of  Regents  Chancellor 
Annual  Meeting  Speaker 

Dr.  Prince  B.  Woodard  of  Charleston,  Chancellor  of 
the  West  Virginia  Board  of  Regents,  will  be  an  honor 
guest  at  the  103rd  Annual  Meeting  of  the  West  Vir- 
ginia State  Medical  Association  at  The  Greenbrier  in 
White  Sulphur  Springs,  August  20-22. 


Dr.  Robert  J.  Fleming  of  Morgantown,  Chairman  of 
the  Program  Committee,  announced  that  Doctor 
Woodard  has  acepted  an  invitation  to  speak  at  the 
First  General  Scientific  Session  on  Thursday  morning, 
August  20.  Members  of  the  Woman’s  Auxiliary  and 
other  convention  guests  will  be  invited  to  hear  Doctor 
Woodard’s  address. 

Chancellor  Is  Virginia  Native 

A native  of  Courtland,  Virginia,  Doctor  Woodard 
attended  Virginia  Military  Institute,  where  he  received 
his  B.  A.  degree  in  history  in  1943.  He  attended  the 
University  of  Virginia  where  he  received  M.  A.  and 


Ed.  D.  degrees  in  educational  administration  in  1950 
and  1954,  respectively. 

He  once  taught  high  school  history  and  mathematics, 
later  joining  the  faculty  of  the  University  of  Alabama. 
During  1953-56,  he  was  Director  of  Research  and  In- 
struction for  the  Danville,  Virginia,  Public  Schools. 
For  a three-year  period  beginning  in  1961,  he  was 
Graduate  Professor  of  Educational  Administration  at 
Temple  University. 

He  then  served  as  Director  of  the  State  Council  of 
Higher  Education  for  Virginia  until  last  February  1, 
when  he  became  the  first  Chancellor  of  the  West  Vir- 
ginia Board  of  Regents. 

In  Virginia,  Doctor  Woodard  was  active  in  many 
professional  endeavors.  He  has  served  as  a member  of 
the  Board  of  Control  of  the  Southern  Regional  Edu- 
cation Board,  as  a member  of  the  executive  committee 
of  the  Executive  Officers  of  Statewide  Boards  of  Higher 
Education,  and  as  Secretary  of  the  Virginia  Higher 
Education  Study  Commission. 

He  is  a member  of  the  West  Virginia  Educational 
Broadcasting  Authority,  the  Association  of  Institutional 
Research,  the  Association  of  Governing  Boards  of 
Colleges  and  Universities,  the  American  Association  of 
Higher  Education,  and  the  American  Educational  Re- 
search Association. 

Doctor  and  Mrs.  Woodard  have  two  daughters  and 
a son. 

Program  Planning  Continues 

It  was  previously  announced  that  Dr.  Walter  C. 
Bornemeier  of  Chicago,  President  Elect  of  the  Ameri- 
can Medical  Association,  would  also  be  an  honor  guest 
at  the  meeting  and  would  address  the  first  session  of 
the  House  of  Delegates  on  Wednesday  afternoon, 
August  19. 

Doctor  Fleming  also  has  announced  that  scientific 
papers  will  be  presented  by  Dr.  Perry  C.  Talkington, 
Clinical  Professor  of  Psychiatry  at  the  University  of 
Texas  Southwestern  Medical  School,  and  Dr.  Jerome 
F.  Wiot,  Director  of  the  Department  of  Radiology  at 
the  Cincinnati  General  Hospital. 

A feature  of  this  year’s  program  will  be  a “Seminar 
on  Legal  Medicine,”  which  is  scheduled  for  Thursday, 
August  20. 

Other  program  speakers  will  be  announced  in  future 
issues  of  The  Journal. 

Members  of  the  Program  Committee  in  addition  to 
Doctor  Fleming  are  Drs.  Charles  E.  Andrews  of  Mor- 
gantown, Thomas  P.  Long  of  Man  and  A.  Thomas 
McCoy  of  Charleston. 
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Teaching  Hospital  Council 
Holds  Fourth  Session 

The  West  Virginia  State  Medical  and  Hospital  Asso- 
ciations’ Joint  Council  on  Teaching  Hospitals  held  its 
fourth  meeting  on  January  29  in  Parkersburg. 

Dr.  David  Z.  Morgan,  Assistant  Dean  of  the  West 
Virginia  University  School  of  Medicine  and  Chairman 
of  the  Joint  Council,  presided  at  the  Council  meeting 
and  at  the  meeting  of  the  Executive  Committee 
earlier  in  the  day. 

In  major  actions,  the  Council  established  criteria 
for  its  members  to  meet,  set  certain  ground  rules  for 
hospitals  participating  in  the  WVU  Medical  School’s 
Selective  Experience  Program  for  medical  students, 
and  elected  a new  Secretary -Treasurer. 

In  addition,  St.  Mary’s  Hospital  in  Clarksburg  was 
admitted  as  the  Council’s  first  Associate  Member. 

The  Credentials  Committee,  chaired  by  Dr.  Daniel 
Hamaty  of  Charleston,  recommended  that  hospital 
members  of  the  Council  be  required  to  “demonstrate 
that  a substantial  amount  of  hospital  funds  and 
medical  staff  time  is  devoted  to  the  care  of  charity 
and/or  medical  indigent  cases  in  their  community.” 

Additionally,  the  Committee  recommended  that  any 
two  of  three  additional  criteria  be  met. 

— The  teaching  hospital  must  maintain  an  office  of 
medical  education  with  a fulltime  director  or  geo- 
graphic fulltime  directors  of  clinical  departments. 

— The  hospital  should  provide  for  an  expenditure  of 
at  least  $50,000  a year  for  any  type  of  medical  educa- 
tion. 

— A representative  amount  of  clinical  or  basic  sci- 
ence research  should  be  performed  by  the  medical 
staff  of  the  teaching  hospital. 

During  discussion,  it  was  noted  that  most  hospitals 
would  find  it  difficult  to  meet  all  of  these  criteria. 
Eventually,  it  was  decided  that  the  criteria  would  not 
be  imposed  earlier  than  January  of  1972,  and  that  in 
the  meantime,  the  Credentials  Committee  would  draft 
guidelines  for  implementation. 

Extramural  Experience  Program 

Dr.  Roland  Schmidt,  Associate  Professor  of  Pedi- 
atrics at  WVU,  addressed  the  Council  on  the  subject 
of  the  new  Selective  Extramural  Experience  Program 
for  fourth-year  medical  students  which  will  begin 
on  July  1. 

Under  the  program,  fourth-year  students  will  be 
allowed  to  spend  several  weeks  at  hospitals  which 
are  members  of  the  Council  in  programs  approved  by 
the  appropriate  departmental  or  division  chiefs  at 
WVU. 

Last  year,  the  Council  accepted  the  Medical  Center’s 
proposal  that  it,  the  Council,  serve  as  a sponsor  of 
the  program. 

Doctor  Schmidt,  who  will  direct  the  program  for 
WVU,  announced  that  many  members  of  the  Council 
had  proposed  programs,  and  only  a few  more  are 
needed  to  accommodate  all  four-year  students. 


After  considerable  discussion,  the  Council  decided 
that  each  hospital  participating  in  the  program  will 
be  expected  to  provide  the  following  for  visiting  stu- 
dents: basic  living  quarters;  food;  malpractice  insur- 
ance coverage  while  the  student  is  working  on  the 
hospital  premises;  professional  laundry;  ambulatory 
medical  care;  emergency  hospitalization;  and  an  al- 
lowance of  $15  per  week  to  cover  transportation  and 
miscellaneous  expenses. 

It  was  also  decided  that  where  possible,  hospitals 
could  furnish  living  quarters  for  the  families  of  mar- 
ried students  who  wish  to  take  their  wives  and 
children  with  them.  Hospitals  are  to  furnish  food  only 
to  the  students  and  not  to  members  of  their  families. 

The  Council  ruled  that  hospitals  may  not  furnish 
such  emoluments  as  use  of  an  automobile  and  club 
memberships.  Doctor  Morgan  said  he  anticipated  in- 
stances in  which  emoluments  may  or  may  not  be 
deemed  proper  and  these  cases  may  be  resolved  on 
their  merits  by  the  Executive  Committee. 

Doctor  Morgan  noted  that  the  honor  system  at  the 
School  of  Medicine  would  also  govern  the  students  in 
their  acceptance  of  stipends  and  emoluments  from  the 
hospitals. 

It  was  brought  out  that  students  may  wish  to  work 
during  their  vacation  period  at  the  hospitals  where 
they  received  their  extramural  experience.  The  Coun- 
cil decided  that  in  these  cases,  the  hospitals  may  pay 
the  students  $75  a week  in  lieu  of  the  $15  miscellaneous 
stipend,  but  in  addition  to  basic  living  quarters  and 
food. 

1970  Dues 

The  Council  decided  to  assess  dues  in  the  amount 
of  $100  for  1970  against  each  participating  hospital. 
Associate  members  will  not  be  assessed  dues  for  the 
time  being. 

New  Secretary -Treasurer  Elected 

Mr.  Edward  D.  Hagan  of  Charleston  was  elected  to 
membership  on  the  Council  and  also  was  elected  its 
Secretary-Treasurer,  succeeding  Mr.  William  R.  Huff, 
who  resigned. 

Mr.  Hagan,  Assistant  Executive  Secretary  of  the 
West  Virginia  State  Medical  Association,  had  served 
as  Secretary  Pro  Tempore  of  the  Council  between  the 
time  it  was  organized  and  the  first  election  of  officers 
last  year. 

Four  State  Physicians  Elected 
To  College  of  Physicians 

Four  West  Virginia  physicians  were  elected  to 
various  categories  of  membership  in  the  American 
College  of  Physicians  on  November  8,  1969. 

New  Fellows  include  Dr.  Norman  L.  Lapp,  Instructor 
in  Medicine  at  the  WVU  Medical  Center  in  Morgan- 
town, and  Dr.  German  Lizarralde,  Assistant  Professor 
of  Medicine  at  WVU. 

Dr.  Robert  B.  Armstrong  of  Wheeling  is  a new 
Associate  Member,  and  Dr.  Spencer  Lee  Bivens,  Jr., 
of  Charleston  is  a Candidate  Member. 
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More  Than  100  Persons  Attend 
Blaek  Lung  Conference 

More  than  100  persons  attended  the  Third  Annual 
Mid-Winter  Conference  on  Chest  Diseases,  which  was 
held  in  Charleston  on  January  25  under  the  sponsor- 
ship of  the  West  Virginia  University  Medical  Center, 
the  West  Virginia  Thoracic  Society  and  the  West  Vir- 
ginia State  Medical  Association. 

This  year’s  Conference  was  a seminar  on  coal 
workers  pneumoconiosis. 

Drs.  Joseph  T.  Skaggs  and  Ralph  H.  Nestmann  were 
co-chairmen  for  the  course  and  faculty  included:  Dr. 
Charles  E.  Andrews,  Provost  of  Health  Sciences  and 
Professor  of  Medicine  at  WVU;  Dr.  Peter  Ladewig  of 
Charleston,  Clinical  Associate  Professor  of  Pathology 
at  WVU:  Dr.  William  K.  C.  Morgan,  Associate  Pro- 
fessor of  Medicine;  Dr.  N.  LeRoy  Lapp,  Instructor  in 
Medicine;  Dr.  Robert  G.  Burrell,  Associate  Professor 
of  Microbiology;  Dr.  Harold  Resnick,  Associate  Pro- 
fessor of  Biochemistry;  and  Dr.  Anthony  Seaton,  Ex- 
change Fellow  in  Pulmonary  Diseases. 


Dr.  Jack  Baur  Is  Nominated 
For  ACP  Governor 

Dr.  Jack  H.  Baur  of  Huntington  has  been  nominated 
for  the  office  of  Governor  Elect  for  West  Virginia  of 
the  American  College  of  Physicians. 

The  election  will  take  place  during  the  ACP’s  1970 
Annual  Session  in  Philadelphia  on  April  16.  Doctor 
Baur  is  a member  of  the  West  Virginia  State  Medical 
Association. 


Four  Association  Members 
Named  To  Boards 

At  least  four  members  of  the  West  Virginia  State 
Medical  Association  have  been  appointed  to  advisory 
boards  to  the  West  Virginia  Board  of  Regents  for 
various  state-supported  colleges  and  universities. 

Dr.  A.  J.  Villani  of  Welch  was  appointed  to  the 
West  Virginia  University  Advisory  Board,  while  Dr. 
C.  A.  Hoffman  of  Huntington  was  named  to  the 
Marshall  University  Advisory  Board. 

The  Fairmont  State  College  Advisory  Board  in- 
cludes two  physicians,  Dr.  Delbert  C.  Smith  of  Fair- 
mont and  Dr.  James  V.  Gainer  of  Kingwood. 

Tlie  Board  of  Regents,  created  by  the  1969  Legisla- 
ture to  govern  all  state-supported  colleges  and  univer- 
sities, includes  one  physician,  Dr.  F.  Lloyd  Blair  of 
Parkersburg. 


Dr.  J.  E.  Blaydes,  Jr.,  Lectures 
In  Hawaiian  Islands 

Dr.  James  Elliott  Blaydes,  Jr.,  of  Bluefield,  was  a 
guest  speaker  at  a meeting  of  ophthalmologists  and 
otolaryngologists  at  Honolulu,  Hawaii,  on  February  19. 

Doctor  Blaydes  discussed  “Cataract  Extractions — 
Experiences  in  3,100  Procedures.”  The  talk  was  illus- 
trated by  slides,  drawings  and  photographs  of  anato- 
mical details. 

About  100  physicians  from  all  over  the  Hawaiian 
Islands  attended  the  sessions. 

Doctor  Blaydes  is  Secretary-Treasurer  of  the  West 
Virginia  Academy  of  Ophthalmology  and  Otolaryn- 
gology. 


Dr.  A.  Thomas  McCoy  (third  from  right)  received  a plaque  as  he  retired  as  President  of  the  Kanawha  Medical  Society. 
Others  in  picture  are  (left  to  right):  Dr.  George  V.  Hamrick,  who  was  installed  as  President  of  the  Society;  Dr.  Kenneth  G. 
MacDonald  (making  presentation);  Dr.  Maynard  P.  Pride  oi  Morgantown,  President  of  the  West  Virginia  State  Medical  Asso- 
ciation; Dr.  J.  L.  Mangus,  new  Secretary-Treasurer  of  the  Society;  and  Dr.  W.  Alva  Deardorff,  Vice  President.  Picture  was 
taken  at  the  Society’s  annual  dinner-dance  and  installation  of  officers  in  Charleston  on  January  24. 
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NATIONWIDE  MUTUAL  INSURANCE  COMPANY 

HEALTH  INSURANCE  - SOCIAL  SECURITY  ACT 

February  13,  1970 

Maynard  P.  Pride,  M.  D. 

President,  West  Virginia  State  Medical  Association 
2917  University  Avenue 
Morgantown,  West  Virginia  26505 

Dear  Dr.  Pride: 

There  have  been  certain  recent  developments  affecting  Nationwide’s 
performance  as  a carrier  for  Medicare  which  prompts  this  letter.  A serious 
development  that  is  cause  of  great  concern  relates  to  the  increasing  num- 
ber of  situations  in  which  the  Medicare  benefit  shows  a disallowance  of 
certain  portions  of  bills.  This  is  phrased  on  the  Explanation  of  Benefits 
as  “Medicare  does  not  pay  for  benefits  above  Medicare  maximums.  ’ This 
wording  was  adopted  to  convey  to  the  beneficiary  that  this  program  is 
basically  an  insurance  program  and  that  it  is  subject  to  certain  regulatory 
limitations.  It  may  be  a very  fine  distinction  here  but,  nevertheless,  a 
very  fundamental  one.  This  distinction  is  that  the  Medicare  benefits  may 
have  little  direct  relationship  to  what  each  physician  may  determine  as 
his  full  and  reasonable  fee. 

The  explanation  of  the  increasing  disallowances  as  far  as  Medicare 
benefits  are  concerned  arises  from  the  Department  of  ffEW’s  regulatory 
directive  of  January  1969  in  which  carriers  were  required  to  maintain 
both  the  physician’s  customary  charge  and  the  community  prevailing 
charge  at  the  1968  level.  Each  practicing  physician  received  a letter  of 
this  intent  from  the  then  Secretary  of  HEW  explaining  this  requirement 
in  conjunction  with  the  Secretary’s  decision  to  hold  to  the  $4  premium. 
This  was  made  effective  until  June  30,  1970.  At  that  time  there  should 
be  some  correction  of  both  the  customary  and  the  prevailing  levels. 

This  carrier  has  been  distressed  by  these  developments  but  has  con- 
tinued to  make  every  effort  to  attempt  to  remain  responsive  to  the  physi- 
cian, the  provider,  as  well  as  to  the  beneficiary  and  yet  to  meet  our  con- 
tractual obligation  in  a responsible  fashion. 

The  greatest  source  of  misunderstanding  at  this  time  appears  to  be 
the  physician’s  customary  charge.  The  fees  each  physician  charged 
patients  during  the  year  1968  established  his  own  “customary”  charge 
for  each  procedure.  Currently,  the  carrier  is  required  to  determine  Medi- 
care benefits  on  this  existing  1968  customary  data.  Relief  from  this  will 
occur  later  this  year  as  described  above.  It  would  be  the  carrier’s  request 
in  those  cases  where  the  physician  reviews  his  own  fee  data  of  1968  and 
this  review  suggests  that  the  carrier  may  have  incorrect  information  or 
has  incorrectly  coded  procedures,  that  the  physician  should  notify  the 
carrier  and  there  will  be  eveiy  effort  made  to  correct  the  error. 

Until  the  current  restraint  on  customary  charges  is  updated,  the 
carrier  requests  the  indulgence  of  all  physicians  and  hopes  they  can 
appreciate  Nationwide’s  efforts  to  be  responsive  to  them,  the  providers, 
and  to  the  beneficiaries. 

Sincerely, 

/s/  Paul  S.  Metzger,  M.  D. 

Vice  President 

Health  and  Medical  Director 
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State  Pediatric  Soeietv  Plans 
Spring  Session 

The  West  Virginia  Chapter  of  the  American  Aca- 
demy of  Pediatrics  will  conduct  its  annual  Spring 
Meeting  on  March  19  and  20  at  the  West  Virginia 
University  Medical  Center  in  Morgantown. 


Mm 
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Forest  A.  Cornwell,  M.  D. 


W.  G.  Klingberg,  M.  D. 


The  Chapter  also  is  the  Pediatric  Section  of  the  West 
Virginia  State  Medical  Association. 

Dr.  W.  Gene  Klingberg,  Professor  and  Chairman  of 
the  Department  of  Pediatrics  at  WVU,  is  Program 
Chairman  for  the  two-day  meeting.  Doctor  Klingberg 
announced  that  the  scientific  session  on  Thursday 
afternoon,  March  19,  would  be  devoted  to  sex  educa- 
tion. Speakers  and  their  topics  will  be  as  follows: 

“The  Role  of  the  Physician  in  Sex  Education” — 
David  P.  Reed,  Ph.  D.,  Center  for  the  Study  of 
Sex  Education  in  Medicine,  University  of  Penn- 
sylvania. 

“Teen  Age  Sex  Counseling” — Richard  Spitz,  M.  D., 
The  Reproductive  Biology  Research  Foundation, 
St.  Louis,  Missouri. 

“Community  Relationships  in  Sex  Education” — 
Pauline  Iyenaga,  M.P.H.,  Division  of  Maternal 
and  Child  Health,  Michigan  State  Department  of 
Health. 


wa  M 

Clark  West,  M.  D 


Havelock  Thompson,  M.  D. 

Thursday  Night  Banquet 

The  annual  banquet  will  be  held  on  Thursday  eve- 
ning, with  Willard  D.  Lorensen,  Professor  of  Law  at 
the  West  Virginia  University  College  of  Law,  to  be 
the  speaker.  His  topic  will  be  “New  Trends  in  Abor- 
tion Laws.” 


Friday  Morning  Program 

Dr.  Forest  A.  Cornwell  of  Beckley,  Chairman  of 
the  Chapter,  will  preside  at  a business  session  on 
Friday  morning,  March  20.  This  will  be  followed  by 
another  scientific  session,  when  the  speakers  and 
their  topics  will  be  as  follows: 

“Neurologic  Problems”— Alexander  Fakadej,  M.  D., 
Assistant  Professor  of  Pediatrics  and  Neurology, 
WVU  Medical  Center. 

“Genetic  Counseling” — Havelock  Thompson,  M.  D., 
Associate  Professor  of  Pediatrics,  WVU  Medical 
Center. 

Friday  Afternoon  Panel 

There  will  be  a panel  on  “New  Aspects  of  Pediatric 
Renal  Problems”  Friday  afternoon.  Speakers  and  their 
topics  will  be: 

“Recurrent  Urinary  Tract  Infection” — Clark  West, 
M.  D.,  Professor  of  Pediatrics,  University  of  Cin- 
cinnati School  of  Medicine. 

“Renal  Hypertension” — Helen  Gorman,  M.  D.,  As- 
sistant Professor  of  Pediatrics,  WVU  Medical 
Center. 

“Immunologic  Renal  Disease” — Clark  West,  M.  D. 

Additional  information  about  the  meeting  may  be 
obtained  by  contacting  Dr.  Barbara  Jones,  Secretary- 
Treasurer,  West  Virginia  Chapter,  American  Academy 
of  Pediatrics,  c/o  Department  of  Pediatrics,  WVU 
Medical  Center,  Morgantown. 


IMA  - Heart  Association 
Meeting  in  Pittsburgh 

The  Spring  Scientific  Meeting  of  the  Industrial  Medi- 
cal Association  of  the  Pittsburgh-Cleveland  Area  will 
be  held  in  conjunction  with  the  Pennsylvania  Heart 
Association  in  Pittsburgh  on  March  13. 

Theme  of  the  meeting  will  be:  “Prevention:  Heart 
Disease  in  Industry.” 

The  American  Academy  of  General  Practice  has  ap- 
proved the  program  for  six  hours  of  elective  credit. 

Additional  information  may  be  obtained  by  writing 
to:  Dr.  George  R.  Shore,  Secretary-Treasurer,  Indus- 
trial Medical  Association  of  the  Pittsburgh-Cleveland 
Area,  H.  J.  Heinz  Company,  P.  O.  Box  57,  Pittsburgh, 
Pennsylvania  15230. 


Cleveland  Clinic  Announces 
PC  Courses  for  March 

The  Cleveland  Clinic  Educational  Foundation  will 
conduct  two  postgraduate  courses  during  March. 

“Current  Management  of  Common  Orthopaedic 
Problems”  will  be  the  subject  of  a seminar  to  be  held 
March  11-12.  On  March  25-26,  there  will  be  a pro- 
gram on  “Medical  Progress  and  Its  Relationship  to 
Dentistry.” 

Also  on  the  Cleveland  Clinic  schedule  is  an  April 
1-2  program  on  “Advances  in  Infectious  Disease.” 

Additional  information  about  these  and  other  courses 
may  be  obtained  by  writing  to  Director  of  Education, 
The  Cleveland  Clinic  Educational  Foundation,  2020 
East  93rd  Street,  Cleveland,  Ohio  44106. 
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New  Association  Members 

Dr.  Camilo  C.  Balacuit,  Jr.,  VA  Hospital,  Beckley 
(Logan).  Doctor  Balacuit,  a native  of  the  Philippines, 
received  his  M.  D.  degree  in  1963  from  the  University 
of  Santo  Tomas.  He  interned  at  South  Baltimore 
General  Hospital  and  served  residencies  at  that  hos- 
pital and  Sinai  Hospital  in  Baltimore.  He  previously 
was  located  in  Man  and  his  specialty  is  internal  medi- 
cine. 

* * * k 

Dr.  J.  Bradford  Block,  Union  Carbide  Corporation, 
Box  8361,  South  Charleston  (Kanawha).  Doctor 
Block,  a native  of  Louisville,  Kentucky,  received  his 

M.  D.  degree  in  1966  from  the  University  of  Louisville 
School  of  Medicine.  He  interned  at  Piedmont  Hospital 
in  Atlanta,  Georgia,  and  served  a residency  at  the 
University  of  Cincinnati  Hospital.  He  served  with  the 
United  States  Army  1956-58,  and  he  was  previously 
located  in  Cincinnati.  His  specialty  is  occupational 
medicine. 

★ ★ * k 

Dr.  Leonidas  Castro,  Ohio  Valley  General  Hospital, 
Wheeling  (Ohio).  Doctor  Castro,  a native  of  Colombia, 
received  his  M.  D.  degree  in  1950  from  the  National 
University  of  Colombia  School  of  Medicine.  He  in- 
terned at  University  Hospital  in  Colombia  and  served 
residencies  in  Philadelphia  and  the  Roswell  Park 
Memorial  Institute  in  Buffalo,  New  York.  His  spe- 
cialty is  radiology. 

'k  lA  k k 

Dr.  J.  L.  Church,  301  Medical  Arts  Building,  Charles- 
ton (Kanawha).  Doctor  Church,  a native  of  Tennessee, 
was  graduated  from  Peabody  College  and  received 
his  M.  D.  degree  from  the  University  of  Tennessee 
School  of  Medicine.  He  interned  at  Baptist  Memorial 
Hospital  in  Memphis  and  served  a residency  at  the 
Vanderbilt  University  Hospital.  He  was  previously 
located  in  Huntsville,  Alabama,  and  his  specialty  is 
radiology. 

'k  <k  k k 

Dr.  G.  D.  Duremdes,  Princeton  Medical  Arts  Clinic, 
Princeton  (Mercer).  Doctor  Duremdes,  a native  of 
the  Philippines,  received  his  M.  D.  degree  in  1960 
from  the  Far  Eastern  University  School  of  Medicine. 
He  interned  at  St.  Elizabeth  Hospital  in  Elizabeth, 

N.  J.,  and  served  residencies  at  several  hospitals  in 
New  York  and  Chicago.  He  previously  was  a mem- 
ber of  the  faculty  at  the  University  of  Chicago  and  his 
specialty  is  surgery. 

<k  k)  k k 

Dr.  Dominic  J.  Gaziano,  508  Medical  Arts  Building, 
Charleston  (Kanawha).  Doctor  Gaziano,  a native  of 
Pemberton,  West  Virginia,  was  graduated  from  West 
Virginia  University  and  received  his  M.  D.  degree  in 
1962  from  the  Medical  College  of  Virginia.  He  interned 
at  Johnston  Wills  Hospital  in  Richmond  and  served 
a residency  at  the  WVU  Medical  Center.  He  served 
as  a Captain  in  the  Medical  Corps  of  the  United 
States  Army,  1963-65,  and  his  specialty  is  internal 
medicine. 


Dr.  B.  H.  Goerlich,  Memorial  General  Hospital, 
Elkins  (Tygart’s  Valley).  Doctor  Goerlich,  a native 
of  Germany,  received  his  M.  D.  degree  in  1953  from 
Eberhard  Karl  University  School  of  Medicine  in  Ger- 
many. He  interned  and  served  a residency  at  Iowa 
University  Hospitals.  He  previously  was  located  in 
Dubuque,  Iowa,  and  his  specialty  is  radiology. 

k k k k 

Dr.  Ludwig  Gutmann,  WVU  Medical  Center,  Mor- 
gantown (Monongalia).  Doctor  Gutmann,  a native  of 
Frankfurt,  Germany,  was  graduated  from  Princeton 
University  and  received  his  M.  D.  degree  in  1959 
from  the  Columbia  University  School  of  Medicine.  He 
interned  and  served  a residency  at  the  University  of 
Wisconsin  Medical  Center.  He  served  as  a Captain 
in  the  Medical  Corps  of  the  United  States  Air  Force, 
1963-65,  and  previously  was  located  at  the  Mayo 
Clinic  in  Rochester,  Minnesota.  He  is  Chairman  of 
the  Department  of  Neurology  at  the  WVU  School  of 
Medicine. 

I k k k k 

Dr.  George  C.  King,  Bluefield  Sanitarium  Clinic, 
Bluefield  (Mercer).  Doctor  King,  a native  of  the 
Republic  of  China,  received  his  M.  D.  degree  in  1937 
from  the  Army  Medical  College  in  China.  He  interned 
at  Bayonne  Hospital  in  Bayonne,  N.  J.,  and  served 
residencies  at  hospitals  in  Massachusetts  and  St.  Mary’s 
Hospital  in  Huntington.  He  previously  was  located  in 
Richmond,  Virginia,  and  his  specialty  is  radiology. 

\k  i*  ★ ★ 

Dr.  Peter  R.  Ortiz,  4701  MacCorkle  Avenue,  S.  E., 
Charleston  (Kanawha) . Doctor  Ortiz,  a native  of  New 
York  City,  was  graduated  from  Marquette  University 
and  received  his  M.  D.  degree  in  1963  from  the  Univer- 
sity of  Puerto  Rico  School  of  Medicine.  He  interned 
at  Charleston  Memorial  Hospital  and  served  a resi- 
dency at  Ohio  State  University  Hospital.  He  served 
as  a Lieutenant  Commander  in  the  Medical  Corps 
of  the  United  States  Navy,  1967-69,  and  his  specialty 
is  physical  medicine  and  rehabilitation. 

fk  kr  k k 

Dr.  J.  B.  Purkall,  Jr.,  Bluefield  Sanitarium  Clinic, 
Bluefield  (Mercer) . Doctor  Purkall,  a native  of  Au- 
gusta, Georgia,  was  graduated  from  Mercer  University 
and  received  his  M.  D.  degree  in  1946  from  the  Medical 
College  of  Georgia.  He  interned  at  New  Hanover 
Hospital  in  Wilmington,  N.  C.,  and  served  a residency 
at  the  Medical  College  of  Georgia.  He  served  with 
the  Medical  Corps  of  the  United  States  Navy,  1947-49, 
and  his  specialty  is  radiology. 

i*  * * * 

Dr.  Thomas  E.  Richardson,  Mercer  County  Health 
Center,  Bluefield  (Mercer).  Doctor  Richardson,  a 
native  of  Marlinton,  was  graduated  from  Marietta 
College  and  received  his  M.  D.  degree  in  1964  from 
the  West  Virginia  University  School  of  Medicine.  He 
interned  at  Akron  City  Hospital  and  served  a residency 
at  Akron  Children’s  Hospital.  He  served  as  a Lieu- 
tenant Commander  in  the  Medical  Corps  of  the 
United  States  Navy,  1967-69,  and  his  specialty  is 
pediatrics. 
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Dr.  Hu  C.  Myers  To  Speak 
At  Maryland  Meeting 

The  172nd  Annual  Meeting  of  the  Medical  and  Chir- 
urgical  Faculty  of  Maryland  (Maryland  Medical  Soci- 
ety) will  be  held  in  Baltimore,  April  1-3. 


Hu  C.  Myers,  M.  D. 


Among  the  guest  speak- 
ers will  be  Dr.  Hu  C My- 
ers, Chief  of  Surgery  of 
Broaddus  Hospital  in 
Philippi.  He  will  speak  on 
Wednesday  afternoon,  Ap- 
ril 1,  on  the  subject  of 
"The  Emerging  Physici- 
an’s Assistant.” 

The  Society’s  House  of 
Delegates  will  meet  on 
Wednesday  morning  and 
again  on  Friday  after- 
noon, April  3.  The  sci- 
entific program  is  accept- 
able for  12  elective  hours 
by  the  American  Academy 
of  General  Practice. 


A copy  of  the  program  may  be  obtained  by  writing 
to  Dr.  DeWitt  E.  DeLawter,  Chairman,  Committee  on 
Program  and  Arrangements,  Medical  and  Chirurgical 
Faculty,  1211  Cathedral  Street,  Baltimore,  Maryland 
21201. 


Dr  A.  C.  Esposito  To  Address 
Pennsylvania  Academy 

Dr.  Albert  C.  Esposito  of  Huntington  will  be  one 
of  the  featured  speakers  at  the  Annual  Meeting  of 
the  Pennsylvania  Academy  of  Ophthalmology  and 

Otolaryngology,  which 
will  be  held  at  Bedford 
Springs,  Pennsylvania, 
May  20-23. 

Doctor  Esposito,  who  is 
President  Elect  of  the 
Southern  Medical  Associ- 
ation, will  be  a member 
of  a panel  on  “Ocular 
Surgery.”  Other  panel- 
ists will  be  Dr.  Charles 
Iliff  of  the  Johns  Hop- 
kins Medical  School  in 
Baltimore;  Dr.  P.  Robb 
McDonald  of  the  Wills 
Albert  C.  Esposito,  M.  D.  Eye  Hospital  in  Philadel- 
phia; and  Dr.  Sidney  Fox 
of  the  New  York  University  School  of  Medicine. 


During  the  meeting,  the  Huntington  physician  also 
will  present  an  instructional  course  on  “General  and 
Local  Anesthesia  in  Eye  Surgery.” 

It  was  announced  previously  that  Doctor  Esposito 
would  be  a guest  speaker  at  the  43rd  Annual  Meet- 
ing of  the  New  York  Eye  and  Ear  Infirmary  in  New 
York  City,  May  5-9. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

March  12-14 — Sou.  Soc.  of  Anes.,  Williamsburg,  Va. 
March  16-20 — Am.  Col.  of  Allergists,  Bal  Harbour,  Fla. 
March  19-20 — W.  Va.  Chap.,  Am.  Acad,  of  Pediatrics, 
Morgantown. 

March  20-21 — AMA  Cong,  on  Socio-Economics  of 
Health  Care,  Chicago. 

March  30- April  4 — Am.  Col.  of  Radiology,  Dallas. 
April  1-3 — Maryland  Medical,  Baltimore. 

April  6-8 — Am.  Assn,  for  Thoracic  Surg.,  Washington. 
April  10-12 — Am.  Soc.  of  Int.  Med.,  Philadelphia. 
April  12-17 — ACP,  Philadelphia. 

April  12-18 — Am.  Col.  of  Ob.  & Gyn.,  New  York. 
April  13-16 — Am.  Acad,  of  Ped.,  Washington. 

April  13-16 — Industrial  Med.  Assn.,  Chicago. 

April  15-18 — W.  Va.  Acad,  of  Oph.  & Otol.,  White 
Sulphur  Springs. 

April  16-18 — W.  Va.  Chap.  ACS,  White  Sulphur 
Springs. 

April  19-23 — Am.  Assn,  of  Neurological  Surg.,  Wash- 
ington. 

April  24-26 — W.  Va.  Chap.,  AAGP,  Charleston. 

April  27-29 — Am.  Surg.  Assn.,  White  Sulphur  Springs. 
April  27-May  2 — Am.  Acad,  of  Neurology,  Miami 
Beach. 

April  29-May  2 — Am.  Ped.  Soc.,  Atlantic  City. 

May  10-14 — Am.  Urological  Assn.,  Philadelphia. 

May  11-15 — Am.  Psychiatric  Assn.,  San  Francisco. 

May  11-15 — Ohio  Medical,  Columbus. 

May  24-27 — Am.  Thoracic  Soc.,  Cleveland. 

May  25-27 — Am.  Gyn.  Soc.,  Hot  Springs,  Va. 

May  28-30 — Am.  Oph.  Soc.,  Hot  Springs,  Va. 

June  13-14 — Am.  Diabetes  Assn.,  St.  Louis. 

June  21-25 — AMA,  Chicago. 

July  17-18 — Rocky  Mtn.  Cancer  Coni'.,  Denver. 

Aug.  20-22 — 103rd  Annual  Meeting,  W.  Va.  State  Medi- 
cal Association,  The  Greenbrier.  White  Sulphur 
Springs. 

Sept.  10-12 — Am.  Assn,  of  Ob.  & Gyn.,  Hot  Springs,  Va. 
Sept.  11-19 — Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  11-19 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  20-24 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 
Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-Oct.  1 — AAGP,  San  Francisco. 

Oct.  1 — Rural  Health  Conference,  Jackson’s  Mill. 

Oct.  4-8 — Pa.  Medical,  Lancaster. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16 — ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago 
Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 
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For  intense,  concentrated, 
surgical  illumination 
without  heat 


THE  A.C.M.I. 

Fiber  Optic 
Surgical  Light 


TheACMI  FiberOptic  Surgical  Light  transmits  illumination 
from  its  high  intensity  parabolic  lamp  through  a bundle 
of  approximately  200,000  flexible  optical  fibers,  and 
through  a condensing  lens  that  controls  the  size  and 
focus  of  the  spot  of  light.  The  supporting  arm  may  be 
adjusted  to  the  position  desired. 

This  unit  gives  the  surgeon  brilliant,  cold  "spot  light” 
illumination  for  localized  surgical  fields,  with  these  unique 
advantages: 

• Intense  light— provides  5200  foot-candlepower  at  a 
distance  of  5 inches  from  end  of  carrier  bundle. 

• No  heat— avoids  causing  tissue  dehydration  and 
damage. 

• Mobility— permits  surgeon  to  concentrate  intense 
light  at  operative  site  without  shadowing  or  diffusion. 

• Versatility— facilitates  superior  lighting  in  a wide 
variety  of  surgical  and  diagnostic  procedures. 

The  ACMI  Surgical  Light  is  particularly  useful  for  provid- 
ing better  illumination  for  deep  wounds  and  general 
surgery. ..  for  ophthalmic,  neurologic,  gynecologic  and 
orthopedic  surgery. . .for  diagnostic  procedures,  or  trans- 
illumination ...  and  for  special  situations  in  which  cold,  in- 
tense, concentrated  light  can  prove  helpful. 

For  further  information,  consult  your  dealer  or  write  to 


cfbmican  Cystoscope  Jllallcisjnc. 

8 Pelham  Parkway,  Pelham  Manor  (Pelham),  N.Y. 


A table  model  (Catalog  No.  FO-5300)  is  avail- 
able, as  illustrated  (right).  A transformer  in  the 
power  supply  cabinet  reduces  voltage  from 
110  volts,  60  cycles  AC,  to  21  volts:  and  a 
Variac  regulates  this  voltage  supply  from  0 to 
21  volts,  as  required. 

The  power  supply  is  not  explosion  proof  and 
should  be  mounted  5 ft.  off  the  floor  in  areas 
where  explosive  gaseous  mixtures  are  used.  A 
stand  (Catalog  No.  FCB100-S)  which  can  be 
attached  to  the  operating  room  table  is  avail- 
able for  this  purpose  (as  illustrated  above). 
Additional  light  carrier  bundles  for  special  uses 
are  also  available,  in  Vs.  Va  and  %-inch  diam- 
eter, in  72-inch  lengths. 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 

CHARLESTON,  WEST  VIRGINIA 


wvu 


Medical  Center 
- News  - 


The  complete  program  has  been  announced  for  the 
Sixth  Annual  Cancer  Teaching  Day  program, 
which  will  be  held  in  the  Medical  Center  Auditorium. 
March  20-21. 

Dr.  Alvin  L.  Watne,  Professor  of  Surgery,  is  Chair- 
man of  the  course,  which  is  sponsored  by  The  Charles- 
ton Foundation,  the  Medical  Center,  the  Cancer  Com- 
mittee of  the  West  Virginia  State  Medical  Associa- 
tion, and  the  West  Virginia  Division,  American  Can- 
cer Society. 

Dr.  Colin  G.  Thomas,  Jr.,  Professor  and  Chairman 
of  the  Department  of  Surgery  at  the  University  of 
North  Carolina  School  of  Medicine,  will  present  the 
opening  lecture  at  4 P.M.  on  March  20.  His  subject 
will  be  “The  Biology  of  Thyroid  Cancer.” 

Welcoming  remarks  will  be  made  on  Saturday  morn- 
ing, March  21,  by  Dr.  Clark  K.  Sleeth,  Dean  of  the 
WVU  School  of  Medicine.  This  will  be  followed  by 
a panel  discussion  on  diagnostic  problems,  with  Doc- 
tor Watne  moderating.  Speakers  and  their  topics 
will  be: 

“The  Problem  of  Thyroid  Malignancy” — Charles 
R.  Chamberlain,  Jr.,  M.  D.,  Associate  Professor 
of  Pathology,  WVU. 

“Thyroid  Physiology  and  Testing:  A Brief  Re- 

view”-— Stanley  Shane,  M.  D.,  Assistant  Profes- 
sor of  Medicine,  WVU. 


• Compiled  from  material  furnished  by  the  Medical 
Center  News  and  Information  Services,  Morgan- 
town, West  Virginia. 


“The  Surgeon  and  the  Solitary  Nodule” — Richard 
A.  Currie,  M.  D.,  Associate  Professor  of  Surgery, 
WVU. 

“Complementary  Scanning  with  125  Iodide  and  75 
Selenomethionine” — Colin  G.  Thomas,  M.  D. 

After  a question  and  answer  period,  there  will  be 
a panel  discussion  of  “Therapeutic  Problems.”  Dr. 
Bernard  Zimmermann,  Professor  and  Chairman  of  the 
Department  of  Surgery  at  WVU,  will  be  the  modera- 
tor. Speakers  and  topics  are  as  follows: 

“Approach  to  the  Clinical  Diagnosis  and  Manage- 
ment of  Thyroid  Carcinoma” — German  Lizzar- 
ralde,  M.  D.,  Assistant  Professor  of  Medicine, 
WVU. 

“Surgery  and  Thyroid  Carcinoma” — Joseph  Lan- 
caster, M.  D.,  Assistant  Professor  of  Surgery, 
WVU. 

"Role  of  Radiotherapy  in  Thyroid  Carcinoma” — 
Alptekin  Ucmakli,  M.  D.,  Assistant  Professor  of 
Radiology,  WVU. 

"Hormonnal  Management  in  Thyroid  Cancer” — 
Colin  G.  Thomas,  Jr.,  M.  D. 


The  West  Virginia  University  Medical  Center  conducted  a Postgraduate  Seminar  in  Family  Practice,  January-  19-24,  in 
cooperation  with  the  West  Virginia  Chapter,  American  Academy  of  General  Practice.  The  comprehensive  review  course 
was  arranged  for  physicians  interested  in  taking  the  examination  offered  by  the  American  Board  of  Family  Practice.  Dr. 
David  Z.  Morgan,  Assistant  Dean  of  the  School  of  Medicine,  chats  with  the  “students”  during  a break.  Also  in  picture  are 
(from  left  seated):  Drs.  A.  H.  Henderson  of  Williamson,  Buford  W.  McNeer  of  Hinton,  Carl  B.  Hall  of  Charleston,  William 

T.  Lawson  of  Fairmont,  F.  A.  Hamilton  of  Martinsburg,  Robert  G.  Janes  of  Fairmont,  and  Richard  Wallace  of  St.  Albans. 
Standing:  Drs.  Joe  N.  Jarrett  of  Oak  Hill,  John  W.  Traubert  of  Wellsburg,  J.  C.  Huffman  of  Buckhannon,  D.  E.  Cunning- 

ham of  St.  Albans,  William  S.  Sadler  of  Barboursville,  and  Del  Roy  R.  Davis  of  Kingwood. 
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ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 

Internal  Medicine: 

John  E.  Lenox,  M.  D. 

Ernest  G.  Guy,  M.  D. 

Young  J.  Song,  M.  D. 

Pediatrics: 

Donald  F.  Manger,  M.  D. 

Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 

Broaddus  Hospital  Resident  Staff: 

Mario  M.  Rosales,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Teodoro  A.  Darvin,  M.  D. 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

King,  M.  D.,  Director 

Edward  E.  Cale,  M.  D. 
Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D. 
Delano  W.  Bolter,  M.  D. 


James  P. 

William  D.  Keck,  M.  D. 

Clinical  Director 
Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Card  McGraw,  Ph.  D. 
David  F.  Strahley,  Ph.  D. 
James  E.  Dublin,  Ph.  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED 

Bluefield  Mental  Health  Center 
525  Bland  St.,  Bluefield,  W.  Va. 

David  M.  Wayne,  M.  D. 


CLINICS 

1 09  E.  Main  Street,  Beckley,  W.  Va. 
Beckley  Mental  Health  Center 
Leslie  J.  Borbely,  M.  D. 


Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 
Pierce  D.  Nelson,  M.  D. 
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The  Month 

in  Washington 


The  Senate  Finance  Committee  approved  a staff 
report  on  Medicare  and  Medicaid  which  was  crit- 
ical of  both  physicians  and  administration  of  the  health 
care  programs.  It  included  a recommendation  for 
fee  schedules  for  physicians’  services. 

In  a joint  statement,  the  Presidents  of  the  Amer- 
ican Medical  Association  and  the  National  Medical 
Association  pledged  support  of  their  organizations  to 
the  Committee’s  efforts  to  correct  deficiencies  and 
abuses  in  the  two  programs.  However,  the  two  spokes- 
man for  organized  medicine  said  “it  would  be  tragic 
if  . . . regulations  were  adopted  whose  effect  would 
be  to  deny  a greatly  improved  level  of  health  care 
to  the  ghettos.” 

The  AMA  - NMA  statement  said  that  “we  were 
greatly  encouraged  by  the  Committee’s  comment  that 
it  ‘believes  that  the  majority  of  physicians  for  whom 
information  was  requested  with  respect  to  Medicare 
and  Medicaid  as  presently  structured  have  dealt  fairly 
with  these  federal  programs  and  with  the  federal  gov- 
ernment.’ ” 

In  regard  to  abuses  and  fraud,  the  statement  said: 
"Where  these  abuses  exist,  they  must  be  rooted 
out.  Both  the  AMA  and  the  NMA  are  prepared  to 
take  very  vigorous  action  within  their  power  to  help 
the  Committee  and  the  government  accomplish  this.” 
It  was  noted  that  the  Committee  had  denied  an 
AMA  request  many  months  ago  that  it  be  given  the 
names  of  physicians  involved  in  the  Committee’s  in- 
vestigation. 

“Despite  this,”  the  statement  said,  the  AMA  and 
the  NMA  through  their  own  resources  have  been  able 
to  identify  a number  of  physicians  grossing  more  than 
$25,000  in  these  programs  . . . 

“In  some  instances,  medical  societies  had  already 
taken  appropriate  action  against  individual  physi- 
cians where  the  evidence  warranted.  In  other  in- 
stances, however,  the  AMA  and  the  NMA  had  found 
that  many  of  the  physicians  presumably  included  in 
the  Committee’s  study  are  dedicated  physicians  work- 
ing in  isolation  in  slum  and  rural  areas  who  are  lit- 
erally being  overwhelmed  by  a tide  of  sick  human- 
ity ..  . 

“We  therefore  believe  it  would  be  unfortunate  if 
the  Committee’s  report  leads  the  public  to  believe 
that  Medicare  and  Medicaid  are  riddled  with  fraud 
or  that  the  number  of  physicians  abusing  the  pro- 
grams is  large.  Such  is  not  the  case  . . .” 

The  report  said  that  incomplete  and  partial  listings 
indicated  4,300  individual  practitioners  plus  an  addi- 
tional 900  physician  groups  each  received  at  least  $25,- 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


000  from  Medicare  in  1968,  including  68  who  received 
$100,000  or  more.  The  report  also  included  a long 
list  of  physicians  by  state  receiving  $25,000  or  more 
from  Medicaid  in  1968.  None  was  named;  listings 
were  by  code  numbers. 

“Hundreds  of  the  payments  profiles  indicate  that 
the  physicians  involved  might  be  abusing  the  pro- 
gram,” the  report  said.  “For  example,  we  found  many 
general  practitioners  each  paid  $15,000,  $20,000,  or 
more  for  laboratory  services.  We  found  large  pay- 
ments being  made  for  what  appear  to  be  inordinate 
numbers  of  injections.  In  many  cases  we  found  what 
is  apparently  overvisiting  and  gang-visiting  of  pati- 
ents in  hospitals  and  nursing  homes. 

“The  staff  believes  that  the  majority  of  physicians 
on  whom  information  was  gathered  provided  med- 
ically necessary  services  for  which  they  were  enti- 
tled to  charge  and  be  reimbursed.  On  the  other  hand, 
Medicare’s  payments  structure  did  little  to  discour- 
age— in  fact,  it  encouraged — high  fees,  and  thus  may 
well  have  contributed  to  the  very  substantial  pay- 
ment totals  to  those  same  physicians.” 

Recently,  the  Social  Security  Administration  re- 
ported that  about  2,500  cases  had  been  investigated 
for  fraud  or  abuse  during  the  first  three  and  one-half 
years  of  Medicare.  It  was  emphasized  that  this  was 
only  a minuscule  fraction  of  total  Medicare  transac- 
tions. Social  Security  Commissioner  Robert  M.  Ball 
said: 

“Medicare  pays  about  30  million  doctors’  bills  and 
12  million  bills  from  institutional  providers  of  serv- 
ices each  year.  It  is  clear  from  our  investigation  ^ 
that  the  number  of  attempts  at  fraud  or  abuse  is  rela- 
tively very  small.” 

About  half  of  the  cases  investigated,  he  said,  re- 
sulted from  clerical  errors,  misunderstandings  or  hon- 
est mistakes  by  physicians  and  health  services.  To 
Jan.  20,  1970,  the  SSA  had  referred  the  cases  of  13 
individuals  and  organizations  to  the  Justice  Depart- 
ment with  recommendations  for  criminal  prosecution 
for  fraud.  Two  physicians  have  been  convicted  in 
U.  S.  district  courts  and  indictments  have  been  re- 
turned against  another  five  physicians  and  one  non- 
physician. Another  five  cases  had  been  referred  with 
recommendations  that  civil  proceedings  be  started 
for  the  return  of  illegally  collected  funds. 
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Asheville,  North  Carolina 
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NOW!  ALL  NEW 
FROM  CLAY-ADAMS- 

ACCU-STAT  Blood- 
Chemistry  System 

A new  direct-reading  filter  photometer  system, 
that  can  be  fully  calibrated,  and  features 
pre-measured  disposable  reagents. 

An  automatic  and  compact  blood-chemistry 
system  that  produces  accurate  and  reproducible 
blood-chemistry  determinations  simply  and 
rapidly. 

A blood-chemistry  system  that  offers  a complete 
systems  approach  to  blood-chemistry 
determinations  and  permanent  patient  records. 

A blood-chemistry  analyzer  that  is  perfect  for 
'stats'  and  whose  micro  capabilities  make  it 
ideal  for  pediatric,  geriatric,  burn  and  intensive 
care  patients. 

BENEFITS: 

Convenience  of  micro  technique 

Option  of  venous  or  capillary  blood 

Completely  calibratable  instrument 

Reagent  package  includes  standards  to  assure 

accuracy  and  precision 

Direct  reading  meter  in  constituent  values 

Test  modules  with  'built-in  memory'  saves 

recalibration  steps 

Simple  test  procedures  easily  learned  by 
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Instrument  engineered  for  additional  tests  as  they 
become  available 

Complete  patient  sample  identification  system 
Permanent  patient  record  system  provided 
Many  different  tests  can  be  run  interchangeably 
without  recalibration  of  instrument 
Solid  state  electronics 

System  capability  includes  the  following  tests: 

Q]  Hemoblogin  r1  True  Glucose  Q Cholesterol 
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Q Total  Protein  Q]  Alkaline  Phosphatase 
Q Albumin  Q Creatinine  □ Calcium 
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Your  present  office  assistant  can  do  all  the  above 
tests  without  any  special  training. 

All  Reagent  Kits  contain  all  the  needed  equipment 
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Write  us  today  for  a demonstration  in  your  office. 

THE  MEDICAL  ARTS  SUPPLY 
COMPANY 

706-16  Fourth  Avenue  Phone:  522-8341 

HUNTINGTON,  WEST  VIRGINIA 
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Obituaries 


JAMES  M.  BARR,  M.  D. 

Dr.  James  M.  Barr  of  Worthington,  Marion  County, 
died  on  February  10  at  the  age  of  81. 

A native  of  Ellisville,  Mississippi,  Doctor  Barr  re- 
ceived his  M.  D.  degree  in  1913  at  the  Tulane  Univer- 
sity Medical  School. 

After  coming  to  West  Virginia,  Doctor  Barr  opened 
his  practice  at  Davis,  Tucker  County.  He  then  became 
affiliated  with  the  Consolidation  Coal  Company  in  the 
Medical  Department.  He  moved  to  Worthington  in 
1928  and  practiced  until  1957,  when  failing  health 
forced  his  retirement. 

He  was  an  honorary  member  of  the  Marion  County 
Medical  Society,  the  West  Virginia  State  Medical 
Association  and  the  American  Medical  Association. 

Survivors  include  the  widow,  Mrs.  Eva  Harrelson 
Barr;  sons,  James  M.  Barr,  Jr.,  of  Chicago  and  M. 
Harrelson  Barr  of  Stratford,  New  Jersey;  daughters, 
Mrs.  Frank  S.  Baczuk  of  Ashland,  Ohio;  Mrs.  Arnold 
J.  Loss  of  Monongah;  and  Mrs.  John  J.  Vrabel  of  Hub- 
bard, Ohio;  a half-brother,  Clyde  Allen  of  Pensacola, 
Florida;  half  sisters,  Miss  Mary  Allen  and  Miss  Myrtle 
Allen,  both  of  Ellisville,  Mississippi;  13  grandchildren 
and  five  great  grandchildren. 

* * * + 

OSCAR  O.  EAKLE,  M.  D. 

Dr.  O.  O.  Eakle  of  Sutton  died  at  his  home  on 
February  1 at  the  age  of  94.  He  had  retired  only  last 
year  after  practicing  medicine  in  Sutton  for  65  years. 

Doctor  Eakle  was  a graduate  of  Maryland  Medical 
College  and  attended  the  University  of  the  South  in 
Tennessee.  He  was  an  honorary  member  of  the  Cen- 
tral West  Virginia  Medical  Society,  the  West  Virginia 
State  Medical  Association  and  the  American  Medical 
Association. 

He  leaves  a brother,  John  of  Tesla  in  Braxton 
County. 

★ ★ ★ ★ 

JAMES  LESTER  PATTERSON,  M.  D. 

Dr.  James  L.  Patterson  of  Wheelwright,  Kentucky, 
a former  officer  of  the  West  Virginia  State  Medical 
Association,  died  in  a hospital  in  Lexington,  Kentucky, 
on  January  27.  He  was  69. 

Doctor  Patterson  was  born  in  Gallipolis,  Ohio,  and 
attended  Marshall  University,  graduating  in  1922.  He 
received  his  M.  D.  degree  at  the  Medical  College  of 
Virginia  in  1928. 

He  served  an  internship  and  residency  at  Chesa- 
peake and  Ohio  Railway  Hospital  in  Huntington  and 
eventually  specialized  in  radiology.  He  practiced  at 
Carbon,  West  Virginia,  and  at  Catlettsburg,  Kentucky, 
before  establishing  a practice  at  Holden,  Logan  County, 
in  1933.  He  later  moved  to  Logan,  then  left  the  State 
several  years  later. 

Doctor  Patterson  served  as  Second  Vice  President 
of  the  West  Virginia  State  Medical  Association  in 
1954.  He  also  was  a former  member  of  the  Logan 
County  Medical  Society. 

Survivors  include  the  widow,  Mrs.  Mae  Patterson. 
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County  Societies 


MERCER 

Dr.  C.  S.  Flynn  of  the  Department  of  Obstetrics  and 
Gynecology  at  the  Bluefield  Sanitarium  Clinic  pre- 
sented the  scientific  program  at  the  regular  monthly 
meeting  of  the  Mercer  County  Medical  Society,  which 
was  held  at  the  West  Virginian  Hotel  in  Bluefield  on 
January  19. 

Doctor  Flynn  gave  a very  interesting  talk  on  the 
use  of  intrauterine  devices  to  prevent  pregnancy. 

Dr.  R.  O.  Rogers,  Jr.,  Vice  President  of  the  Society, 
introduced  Dr.  E.  Lyle  Gage,  Jr.,  a new  member  of 
the  staff  of  the  Bluefield  Sanitarium. — John  J.  Mahood, 
M.  D.,  Secretary. 

* * * * 

McDowell 

Rep.  James  Kee  of  Bluefield  was  guest  speaker  at 
the  regular  monthly  meeting  of  the  McDowell  County 
Medical  Society,  w'hich  was  held  at  Doctors  Memorial 
Hospital  in  Welch  on  January  14. 

Twelve  members  and  eight  guests  attended  the 
meeting. — J.  C.  Ray,  M.  D.,  Secretary. 

* * it  * 

MONONGALIA 

Dr.  Nicholas  W.  Fugo,  Professor  of  Obstetrics  and 
Gynecology  at  the  West  Virginia  University  Medical 


Center,  presented  a scientific  paper  at  the  regular 
monthly  meeting  of  the  Monongalia  County  Medical 
Society,  which  was  held  on  January  6 in  Morgan- 
town. Thirty-seven  members  and  one  guest  were 
present. 

Doctor  Fugo  spoke  on  “Irregular  Menses — Overripe- 
ness and  Fetal  Anomalies.” 

Two  new  members  were  admitted  to  active  member- 
ship in  the  Society.  They  are  Dr.  Robert  J.  Notting- 
ham, an  allergist  who  transferred  from  the  Colorado 
Medical  Society,  and  Dr.  H.  Summers  Harrison,  a 
pediatrician  who  transferred  from  the  Central  West 
Virginia  Medical  Society. 

The  Society  voted  to  purchase  subscriptions  to  The 
West  Virginia  Medical  Journal  for  West  Virginia  Uni- 
versity medical  students  whose  homes  are  in  the 
county. — W.  Gene  Klingberg,  M.  D.,  Secretary. 

* * * it 

RALEIGH 

The  regular  monthly  meeting  of  the  Raleigh  County 
Medical  Society  was  held  at  Henry’s  Drive-In  Restau- 
rant on  January  15,  with  48  members  in  attendance. 

The  Society  complied  with  a request  from  Dr.  May- 
nard P.  Pride,  President  of  the  West  Virginia  State 
Medical  Association,  and  voted  to  sponsor  subscrip- 
tions to  The  West  Virginia  Medical  Journal  for  six 
West  Virginia  University  medical  students  from  the 
county. 

Dr.  R.  James  Yates  was  admitted  to  active  member- 
ship in  the  Society. — C.  Richard  Daniel,  M.  D.,  Sec- 
retary. 
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L-Dopa  Therapy  of  Parkinson's  Disease 

(A  Review  of  the  Preliminary  Experience 
At  West  Virginia  University)* 

Ludwig  Gutmann,  M I).,  James  D.  Martin,  M.  D.,  and  Jose  A.  Gutrecht,  M.  D. 


Medical  treatment  of  Parkinson’s  disease,  in 
the  past,  has  been  only  moderately  success- 
fid.  Surgical  thalamotomy  used  during  the  past 
decade  has  been  effective  in  alleviating  the 
tremor  and  rigidity  associated  with  the  disease. 
This  procedure,  however,  has  no  effect  upon 
the  bradykinesia  so  that  many  patients  have 
continued  disabled  by  this  disorder.  In  the  past 
three  years,  L-Dopa  (3,  4-dihydroxyphenyl- 
alanine)  has  radically  altered  the  complexion  of 
Parkinson’s  disease  and  appears  to  represent  a 
major  medical  break-through  in  its  treatment. 

It  is  the  purpose  of  this  paper  to  review  some 
pertinent  aspects  of  L-Dopa  therapy  of  Par- 
kinson’s disease  and  the  preliminary  experience 
at  West  Virginia  University  Medical  Center. 

L-Dopa  is  intimately  involved  with  catecho- 
lamine synthesis.1  It  is  the  immediate  precursor 
of  dopamine  which  is  metabolized  to  norepine- 
phrine and  epinephrine.  In  most  areas  of  the 
human  brain  the  concentration  of  dopamine  is 
considerably  less  than  that  of  norepinephrine. 
In  the  basal  ganglia,  however,  especially  the 
caudate  nucleus,  putamen  and  substantia  nigra, 
the  concentration  of  dopamine  is  many  times 
greater  than  that  of  norepinephrine.  This  has 
led  to  the  conclusion  that  dopamine  is  not  just 
a precursor  of  norepinephrine  but  a specific 
chemical  mediator  in  the  basal  ganglia.  It  very 
likely  functions  as  an  inhibitory  chemical  medi- 
ator in  this  area.2 

Unlike  the  normal  brains  in  which  there  are 
large  amounts  of  dopamine  in  the  basal  ganglia, 
dopamine  concentration  is  markedly  decreased 

^Presented  by  Doctor  Gutmann  at  the  102nd  Annual  Meet- 
ing of  the  West  Virginia  State  Medical  Association  at  The 
Greenbrier,  White  Sulphur  Springs,  August  23,  1969. 
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in  the  basal  ganglia  of  patients  with  Parkinson’s 
disease.3  This  led  to  attempts  to  administer 
dopamine  to  patients  with  Parkinson’s  disease 
but  this  was  unsuccessful  because  circulating 
dopamine  is  unable  to  pass  through  the  blood 
brain  barrier. 

In  1961,  L-Dopa,  the  precursor  of  dopamine, 
was  given  intravenously  to  patients  with  Par- 
kinson’s disease.4  Some  patients  showed  tran- 
sient clinical  improvement  for  several  hours. 
The  drug’s  therapeutic  value,  however,  was 
thought  to  be  doubtful  largely  because  it  was 
not  possible  to  administer  intravenously  doses 
that  were  large  enough  to  raise  the  dopamine 
in  the  basal  ganglia  without,  at  the  same  time, 
producing  troublesome  side  effects. 

Cotzias,5  in  1967,  reported  sustained  clinical 
improvement  in  patients  with  Parkinson’s  dis- 
ease using  large  doses  of  DL  Dopa  ( the  racemic 
form  of  Dopa).  The  hematological  complica- 
tions to  this  appeared  to  be  a major  limiting 
factor.  Cotzias  subsequently  used  L-Dopa  and 
obtained  the  same  impressive  results  with  sig- 
nificantly fewer  side  effects.6  Similar  results  have 
been  reported  by  several  other  investigators.7’  8. 

L-Dopa  now  has  been  used  at  the  West  Vir- 
ginia University  Medical  Center  in  the  treat- 
ment of  Parkinson’s  disease  since  April,  1969,  as 
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part  of  a national  cooperative  study  to  further 
evaluate  its  efficacy  and  potential  side  effects. 
The  study  is  sponsored  by  Hoffmann- La  Roche, 
Inc.  Laboratories  which  supplies  the  drug  and 
collects  data  as  to  the  results  and  side  effects. 
To  be  included  in  the  study  a patient  must 
have  had  Parkinson’s  disease  for  at  least  one  year 
and  have  no  other  serious  associated  disease, 
nor  be  a woman  of  childbearing  potential.  Pa- 
tients with  glaucoma,  cardiac  arrhythmias  and 
significant  psychiatric  diseases  are  included  only 
under  special  circumstances.  Because  of  trouble- 
some side  effects,  the  drug  must  be  begun  in 
low  doses  and  gradually  increased  to  optimal 
levels.  During  this  period  the  patient  usually 
is  hospitalized  and  begun  on  750  mg.  daily. 
This  is  increased  by  250  mg.  each  day  until  the 
optimum  is  reached  in  approximately  three 
weeks.  This  usually  is  4-6  Gm.  per  day  in  four 
divided  doses.  The  patient  is  then  discharged 
and  followed  in  the  Neurology  Clinic  at  least 
once  a month.  Laboratory  studies,  including  a 
complete  blood  count,  urinalysis,  BUN,  SCOT, 
Coombs  test  and  PBI,  are  obtained  at  least  once 
a month.  Since  L-Dopa  still  is  considered  an 
investigational  drug  by  the  FDA,  the  patient 
must  obtain  the  drug  through  the  West  Vir- 
ginia University  Hospital  Pharmacy. 

Of  the  first  16  patients  treated  with  L-Dopa, 
seven  had  moderately  severe  disabilities  as  a 
result  of  their  Parkinsons  disease  but  were 
still  ambulatory  and  able  to  carry  out  many 
of  their-  daily  activities;  eight  were  severely 
incapacitated,  requiring  moderate  help  from 
their  families;  and  one  was  in  the  advanced 
stages  of  the  disease,  confined  to  bed,  and  re- 
quiring constant  nursing  care.  Of  the  total  16 
patients,  seven  had  undergone  previous  thal- 
amotomy with  varying  results  but  none  with 
any  serious  postoperative  sequelae. 

L-Dopa  was  found  to  be  effective  in  treating 
all  the  symptoms  of  Parkinson’s  disease  al- 
though bradvkinesia,  lack  of  spontaneity  and 
facial  expression,  and  rigidity  have  responded 
somewhat  better  than  tire  tremor.  Response  to 
the  drug  did  not  always  correlate  with  the 
severity  of  the  preexistent  Parkinson’s  disease 
nor  did  previous  thalamotomy  have  any  ad- 
verse effect.  Eight  of  the  16  treated  patients  have 
shown  a sustained  dramatic  response  to  L-Dopa, 
either  with  complete  or  almost  complete  allevi- 
ation of  their  signs  and  symptoms.  Of  these 
eight  patients,  four  had  been  moderately  inca- 
pacitated and  four  severely  incapacitated.  An 
additional  six  patients  still  had  definite  stigma  of 
their  Parkinson's  disease  but  showed  moderate 


improvement  far  beyond  that  achieved  by  any 
other  form  of  therapy.  L-Dopa  had  to  be  dis- 
continued in  two  patients  who  had  shown 
moderate  to  marked  improvement,  because  of 
side  effects.  These  results  are  similar  to  those 
reported  by  other  investigators.6,  “■  s 

A variety  of  side  effects  have  been  encountered 
in  the  treated  patients.  The  most  troublesome 
of  these  have  been  psychiatric  symptoms  and 
dyskinesias.  Seven  of  the  16  patients  developed 
agitation,  depression,  hallucinations  and  confu- 
sion of  mild  to  severe  degree.  These  problems 
cleared  when  the  drug  was  decreased,  but 
in  two  cases,  one  of  whom  had  attempted 
suicide,  the  drug  had  to  be  discontinued.  Six 
patients  developed  dyskinesias  characterized  by 
involuntary  movements  resembling  chorea,  espe- 
cially of  the  jaw,  tongue,  face  and,  at  times,  the 
extremities.  In  three  cases  it  coexisted  with 
agitation.  Both  the  dyskinesia  and  psychiatric 
symptoms  often  appeared  when  the  patient  was 
on  a fixed  dosage  of  L-Dopa.  The  dyskinesia 
disappeared  when  the  dosage  of  L-Dopa  was 
decreased  to  levels  at  which  the  therapeutic 
effect  of  the  drug  was  still  present. 

Nausea  and  vomiting  occurred  in  most  of  the 
cases  while  the  drug  was  being  increased  to 
optimal  levels.  This  was  alleviated  by  slowing 
the  increase  in  medication  dosage  and  giving 
it  with  meals.  To  date,  this  has  represented  a 
relatively  mild  problem  and  has  not  required 
discontinuing  the  drug.  Complaints  of  dizziness 
and  postural  hypotension  also  have  been  present 
in  several  cases  but  again  have  represented 
minor  problems.  Cardiac  arrhythmias,  anemias 
and  leukopenias,  to  date,  have  not  occurred. 

Summary 

L-Dopa  has  radically  altered  the  treatment 
of  Parkinson’s  disease,  representing  a major  ad- 
vance in  its  treatment.  The  preliminary  results 
at  West  Virginia  University  Medical  Center  are 
reviewed  and  the  excellent  results  obtained  are 
similar  to  those  reported  by  other  investigators. 
A variety  of  side  effects  complicated  the  use  of 
L-Dopa  and  these  included  various  psychiatric 
manifestations,  dyskinesias,  nausea  and  vomiting, 
and  postural  hypotension. 
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Addendum 

As  of  March  1970,  over  60  patients  with 
Parkinson’s  disease  have  been  treated  with 
L-Dopa  at  the  West  Virginia  University  Med- 
ical Center.  Of  this  group  one-third  have  shown 
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a sustained  dramatic  improvement;  one-third, 
moderate  improvement;  and  one-third,  slight  or 
no  improvement.  The  percentage  and  degree  of 
side  effects  are  similar  to  the  initial  group  of  16 
patients.  The  psychiatric  side  effects  continue 
to  be  the  most  serious,  including  one  death  from 
complications  of  a suicide  attempt. 
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Congenital  Diaphragmatic  Obstruction  of  Duodenum 
In  Adults  and  Jejunum  in  Newborn* 

S.  Go  pul  Kuju , M.  I). 


A ccording  to  Bickham-Callander,1  midgut  is 
a hollow  tube  lined  with  epithelium.  During 
the  fifth  week,  the  epithelium  proliferates  and 
the  intestinal  lumen  from  pylorus  to  ileocecal 
valve  becomes  obliterated  by  epithelial  concre- 
tion cysts  so  that  the  lumen  changes  from  a 
hollow  tube  to  a solid  cord.  Afterwards,  vacuoles 
coalesce  to  form  cystic  spaces  and  these  spaces 
coalesce  further  to  establish  the  patent  intestinal 
lumen.  This  process  is  completed  by  the  twelfth 
week  of  intra-uterine  life,  ft  is  generally  agreed 
that  the  solid  stage  normally  exists  in  the  de- 
velopment of  human  intestine  but  its  presence 
and  duration  in  the  colon  is  still  open  to  question. 
Incomplete  development  of  intestine  in  the  sec- 
ond or  third  month  of  intra-uterine  life  with 
failure  of  cystic  spaces  to  coalesce  results  in  a 
persistent  diaphragmatic  membrane  in  the  lumen 
of  the  small  intestine. 

Also  in  different  experimental  studies,  Louw 
et  al,7  Lynn  et  al,8  and  Nixon12  made  various 
observations  for  persistence  of  diaphragmatic 
membrane  in  the  intestines  and  reported  the 
results  in  the  literature. 

Case  Reports 

Case  I.-# 02-32-92,  H.  G.  C„  a 52-year-old 
male,  was  admitted  to  the  hospital  [idy  1,  1958, 
with  a history  of  intermittent  abdominal  pain 
since  1925,  with  episodes  of  epigastric  pain 
which  were  usually  cramping  in  nature,  some- 
times persistent  for  several  days,  and  severe. 
During  one  particular  severe  episode  in  1936, 
he  was  hospitalized  and  was  told  that  he  had 
gallbladder  disease.  He  was  getting  cramping 
abdominal  pain  with  some  radiation  to  the  right 
subscapular  area  associated  with  vomiting.  Vom- 
iting always  relieved  the  pain.  He  had  never 
been  jaundiced.  He  did  not  take  any  antacids 
regularly.  The  pain  was  not  relieved  by  milk. 
He  did  not  lose  weight.  There  was  no  history 
of  melena  or  hematemesis.  After  admission  rou- 
tine work-up,  laboratory  investigation  and  x-rays 
were  done.  Hemoglobin  was  14.4,  hematocrit 

*Tliis  article  was  written  while  the  author  was  Chief  Resi- 
dent in  Surgery  at  Appalachian  Regional  Hospital,  Beckley, 
W.  Va.  1968-69. 
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45,  WBC  9,500.  Routine  gastric  analysis  showed 
6 degrees  of  free  acidity,  26  degrees  total  I4CL, 
and  with  histamine  0.3  mg.  the  free  acidity  was 
21  degrees  and  total  HCL  48  degrees.  Flat  plate 
of  the  adbomen  showed  a 3 cm.  round,  calcified 
shadow  in  the  region  of  the  gallbladder,  felt 
to  be  a possible  gallstone,  and  the  stomach  was 
distended  with  food  and  fluid.  On  July  3,  1958, 
a gastrointestinal  series  showed  almost  complete 
obstruction  of  the  gastric  outlet  felt  to  be  most 
likely  due  to  cicatricial  contracture  from  ulcer 
of  the  duodenal  bulb;  also  there  were  two  large 
gallbladder  calculi  (Figure  1).  Delayed  films 
also  showed  retention  of  barium  in  the  stomach 
(Figure  2).  Because  of  these  symptoms  and 
incomplete  obstruction,  he  was  treated  after  his 
gastrointestinal  series  with  nasogastric  suction 
and  I.  V.  fluids  and,  on  July  6,  1958,  the  stomach 


Figure  1 

Case  1 — Note  the  large  rounded  gallstone  shadow  and  the 
G.I.  series  showing  complete  obstruction  in  the  region  of 
the  duodenal  bulb. 
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was  aspirated  and  contained  800  cc.  of  gastric 
secretions.  On  July  7,  1958,  exploratory  laparo- 
tomy revealed  gallstones  almost  eroding  the 
second  part  of  the  duodenum  which,  it  was  felt, 
was  causing  the  obstruction.  Further  duode- 
notomy  and  gastrotomy  were  done  and  no  evi- 
dence of  ulcer  was  found.  There  was,  however, 
a diaphragm  type  of  structure  seen  in  the  second 
part  of  the  duodenum.  The  gallbladder  and  the 
stones  were  removed,  the  diaphragm  in  the 
duodenum  was  excised  and  a plastic  repair  was 
done.  The  duodenotomy  was  closed  transversely 
and  the  gastrotomy  was  closed  longitudinally. 
The  postoperative  period  was  very  uneventful. 
He  was  discharged  from  the  hospital  on  the 
eighth  postoperative  day  in  good  condition.  At 
the  time  of  this  report  he  was  asymptomatic  from 
a gastrointestinal  standpoint. 

Case  2.— #07-00-56,  G.  H.  S.,  a 52-year-old 
male,  was  admitted  for  epigastric  distress  and 
upper  abdominal  pain  January  17,  1968.  He  was 
also  admitted  to  this  hospital  on  two  previous 
occasions  for  upper  abdominal  symptoms  and 
treated  conservatively  with  antacids,  bland  diet 
and  anticholinergic  drugs  for  clinical  diagnosis 
of  chronic  duodenal  ulcer.  His  gastrointestinal 
series  in  March  1965  and  in  October  1967  were 
compatible  with  antral  gastritis  and  duodenitis. 
There  was  no  obstruction  reported.  He  was 
known  to  have  had  symptoms  of  peptic  ulcer 
for  over  10  years.  Since  that  time,  his  symptoms 
more  or  less  were  of  the  nature  of  fullness  in 


Figure  2 


Case  1 — Delayed  films  of  the  G.I.  series  showing  very  mini- 
mal barium  passed  beyond  the  site  of  obstruction. 


the  epigastrium  and  bloating,  and  occasional 
vomiting.  No  history  of  melena  or  hematemesis. 
No  loss  of  weight.  After  his  admission,  routine 
laboratory  work-up  was  done.  Hemoglobin  was 
16.1,  hematocrit  49  volume  per  cent.  WBC  7,300. 
Electrolytes  were  normal.  Twelve  Hour  Gastric 
Analysis—  amount  1200  cc.,  27  degrees  free 
acidity,  and  57  degrees  total  HCL,  bile  positive. 
Upper  gastrointestinal  series  January  19,  1968 
(Figure  3)  revealed  a complete  obstruction  at 
the  level  of  the  duodenal  bulb.  X-rays  of  the 
abdomen  the  next  day  (January  20,  1968) 
showed  most  of  the.  barium  retained  in  the 
stomach  (Figure  4).  With  this  history  and  find- 
ings of  partial  obstruction,  he  was  prepared  for 
exploration  with  nasogastric  suction  and  I.  V. 
fluids.  On  January  22,  1968,  exploratory  laparo- 
tomy was  done  with  the  preoperative  diagnosis 
of  chronic  duodenal  ulcer  with  pyloric  obstruc- 
tion. At  the  time  of  exploration,  it  was  noted 
that  the  stomach  and  first  part  of  the  duodenum 
were  dilated  and  at  first  vagotomy  was  done. 
After  this,  pyloromyotomy  was  done  and  there 
was  no  evidence  of  ulcer  either  in  the  prepyloric 
region  or  in  the  first  part  of  the  duodenum,  and 
there  was  no  evidence  of  pyloric  obstruction. 
There  was  construction,  however,  in  the  second 
part  of  the  duodenum  and  resistance  was  felt 
in  the  lumen  of  the  duodenum.  The  duodenum 
was  mobilized  and  duodenotomy  was  done  at 
the  site  of  obstruction.  A congenital  diaphragm 
was  found  extending  from  the  anterior  wall, 


Figure  3 


Case  2 — Complete  obstruction  at  the  distal  duodenal  bulb 
and  no  barium  passed  beyond  the  second  portion  of  the 
duodenum. 
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leaving  a small  opening  next  to  the  posterior 
wall  of  the  duodenum.  The  diaphragm  was  in- 
cised and  the  procedure  was  completed  with  a 
Finney  t\pe  pyloroplasty.  His  postoperative 
course  was  uneventful,  and  he  was  discharged 
from  the  hospital  on  the  ninth  postoperative 
day.  He  was  asymptomatic  for  obstructive  signs 
and  symptoms  at  the  time  of  this  report. 


Figure  4 


This  case  was  considered  as  acute  high  ob- 
struction and  exploratory  laparotomy  was  done 
October  4,  1968,  during  which  time  it  was  noted 
that  there  was  a huge  dilatation  of  the  stomach 
and  the  duodenum  and  obstruction  in  the  prox- 
imal jejunum  was  obvious,  about  two  to  three 


Figure  5 

Case  3 — Distended  stomach  and  proximal  loop  of  small 
bowel  with  gas.  Absence  of  gas  in  the  small  bowel  and  in 
the  colon. 


Case  2 — Twenty-four-hour  delay  film  of  G.I.  series  shows 
very  little  barium  passed  beyond  the  site  of  obstruction. 

Case  3.— #09-40-64,  K.F.W.  Born  on  October 
3,  1968,  baby  girl,  birth  weight  5 lbs.  10  ozs., 
and  at  birth  in  good  condition.  No  obvious  con- 
genital abnormalities  were  noted.  After  birth, 
this  baby  girl  was  admitted  to  the  nursery  for 
routine  care  and  on  Enfamil  formula.  After 
three  feedings,  she  started  projectile  vomiting 
of  bile  and  had  a very  small  amount  of  gray- 
colored  gelatinous  stool.  Clinical  diagnosis  of 
high  obstruction  was  made  and  investigation 
started.  Laboratory  investigation  of  stool  speci- 
men revealed  the  bile  negative  and  absence  of 
squamous  epithelial  cells,  strongly  suggestive  of 
intestinal  obstruction  below  the  ampulla  of  Vater. 
X-ray  film  of  the  abdomen  (Figure  5)  and 
emergency  gastrointestinal  series  showed  com- 
plete obstruction  of  the  proximal  jejunum  with 
a rounded  contour  suggesting  atresia  and  pos- 
sible polyp-like  defect  (Figure  6).  Her  hemo- 
globin was  20.0  Gm.,  hematocrit  56  volume  per 
cent,  WBC  18,000,  segs.  21,  stabs.  60,  lymphs. 
17,  monos.  2. 


Figure  6 

Case  3 — Complete  obstruction  of  the  proximal  small  bowel 
with  a rounded  contour  suggesting  compete  atresia. 
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inches  distal  to  the  ligament  of  Treitz.  A longi- 
tudinal incision  was  made  across  the  jejunum, 
crossing  the  level  of  obstruction  and  there  was 
noted  a definite  diaphragm  type  of  lesion  caus- 
ing complete  obstruction.  Beyond  the  level  of 
obstruction,  the  intestinal  lumen  was  patent  and 
this  was  confirmed  by  injecting  sterile  mineral 
oil  and  air.  The  diaphragm  was  incised  and  the 
jejunum  was  closed  transversely  similar  to  a 
Heineke-Mikulicz  pyloroplasty  technique. 

Postoperatively,  the  baby  was  treated  with 
1.  V.  fluids  and  nasogastric  suction.  She  was 
started  on  oral  feeding  October  10,  1968,  but 
regurgitated  some  of  the  feeding.  Vomiting  epi- 
sodes persisted  for  several  days  and  gradually 
became  worse.  The  baby  started  losing  weight 
and  showed  signs  of  dehydration  and  wasting. 
On  October  21,  1968,  the  weight  was  4 lbs.,  2 oz. 
She  was  again  started  on  I.  V.  fluids  and  hydra- 
tion improved  but  x-rays  revealed  some  fluid 
levels  in  the  stomach  and  some  scattered  gas 
in  the  small  bowel,  consistent  with  partial  me- 
chanical obstruction.  Re-exploration  was  done 
October  24,  1968,  during  which  time  lysis  of 
adhesions  and  side-to-side  jejunojejunostomy 
were  done.  The  postoperative  period  after  the 
second  operation  was  uneventful,  and  again  oral 
feeding  was  started  after  five  days.  The  baby 
retained  feedings  and  started  to  gain  weight. 
She  was  discharged  November  7,  1968.  At  the 
time  of  discharge,  the  weight  was  4 lbs.,  7 oz. 
At  the  time  of  this  report,  her  condition  was  very 
satisfactory. 

Discussion 

According  to  the  literature,  “In  1889,  Bland- 
Sutton  reported  a case  of  small  bowel  obstruction 
caused  by  a complete  diaphragmatic  occlusion 
of  the  ileum.  It  was  stated  that  congenital  ob- 
struction and  narrowing  of  the  alimentary  canal 
were  always  found  at  the  site  of  embryologic 
events.  They  came  to  the  conclusion  that  ( 1 ) 
an  imperforate  pharynx  occurs  at  the  site  where 
the  foregut  and  the  stomodeum  come  into  con- 
tact, (2)  an  imperforate  or  septate  duodenum 
occurs  in  the  region  of  Vater’s  papilla,  (3)  an 
imperforate  ileum  occurs  in  the  region  where 
the  primitive  alimentary  canal  joins  the  yolk- 
sac  and  (4)  imperforate  rectum  and  anus  are 
due  to  imperfect  union  of  the  hindgut  and  the 
proctodeum.  The  main  objection  to  this  hypo- 
thesis is  that  similar  anomalies  occur  either  alone 
or  concomitantly  in  the  other  parts  of  the  in- 
testines which  are  not  the  site  of  embryologic 
events.”9 

Congenital  duodenal  obstructions  are  very- 
rare  lesions,  occurring  approximately'  once  in 
every  10,000  to  40,000  births8  but.  according  to 


Moore,11  the  obstructions  occur  once  in  9,000 
births.  Membranous  diaphragmatic  occlusions 
constitutes  only'  0.82  to  2.5  per  cent  of  all  ob- 
structive lesions  of  the  small  intestine.6  Atresia 
in  the  small  intestine  is  not  uncommon  and  often 
found  more  in  the  ileum,  duodenum  and  jejunum, 
in  that  order  of  frequency.  Out  of  140  cases 
reported  by  Gross,2  72  were  found  in  the  ileum, 
32  in  the  duodenum,  19  in  the  jejunum,  and  17 
at  other  sites. 

Complete,  or  near  complete,  diaphragmatic 
atresia  comes  under  observation  in  the  neonatal 
period  because  of  feeding  difficulties  and  vom- 
iting. Partial  occlusion  may  not  be  diagnosed 
for  many  years;  occasionally  such  findings  are 
made  at  autopsy  with  no  record  of  symptoms. 
In  some  adult  patients,  symptoms  of  obstruc- 
tion, namely,  bloating,  vomiting  and  intermittent 
abdominal  pain,  may  persist  and  come  off  and 
on  for  several  days  yvith  intermittent  relief. 
Krieg’s6  data  suggest  that  the  larger  the  size 
of  the  opening,  the  later  in  life  do  definite 
clinical  obstructive  symptoms  develop.  Also 
Hicks1  et  al  report  that  preoperative  radiographic 
demonstration  of  such  a diaphragm  rarely  has 
been  reported  in  the  literature.  Since  Madden’s 
and  McCann’s10  collective  review  in  1956  in 
which  86  cases  of  duodenal  diaphragm  were 
listed,  Kazmers5  found  20  additional  cases  of 
all  age  groups  from  1955  to  1965  and  reported 
an  obstructive  diaphragm  in  a 63-year-old  pa- 
tient. One  more  case  yvas  added  by  Hase3  et  al  in 
a 13-year-old  girl. 

There  are  several  surgical  techniques  described 
for  this  type  of  diaphragmatic  obstruction.  “(1) 
Side-to-side  gastrojejunostomy.  (2)  Side-to-side 
duodenojejunostomy.  (3)  Morton  technique- 
Duodenotomy,  transection  or  bivalve  of  the  dia- 
phragm and  excision  of  each  half  of  the  dia- 
phragm and  closure  of  the  duodenum  in  two 
layers  transversely.  (4)  Peterson  technique- 
Duodenotomy,  transection  of  the  diaphragm  and 
two- layer  closure  of  the  duodenum  transversely.’  9 
A gastrojejunostomy  should  not  be  performed 
unless  it  is  a life-saving  procedure  in  the  new- 
born because  the  duodenum  proximal  to  the 
diaphragm  may  become  dilated  and  regurgitation 
of  large  quantities  of  ingested  foodstuffs  into  the 
stomach  incites  chronic  recurrent  attacks  of  vom- 
iting. In  recorded  instances  in  which  this  oper- 
ation was  used  as  a primary  procedure,  secon- 
dary corrective  procedures  of  any  of  the  latter 
three  procedures  were  required— duodenoduod- 
enostomy,  duodenojejunostomy,  or  duodenotomy 
with  incision  or  excision  of  the  diaphragm.  But 
special  precautions  should  be  taken  before  start- 
ing plastic  procedures  because  sometimes  the 
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common  bile  duct  or  pancreatic  duct  runs 
through  the  diaphragm  in  the  second  part  of  the 
duodenum. 

The  occurrence  later  in  life  of  late  complete 
or  near  complete  obstruction  as  a result  of  a 
duodenal  diaphragm  requires  some  explanation. 
One  should  consider  that  chronic  inflammatory 
changes  in  the  nearby  viscera  such  as  gallblad- 
der, pancreas,  or  biliary  tree,  might  distort  the 
duodenum  and  the  lumen  might  then  occlude. 
This  could  have  been  the  etiology  of  the  late 
obstruction  in  Case  1.  Also,  it  is  possible  edema 
and  inflammation  of  this  region  as  a result  of 
repeated  attacks  of  duodenitis  might  result  in 
near  complete  obstruction  as  may  have  hap- 
pened in  Case  2.  When  this  type  of  obstruction 
develops,  corrective  surgery  of  the  nature  of  a 
bypass  procedure  to  relieve  the  obstruction  is 
mandatory. 

Comment 

Smiley  et  al13  reviewed  the  English  literature 
of  Congenital  Duodenal  Diaphragm  in  Adults 
and  found  20  cases  since  1884  and  reported  an- 
other case  of  their  own  in  1967.  Of  these  21 
cases  there  were  nine  males,  eight  females  and 
in  four  cases  no  sex  was  recorded.  There  were 
eight  autopsy  findings  in  all  and  the  rest  found 
at  the  time  of  operation  and  reported  as  cured 
postoperatively.  In  three  cases  preoperative 
x-ray  findings  were  suggestive  of  a diaphragmatic 
lesion  in  the  duodenum  and  recorded,  and  in 
two  cases  this  was  confirmed,  one  at  the  time 
of  surgery  and  the  other  at  autopsy,  respec- 
tively. 

Summary 

Three  cases  of  obstruction  of  the  small  intes- 
tine due  to  a diaphragm  are  reported.  One  case 
of  obstruction  in  the  proximal  jejunum  in  the 
neonatal  period  required  exploration  twice  to 
relieve  the  obstruction.  In  two  cases  of  con- 
genital diaphragmatic  obstruction  in  the  second 
portion  of  the  duodenum  in  adults  of  the  same 
age  group,  52  years,  the  patients  underwent  ex- 
ploratory laparotomy  and  received  a definitive 
procedure  to  relieve  the  obstruction  and  were 
found  to  be  cured. 

There  are  21  cases  of  congenital  diaphragms 
in  the  duodenum  in  adults  reported  in  the  liter- 
ature, and  two  more  cases  of  congenital  dia- 


phragm in  the  duodenum  in  adults  are  added 
to  the  literature  here.  Thus  a total  of  23  cases 
in  adults  are  now  on  record  of  this  very  rare 
occurrence  based  on  the  information  available 
at  the  time  of  this  report. 

Also  reported  here  is  one  case  of  total  obstruc- 
tion due  to  a congenital  diaphragm  in  the  prox- 
imal jejunum  in  the  new  born  baby  girl. 

The  rationale  of  causes  and  forms  of  treatment 
are  presented. 
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Special  Article 


But  Now  We  Have  Proof! 

(An  Analysis  of  West  Virginia's  New  Birth 
And  Death  Statistics) 

!S.  H.  Dyer , M.  D.,  Harry  Baldock , M.  D.,  and  Carolanne  Hoffmann,  M.  S. 


TN  keeping  with  the  recommendations  of  the 

National  Center  for  Health  Statistics  in  the 
Department  of  Health,  Education  and  Welfare, 
West  Virginia  revised  its  certificates  of  vital 
events  on  January  1,  1968.  The  changes  were 
mainly  additions  of  new  items.  On  the  birth 
certificate  the  new  items  added  were  education 
c,f  each  parent,  date  of  last  live  birth  and  fetal 
death,  month  prenatal  care  began,  and  number 
of  prenatal  visits.  (This  item,  however,  was 
not  added  on  the  live  birth  certificate  until  the 
second  printing  which  was  fielded  as  the  first 
printing  ran  out,  i.e.,  starting  around  May,  1968). 
Besides  these  additions,  a change  was  made  from 
"Length  of  Pregnancy”  to  "Date  Last  Normal 
Menses  Began."  On  the  death  certificate  there 
were  two  changes:  One  was  the  addition  of  the 
name  of  the  surviving  spouse,  and  the  other  was 
an  addition  to  the  question  of  whether  or  not 
an  autopsy  was  performed,  and  the  question 
related  to  if  an  autopsy  was  done,  “Were  the 
findings  considered  in  determining  the  cause  of 
death?” 

These  new  items  required  extra  effort  for  the 
physician  and  others  involved  in  filling  out  these 
new  certificates,  but  we  hope  the  results  on  the 
following  pages  will  show  some  of  the  value 
in  having  this  information.  Many  of  the  findings 
probably  will  be  what  one  would  expect,  blit 
now  we  have  proof! 

Births 

In  1968,  there  were  29,126  births  to  residents 
of  West  Virginia.  This  figure  continues  the 
downward  trend  which  started  after  the  high 
of  54,170  births  in  1947.  The  birth  rate  which 
hit  a high  of  28.8  per  1,000  population  in  1947, 
was  about  16.1  in  1968. 

In  1968,  99.2  per  cent  of  the  births  took  place 
in  a hospital.  The  percentage  of  births  in  a hos- 
pital has  steadily  increased  from  1946  when  only 
54.7  per  cent  were  in  a hospital.  Education  of  the 
mother  appears  to  affect  hospitalization.  (Most 
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of  the  analysis  by  educational  attainment  of  the 
parents  was  restricted  to  mother’s  educational 
attainment  because  this  is  the  way  the  original 
tabulations  were  run.  While  mothers’  education 
was  better  reported  than  fathers’  (2.9  per  cent 
unknown  versus  12.1  per  cent  unknown),  the 
analysis  of  time  prenatal  care  began  both  by 
mother’s  and  father’s  education  level  ( see  dis- 
cussion of  Tables  5A,  5B,  5C)  created  an  in- 
terest in  seeing  if  child  spacing  and  gravidity 
are  influenced  by  father’s  education  in  the  same 
manner  as  time  prenatal  care  began.  This  will 
be  looked  into  soon.  Only  95.2  per  cent  of  births 
to  mothers  with  less  than  five  years  of  education 
occurred  in  a hospital,  but  as  education  of  moth- 
ers went  up,  so  did  the  percentage  of  hospital 
births  ( see  Table  1 ) . Of  the  deliveries  to  mothers 
with  four  or  more  years  of  college,  99.9  per  cent 
of  all  births  were  in  a hospital. 

Although  the  birth  rate  is  on  the  decline  in 
West  Virginia,  the  rate  of  illegitimacy  continues 
to  increase.  In  1946,  the  percentage  of  illegitimate 
births  to  whites  was  4.4  and  to  nonwhites  it  was 
17.2.  In  1968,  7.3  per  cent  of  the  white  births 
were  illegitimate  and  41.3  per  cent  of  the  non- 
white births  were  illegitimate.  Table  2 shows 
that  illegitimacy  is  inversely  related  to  mother’s 
education.  As  education  goes  up,  illegitimacy 
goes  down.  Among  the  whites,  14.1  per  cent 
of  the  births  to  mothers  with  less  than  five  years 
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of  education  were  illegitimate;  this  percentage 
was  reduced  to  less  than  one  per  cent  for  mothers 
with  four  or  more  years  of  college.  Among  the 
nonwhites,  59.5  per  cent  of  the  births  to  mothers 
with  five  to  eight  years  of  education  were  illegiti- 
mate, but  only  7.8  per  cent  of  the  births  to  non- 
white mothers  with  four  or  more  years  of  college 
were  illegitimate. 

For  a long  time,  the  medical  field  has  felt 
that  the  mother  of  the  illegitimate  child  did  not 
seek  prenatal  care  at  all  or  early  enough  to  ob- 
tain full  benefits.  Table  3 indicates  the  difference 
between  legitimate  and  illegitimate  deliveries  to 
white  and  nonwhite  mothers  by  the  time  pre- 
natal care  began.  The  pattern  for  seeking  pre- 
natal care  both  for  whites  and  nonwhites  is 
altered  if  the  child  is  illegitimate.  In  fact,  if  a 
baby  is  illegitimate,  color  seems  to  have  little 
or  no  effect  on  prenatal  care.  If  the  baby  is 
legitimate,  however,  it  stands  a much  better 
chance  of  getting  prenatal  care  in  the  first  tri- 
mester if  it  is  white  than  if  it  is  nonwhite  (60.8 
per  cent  versus  41.4  per  cent). 

Of  the  total  29,126  births,  59  per  cent  were 
gravida  1 or  2,  30  per  cent  were  gravida  3,  4 or 
5,  and  11  per  cent  were  gravida  6 or  over.  Again 
this  pattern  fluctuated  markedly  with  mother’s 
education.  Of  the  mothers  with  less  than  five 
years  of  education,  only  20  per  cent  of  the  births 
were  gravida  1 or  2,  30  per  cent  were  gravida 
3,  4,  or  5,  but  50  per  cent  were  gravida  6 or 
over  (see  Table  4). 

Table  5A  shows  that  57  per  cent  of  the  birth 
certificates  filed  in  West  Virginia  in  1968  indi- 
cated that  the  mother  sought  prenatal  care  in 
the  first  trimester  of  the  pregnancy,  27  per  cent 
sought  care  in  the  second  trimester,  10  per  cent 
sought  care  in  the  third  trimester,  3 per  cent 
never  sought  prenatal  care,  and  3 per  cent  did 
not  report  whether  or  not  they  sought  prenatal 
care.  Only  24  per  cent  of  mothers  with  less  than 
five  years  of  education  sought  prenatal  care  in 
the  first  trimester,  and  9 per  cent  never  sought 
any  prenatal  care.  But,  of  the  mothers  with 
four  or  more  years  of  college,  80  per  cent  sought 
prenatal  care  in  the  first  trimester  and  less  than 
one  per  cent  never  sought  prenatal  care. 

Education  of  the  father  appears  to  affect  the 
time  prenatal  care  began  in  the  same  manner 
as  education  of  the  mother  (see  Table  5B).  The 
percentages  of  pregnancies  for  which  prenatal 
care  was  sought  during  the  first  trimester,  how- 
ever, is  higher  for  each  paternal  education  level 
than  the  respective  maternal  education  level. 
This  probably  is  due  to  the  fact  that  there  are 
over  four  times  as  many  fathers  in  the  unknown 
education  level  as  mothers.  For  it  can  be  seen 


from  Table  5A,  5B  and  5C  that  pregnancies  of 
undetermined  maternal  or  paternal  education 
have  far  less  chance  of  receiving  prenatal  care 
in  the  first  trimester  than  even  the  lowest  edu- 
cation level. 

Table  5C  indicates  that  prenatal  care  probably 
is  sought  in  the  manner  of  the  spouse  with  the 
highest  education  level.  This  is  certainly  an 
encouraging  finding.  It  would  appear  "that  at 
least  the  majority  of  married  couples  communi- 
cate and  act  upon  their  collective  intelligence. 

Fluctuation  of  Birth  Interval 

The  interval  between  live  births  also  appears 
to  fluctuate  according  to  the  mother’s  level  of 
education.  Of  the  births  in  1968  whose  mothers 
had  delivered  previously,  33  per  cent  followed 
the  last  live  birth  by  less  than  two  years,  45  per 
cent  followed  the  last  live  birth  within  two  to 
four  years,  22  per  cent  followed  the  last  live 
birth  within  four  to  eight  years,  and  5 per  cent 
by  nine  or  more  years  (see  Table  6).  The  per- 
centage of  births  with  an  interval  between  live 
births  “under  two  years”  and  “over  nine  years” 
was  increased  for  mothers  with  less  than  five 
years  of  education  while,  at  the  other  end, 
mothers  with  four  or  more  years  of  college  had 
decreased  percentages  of  intervals  between  live 
births  in  the  “under  two  years”  and  in  the  “over 
nine  years”  categories. 

As  of  January  1,  1988,  length  of  gestation  was 
no  longer  asked  on  the  birth  certificate,  but 
interval  since  last  normal  menses  ( LNM ) was. 
As  might  be  expected,  the  distribution  of  these 
two  measures  is  quite  different.  From  a statis- 
tical standpoint,  the  figures  resulting  from  the 
new  measure  appear  to  be  more  realistic  (see 
Table  7).  No  longer  do  we  have  86  per  cent 
of  the  live  births  reported  occurring  after  37-40 
weeks  of  gestation  with  very  little  variance  in 
either  direction  as  was  the  case  in  1967  and 
earlier.  In  1968,  60  per  cent  of  the  births  were 
reported  to  have  occurred  37-40  weeks  after  the 
date  of  LNM,  and  24  per  cent  were  reported 
to  have  occurred  41-44  weeks  after  LNM. 

Age  of  mother  seems  to  have  only  a slight 
effect  on  the  interval  between  LNM  and  date  of 
birth,  except  at  the  very  youngest  age  ( 10-14 
years).  Twenty-six  per  cent  (26  per  cent)  of 
the  births  to  these  mothers  were  born  between 
21-36  weeks  after  LNM  as  compared  with  11 
per  cent  for  all  births. 

In  1968,  two  per  cent  of  all  the  birth  certificates 
indicated  one  or  more  birth  defects  in  the  new- 
born ( this  includes  defects  from  serious  con- 
genital malformations  to  a statement  of  pre- 
maturity; see  Table  10  for  the  list  of  defects). 
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The  percentage  of  newborns  with  defects  did 
not  change  significantly  by  age  of  mother,  except 
for  the  very  young  mothers.  Table  8 shows  that 
the  percentage  of  newborns  with  a defect  was  9 
per  cent  to  mothers  aged  10-14  years;  for  mothers 
who  were  older,  this  ranged  from  2 to  3 per  cent. 

Of  the  28,464  births  with  no  defect  reported, 
only  3 per  cent  had  no  prenatal  care.  Of  the 
549  births  with  one  defect  reported,  4 per  cent 
had  no  prenatal  care,  and  of  the  68  births  with 
two  or  more  defects  reported,  6 per  cent  had  no 
prenatal  care  (see  Table  9). 

Table  10  shows  a breakdown  of  all  conditions 
listed  for  the  infant  on  the  birth  certificate. 
While  16.8  per  cent  of  the  conditions  are  simply 
immaturity,  note  that  359  or  51.6  per  cent  of  the 
conditions  are  congenital  malformations. 

Infant  Deaths 

In  1968,  682  deaths  to  infants  under  one  year 
of  age  were  reported  (see  Table  11).  Of  these 
682,  116  (or  17  per  cent)  were  due  to  congenital 
anomalies,  103  (or  15  per  cent)  were  attributed 
to  immaturity,  95  (or  14  per  cent)  were  due  to 
postnatal  asphyxia,  64  (or  9 per  cent)  were  due 
to  influenza  and  pneumonia,  56  (or  8 per  cent) 
were  due  to  hyaline  membrane  disease,  and  an- 
other 45  (or  7 per  cent)  were  attributed  to 
respiratory  distress  syndrome.  (These  causes  of 
infant  death  appear  quite  different  from  the 
causes  found  on  previous  years  but  this  is  due 
mainly  to  differences  between  the  7th  and  8th 
editions  of  the  International  Classification  of  Dis- 
eases. The  adoption  of  the  8th  Revision  began 
in  West  Virginia  on  January  1,  1968). 

The  infant  mortality  rate  continued  its  down- 
ward trend  to  23.4  infant  deaths  per  1,000  live 
births  in  1968.  In  1946,  the  rate  was  40.9  infant 
deaths  per  1,000  live  births. 

Maternal  Deaths 

In  1968  there  were  eight  deaths  attributable 
to  maternal  causes.  This  was  twice  the  number 
in  1967,  but  the  same  as  the  number  in  1966. 
The  comparable  maternal  mortality  rates  are  27.5 
(deaths  per  100,000  live  births)  in  1968,  13.7 
in  1967,  and  26.6  in  1966. 

The  first  maternal  death  for  1938  occurred  in 
the  state  of  Ohio  to  a 20-year-old  white  resident 
of  West  Virginia.  The  death  certificate  did  not 
indicate  whether  or  not  an  autopsy  had  been 
performed.  The  immediate  cause  of  death  was 
listed,  however,  as  multiple  pulmonary  emboli 
due  to  abruptio  placenta  probably  due  to  dis- 
placement of  the  uterus.  No  time  intervals  were 
given  from  onset  to  death. 


The  second  maternal  death  occurred  in  West 
Virginia,  as  did  the  remaining  six,  to  a 32-year- 
old  white  woman.  An  autopsy  was  performed, 
and  it  was  determined  that  the  cause  of  death 
was  a ruptured  ectopic  pregnancy.  The  attending 
physician  began  seeing  this  woman  on  the  sec- 
ond day  after  the  rupture  but  the  woman  died 
on  the  fifth  day. 

The  third  maternal  death  was  a 41-year-old 
German  immigrant.  She  was  pronounced  dead 
on  arrival  at  the  hospital  by  the  attending  phy- 
sician. The  death  certificate  indicates  that  an 
autopsy  was  performed  and  the  results  deter- 
mined that  the  immediate  cause  of  death  was 
abdominal  hemorrhage  ( stated  to  be  of  12  hours’ 
duration).  The  hemorrhage  was  attributed  to 
a ruptured  tubal  pregnancy. 

A 34-vear-old  white  woman  was  the  fourth 
maternal  death.  An  autopsy  showed  that  the 
immediate  causes  of  death  were  lower  nephron 
nephrosis  and  pulmonary  emboli  two  days  be- 
fore death.  This  was  stated  to  be  a result  of  a 
post-gestation  thrombosis  in  the  inferior  vena 
cava  13  days  earlier.  This  women  had  had  a 
Cesarean  section  and  was  found  to  be  pre- 
eclamptic, markedly  obese,  and  had  an  uncon- 
trolled hemorrhage  treated  by  a Porro  hyster- 
ectomy. 

The  fifth  maternal  death  was  a 23-year-old 
Negro  woman.  The  death  certificate  does  not 
indicate  whether  or  not  an  autopsy  was  per- 
formed. The  immediate  cause  of  death,  how- 
ever, was  stated  to  be  heart  failure  due  to  in- 
ternal and  external  bleeding  due  to  placenta 
praevia. 

The  sixth  mother  to  die  was  a 34-year-old 
white  woman.  An  autopsy  determined  that  the 
immediate  cause  of  death  was  a ruptured  right 
hypogastric  artery.  This  followed  a complicated 
delivery  which  ruptured  the  uterus,  necessitating 
hysterectomy. 

A 39-year-old  white  woman  was  the  seventh 
West  Virginia  mother  to  die  of  maternal  causes 
in  1968.  No  autopsy  was  performed.  Nonethe- 
less, the  death  certificate  indicated  that  the 
immediate  cause  of  death  was  a pulmonary 
embolus  which  occurred  13  days  after  Cesarean 
section.  The  Cesarean  section  was  indicated  be- 
cause the  placenta  was  attached  low.  was  pre- 
maturely separated  and  the  baby  was  lying 
transversely  in  the  uterus. 

The  last  and  eighth  maternal  death  to  West 
Virginia  residents  in  1968  was  a 35-year-old 
white  woman.  The  immediate  cause  of  death 
(determined  by  autopsy)  was  uterine  hemor- 
rhage due  to  separation  of  placenta. 
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Summary 

This  report  analyzes  West  Virginia’s  first-year 
results  from  its  new  birth  and  death  certificates 
which  were  revised  according  to  the  recom- 
mendations of  the  National  Center  for  Health 
Statistics  in  the  Department  of  Health,  Educa- 
tion and  Welfare.  The  most  important  new  item 
in  this  discussion  is  the  mother’s  education. 
When  mother’s  education  was  high  the  illegiti- 
macy rate  approached  zero,  the  per  cent  of 
babies  delivered  outside  hospitals  approached 
zero,  high  order  pregnancies  were  greatly  re- 
duced, prenatal  care  was  sought  earlier,  and 


child  spacing  was  more  likely  to  be  between 
two  and  nine  years  than  if  she  had  less  educa- 
tion. Mother's  age  and  time  prenatal  care  began 
were  seen  to  be  associated  with  the  number  of 
birth  defects  reported.  Of  the  births  delivered 
to  young  mothers  (aged  10-14  years),  9 per  cent 
had  birth  defects  reported  compared  with  2 to  3 
per  cent  for  older  mothers.  Of  the  total  births 
with  no  defects  reported,  3 per  cent  had  no 
prenatal  care;  of  those  with  one  defect  reported, 
4 per  cent  had  no  prenatal  care;  and  of  the  births 
with  two  or  more  defects  reported,  6 per  cent 
had  no  prenatal  care. 


Table  1. 

Number  and  per  cent  distribution  of  resident  births  and  sex.  color,  attendant  at  delivery 
and  education  of  mother:  West  Virginia,  1968. 


Attendant  at  Delivery 


Education  of 

Total 

White 

Nonwhite 

Physic 

ian 

Mother 

Births 

Males 

Females 

Males 

Females 

Hospital 

Home 

Midwife 

Other 

( Numbers ) 

Total 

29,126 

14,320 

13,468 

682 

656 

28,885 

118 

49 

74 

Under  5 years 

210 

92 

113 

3 

2 

200 

3 

3 

4 

5-8  years 

3,884 

1,971 

1,797 

53 

63 

3,809 

36 

15 

24 

9-11  years 

8,506 

4,142 

3,857 

259 

248 

8,427 

41 

16 

22 

12  years 

12,253 

6,011 

5,746 

259 

237 

12,193 

27 

13 

20 

13-14  years 

2,265 

1,138 

1,015 

60 

52 

2,258 

6 

1 

16  or  more  years 

1,172 

568 

540 

30 

34 

1,171 

1 

Unknown 

836 

398 

400 

18 

20 

827 

5 

1 

3 

( Percentage  distribution ) 

Total 

100.0 

49.2 

46.2 

2.3 

2.3 

99.2 

0.4 

0.2 

0.3 

Under  5 years 

100.0 

43.8 

53.8 

1.4 

1.0 

95.2 

1.4 

1.4 

1.9 

5-8  years 

100.0 

50.7 

46.3 

1.4 

1.6 

98.1 

0.9 

0.4 

0.6 

9- 11' years 

100.0 

48.7 

45.3 

3.0 

2.9 

99.1 

0.5 

0.2 

0.3 

12  years 

100.0 

49.1 

46.9 

2.1 

1.9 

99.5 

0.2 

0.1 

0.2 

13-14  years 

100.0 

50.2 

44.8 

2.6 

2.3 

99.7 

0.3 

16  or  more  years 

100.0 

48.5 

46.1 

2.6 

2.9 

99.9 

0.1 

Unknown 

100.0 

47.6 

47.8 

2.2 

2.4 

98.9 

0.6 

0.1 

0.4 

Table  2. 

Number  and  percentage  of  resident  births  that  are  illegitimate  by  color  and  by 
education  of  mother:  West  Virginia,  1968. 


Total 

Total 

Per  Cent  of  White 

White 

Illegitimate 

Births  That  are 

Education  of  Mother 

Births 

White  Births 

Illegitimate 

Total 

27,788 

2,019 

7.3 

Under  5 years 

205 

29 

14.1 

5-8  years 

3,768 

435 

11.5 

9-11  years 

7,999 

769 

9.6 

12  years 

11,757 

611 

5.2 

13-15  years 

2,153 

87 

4.0 

16  or  more  years 

1,108 

10 

0.9 

Unknown 

798 

78 

9.8 

Total 

Total 

Per  Cent  of  Nonwhite 

Nonwhite 

Illegitimate 

Births  That  Are 

Births 

Nonwhite  Births 

Illegitimate 

Total 

1,338 

553 

41.3 

Under  5 years 

5 

2 

40.0 

5-8  years 

116 

69 

59.5 

9-11  years 

507 

265 

52.3 

12  years 

496 

169 

34.1 

13-15  years 

112 

27 

24.1 

16  or  more  years 

64 

5 

7.8 

Unknown 

38 

16 

42.1 
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Table  3. 

Number  and  percentage  distribution  of  resident  births  by  legitimacy  status  and  time 
prenatal  care  began:  West  Virginia,  1968. 


Legitimate  Births  Illegitimate  Births 


Time  Prenatal  Care  Began 

White 

Nonwhite 

( Numbers ) 

White 

Nonwhite 

Total 

25,769 

785 

2,019 

553 

Prenatal  care  first  trimester 

15,658 

325 

529 

132 

Prenatal  care  second  trimester 

6,717 

273 

726 

204 

Prenatal  care  third  trimester 

2,227 

131 

520 

149 

No  prenatal  care 

493 

30 

185 

51 

Unknown  prenatal  care 

674 

26  59 

( Percentage  distribution ) 

17 

Total 

100.0 

100.0 

100.0 

100.0 

Prenatal  care  first  trimester 

60.8 

41.4 

26.2 

23.9 

Prenatal  care  second  trimester 

26.1 

34.8 

36.0 

36.9 

Prenatal  care  third  trimester 

8.6 

16.7 

25.8 

26.9 

No  prenatal  care 

1.9 

3.8 

9.2 

9.2 

Unknown  prenatal  care 

2.6 

3.3 

2.9 

3.1 

Table  4. 

Number  and  percentage  distribution  of  resident  births  by  education  of  mother 
and  gravidity:  l West  Virginia,  1968. 

Education  of  Mother 

16  or 


Total 

Under  5 

5-8 

9-11 

12 

13-15 

more 

Gravidity 

Births 

years 

years 

years 
( Numbers 

years 

) 

years 

years 

Unknown 

Total 

29,126 

210 

3,884 

8,506 

12,253 

2,265 

1,172 

836 

Gravida  1 

10,029 

24 

727 

2,682 

4,701 

1,092 

513 

290 

Gravida  2 

7,156 

18 

684 

1,911 

3,432 

569 

340 

202 

Gravida  3 

4,377 

31 

515 

1,296 

1,916 

318 

174 

127 

Gravida  4 

2,713 

12 

454 

908 

1,035 

148 

81 

75 

Gravida  5 

1,688 

19 

335 

629 

532 

74 

36 

63 

Gravida  6-8 

2,230 

45 

723 

789 

533 

55 

24 

61 

Gravida  9-11 

648 

42 

289 

213 

80 

7 

4 

13 

Gravida  12-14 

211 

10 

115 

60 

21 

i 

0 

4 

Gravida  15-17 

60 

l 

35 

14 

2 

i 

0 

1 

Gravida  18  or  more 

14 

2 

i 

4 

( Percentage 

1 0 
distribution ) 

0 

0 

Total 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

Gravida  1 

34.4 

11.4 

18.7 

31.5 

38.4 

48.2 

43.8 

34.7 

Gravida  2 

24.6 

8.6 

17.6 

22.5 

28.0 

25.1 

29.0 

24.2 

Gravida  3 

15.0 

14.8 

13.3 

15.2 

15.6 

14.0 

14.8 

15.2 

Gravida  4 

9.3 

5.7 

11.7 

10.7 

8.4 

6.5 

6.9 

9.0 

Gravida  5 

5.8 

9.0 

8.6 

7.4 

4.3 

3.3 

3.1 

7,5 

Gravida  6-8 

7.7 

21.4 

18.6 

9.3 

4.3 

2.4 

2.0 

7,3 

Gravida  9-11 

2.2 

20.0 

7.4 

2.5 

0.7 

0,3 

0,3 

1.6 

Gravida  12-14 

0.7 

4.8 

3.0 

0.7 

0.2 

0.0 

0.5 

Gravida  15-17 

0.2 

3.3 

0.9 

0.2 

0.0 

0.0 

0.1 

Gravida  18  or  more 

0.0 

1.0 

0.2 

0.0 

0.0 

.... 

.... 

’This  is  defined  as  the  sum 
birth  certificate. 

of  previous 

live  births. 

previous 

i fetal  deaths 

and  this 

birth  as 

reported 

on  the  live 
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Table  5A. 

Number  and  percentage  distribution  of  resident  births  by  education  of  mother  and 
time  prenatal  care  began:  West  Virginia,  1968. 

Education  of  Mother 


Time  Prenatal  Care 

T otal 

Under 

5-8 

9-11 

12 

13-15 

16  or 
more 

Un- 

Began 

Births 

5 years 

years 

years 

years 

years 

years 

known 

Total 

29,126 

210 

3,884 

( Numbers 
8,506 

) 

12,253 

2,265 

1,172 

836 

Prenatal  care  first  trimester 

16,664 

51 

1,385 

3,968 

8,447 

1,709 

941 

143 

Prenatal  care  second  trimester 

7,920 

72 

1,382 

2,964 

2,83! 

414 

177 

80 

Prenatal  care  third  trimester 

3,027 

60 

787 

1,221 

777 

107 

41 

34 

No  prenatal  care 

759 

19 

275 

284 

138 

25 

5 

13 

Unknown  prenatal  care 

776 

8 

55 

69 

60 

10 

8 

566 

Total 

100.0 

100.0 

100.0 

( Percentage  distribution ) 

100.0  100.0  100.0 

100.0 

100.0 

Prenatal  care  first  trimester 

57.1 

24,3 

35.7 

46.6 

68.9 

75.5 

80.3 

17.1 

Prenatal  care  second  trimester 

27.2 

34.3 

35.6 

34.8 

23.1 

18.3 

15.1 

9.6 

Prenatal  care  third  trimester 

10.4 

28.6 

20,3 

14.4 

6.3 

4.7 

3.5 

4.1 

No  prenatal  care 

2.6 

9.0 

7.1 

3.3 

1.1 

1.1 

0.4 

1.6 

Unknown  prenatal  care 

2.7 

3.8 

1.4 

0.8 

0.5 

0.4 

0.7 

67.7 

Table  5B. 

Number  and  percentage  distribution  of  resident 

births  by  education 

of  father 

and 

Time  Prenatal  Care 

time  prenatal 

Total 

care  began:  West  Virginia,  1968. 

Education  of 

Under  5-8  9-11  12 

Father 

13-15 

16  or 
more 

Un- 

Began 

Births 

5 years 

years 

years 

years 

years 

years 

known 

Total 

29,126 

491 

4,329 

( Numbers 
5,969 

) 

9,761 

2,598 

2,461 

3,517 

Prenatal  care  first  trimester 

16,644 

149 

1,787 

3,024 

6,796 

2,010 

2,021 

857 

Prenatal  care  second  trimester 

7,920 

171 

1,533 

2,037 

2,281 

467 

354 

1,077 

Prenatal  care  third  trimester 

3,027 

120 

737 

723 

555 

99 

68 

725 

No  prenatal  care 

759 

42 

219 

140 

86 

13 

7 

252 

Unknown  prenatal  care 

776 

9 

53 

45 

43 

9 

11 

606 

Total 

100.0 

100.0 

100.0 

( Percentage  distribution ) 

100.0  100.0  100.0 

100.0 

100.0 

Prenatal  care  first  trimester 

57.1 

30.3 

41,3 

50.7 

69.6 

77.4 

82.1 

24.4 

Prenatal  care  second  trimester 

27.2 

34.8 

35.4 

34.1 

23.4 

18.0 

14.4 

30.6 

Prenatal  care  third  trimester 

10.4 

24.4 

17.0 

12.1 

5.7 

3.8 

2.8 

20.6 

No  prenatal  care 

2.6 

8.6 

5.1 

2.3 

0.9 

0.5 

0.3 

7.2 

Unknown  prenatal  care 

2.7 

1.8 

1.2 

0.8 

0.4 

0.3 

0.4 

17.2 

Table  5C. 

Numbers  and  percentages  of  resident  live  births  whose  mothers  sought  prenatal  care  in  the 
first  trimester  of  pregnancy  by  education  of  mother  and  by  education  of  father:  West  Virginia,  1968. 


Education  of  Mother 


Education  of  Father 

Total 

Under 
5 years 

Total 

16,644 

51 

Under  5 years 

149 

18 

5-8  years 

1,787 

15 

9-11  years 

3,024 

6 

12  years 

6,796 

4 

13-15  years 

2,010 

1 

16  or  more  years 

2,021 

Unknown 

857 

7 

Total 

57.1 

24.3 

Under  5 years 

30.3 

23.4 

5-8  years 

41.3 

22.7 

9-11  years 

50.7 

30.0 

12  years 

69.6 

40.0 

13-15  years 

77.4 

100.0 

16  or  more  years 

82.1 

Unknown 

24.4 

19.4 

122 


5-8 

9-11 

12 

13-15 

16  or 
more 

Un- 

years 

years 

years 

years 

years 

known 

1,385 

(Numbers) 
3,968  8,447 

1,709 

941 

143 

78 

39 

13 

1 

625 

663 

466 

12 

4 

2 

301 

1,382 

1,247 

77 

10 

1 

230 

1,408 

4,576 

475 

96 

7 

20 

141 

1,196 

523 

124 

5 

5 

40 

694 

582 

698 

2 

126 

295 

255 

40 

8 

126 

35.6 

( Percentage 
46.6 

distribution) 

68.9  75.5 

80,3 

17.1 

28.5 

36.4 

41.9 

100.0 

36.0 

39.5 

57.6 

52.2 

40.0 

22  2 

36.8 

47.1 

60.9 

60.2 

62.5 

20.0 

53.6 

59.0 

74.1 

76.9 

75.6 

63.6 

60.6 

64.1 

78.9 

77.8 

81.6 

100.0 

71.4 

69.0 

82.8 

82,3 

82.2 

100.0 

21.4 

26,3 

30.5 

34.5 

47.1 

15.7 
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Table  6. 

Number  and  percentage  distribution  of  resident  births  delivered  to  mothers  who  have  had  a 
previous  live  birth  by  education  of  mother  and  interval  since  last  live  birth:  West  Virginia,  1968. 


Education  of  Mother 


Interval  since  last  live  birth 

T otal 

Under 
5 years 

5-8 

years 

9-11 

years 

12 

years 

13-15 

years 

16  or 
more 
years 

Un- 

known 

Total 

18,753 

186 

3,107 

( Numbers ) 
5,654  7,268 

1,131 

631 

776 

Under  2 years 

6,196 

74 

1,304 

2,114 

2,176 

306 

181 

41 

2 years 

3,899 

39 

604 

1,186 

1,630 

253 

155 

32 

3 years 

2,564 

29 

371 

739 

1,118 

181 

110 

16 

4-6  years 

3,411 

24 

487 

1,017 

1,476 

252 

131 

24 

7-8  years 

748 

3 

116 

217 

328 

57 

22 

5 

9 or  more  years 

947 

11 

179 

275 

391 

64 

19 

8 

Unknown 

245 

6 

45 

80 

71 

10 

6 

27 

Not  required  on 

certificate 

743 

1 

26 

78 

8 

7 

623 

Total 

100.0 

100.0 

( 

100.0 

Percentage  distribution ) 

100.0  100.0  100.0 

100.0 

100.0 

Under  2 years 

32.9 

39.8 

42.1 

37.4 

29.9 

27.0 

28.7 

5,3 

2 years 

20.8 

21.0 

19.4 

21.0 

22.4 

22.4 

24.6 

4.1 

3 years 

13.7 

15.6 

11.9 

13.1 

15^4 

lao 

17.4 

2.1 

4-6  years 

18.2 

12.9 

15.7 

18.0 

20,3 

22.3 

20.8 

3.1 

7-8  years 

4.0 

1.6 

3.7 

3.8 

4,5 

54) 

3.5 

0.6 

9 or  more  years 

5.0 

5.9 

5.8 

4.9 

5.4 

5.7 

3.0 

1.0 

Unknown 

1.3 

3.2 

1.4 

1.4 

1.0 

0.9 

1.0 

3.5 

Not  required  on 

certificate 

4.0 

0.5 

1.1 

0.7 

1.1 

80.3 

Table  7. 

Number  and  percentage  distribution  of  resident  b irths  by  age  of  mother  and  interval  since  last 
normal  menses  (and  length  of  gestation):  West  Virginia,  1967  and  1968. 

Length  of  gestation  Age  of  Mother 


(1967)  or  interval 

Total 

T otal 

45  or 

since  last  normal 

1967 

1968 

10-14 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

over 

menses  (1968) 

Births 

Births 

years 

years 

years 

years 

years 

years 

years 

years 

Unk. 

( Numbers ) 

Total 

29,301 

29,126 

65 

5,788 

11,054 

6,610 

3,240 

1,736 

587 

33 

13 

Under  20  weeks 

31 

35 

12 

12 

3 

2 

5 

1 

21-24  weeks 

71 

74 

1 

16 

24 

18 

6 

6 

3 

25-28  weeks 

163 

177 

2 

53 

54 

33 

19 

10 

5 

1 

29-32  weeks 

268 

569 

3 

145 

206 

103 

60 

42 

10 

33-36  weeks 

1.622 

2,461 

11 

591 

841 

483 

284 

178 

63 

8 

2 

37-40  weeks 

25,148 

17,404 

29 

3,270 

6,591 

4,025 

2,034 

1,060 

375 

17 

3 

41-44  weeks 

1,538 

7,119 

14 

1,438 

2,823 

1,668 

704 

363 

101 

3 

5 

45-48  weeks 

10 

575 

107 

241 

137 

47 

30 

11 

1 

1 

49  or  more  weeks 

145 

25 

62 

36 

14 

5 

3 

Irregular  menses 

10 

2 

2 

5 

1 

Unknown 

450 

557 

5 

129 

198 

99 

70 

36 

15 

3 

2 

( Percentage  distribution ) 

Total 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

Under  20  weeks 

0.1 

0.1 

0.2 

0.1 

0.1 

0,3 

0.2 

21-24  weeks 

0.2 

0,3 

1,5 

0.3 

0.2 

0,3 

0.2 

0.3 

0,5 

25-28  weeks 

0.5 

0.6 

3.1 

0.9 

0,5 

0,5 

0.6 

0.6 

0.9 

3.0 

29-32  weeks 

0.9 

2.0 

4.6 

2,5 

1.9 

1.6 

1.9 

2.4 

1.7 

33-36  weeks 

5,5 

8.4 

16.9 

10.2 

7.6 

7,3 

8.8 

10.3 

10.7 

24^2 

1JT4 

37-40  weeks 

85.8 

59.7 

44.6 

56.5 

59.6 

60.9 

62.8 

61.1 

63.9 

51.5 

23.1 

41-44  weeks 

5.2 

24.4 

21,5 

24.8 

25.5 

25.2 

21.7 

20.9 

17.2 

9.1 

38.5 

45-48  weeks 

0.0 

2.0 

1.8 

2.2 

2.1 

1.5 

1.7 

1.9 

3.0 

7.7 

49  or  more  weeks 

0.5 

0.4 

0^6 

0,5 

0.4 

0,3 

0.5 

Irregular  menses 

0.0 

0.0 

0.1 

0.1 

Unknown 

1,5 

T9 

7.7 

2.2 

1.8 

1,5 

2.2 

2.1 

2.6 

9.1 

15.4 
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Table  8. 


Number  and  percentage  distribution  of  resident  births  by  age  of  mother  and  number 
of  defects  noted  on  the  birth  certificate:  West  Virginia,  1968. 


Age  of  Mother 


45  or 


Number  of 

T otal 

10-14 

15-1 9 

20-24 

25-29 

30-34 

35-39 

40-44 

more 

Un- 

Birth Defects 

Births 

years 

years 

years 

years 

years 

years 

years 

years 

known 

( Numbers ) 

Total 

29,126 

65 

5,788 

11,054 

6,610 

3,240 

1,736 

587 

33 

13 

No  defects 

28,511 

59 

5,664 

10,840 

6,468 

3,165 

1,697 

573 

32  • 

13 

1 defect 

549 

5 

111 

183 

132 

69 

34 

14 

1 

2 defects 

56 

1 

10 

28 

7 

5 

5 

3 defects 

5 

2 

1 

2 

4 defects 

4 

1 

1 

1 

1 

5 or  more  defects 

1 

1 

( Percentage  distribution ) 

Total 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

No  defects 

97.8 

90.8 

97.8 

98.1 

97.9 

97.7 

97.8 

97.6 

97.0 

100.0 

1 defect 

1.9 

7.7 

1.9 

1.7 

2.0 

2.1 

2.0 

2.4 

3.0 

2 defects 

0.2 

1.5 

0.2 

0.3 

0.1 

0.2 

0,3 

3 defects 

4 defects 

5 or  more  defects 


Table  9. 

Number  and  percentage  distribution  of  resident  births  by  number  of  defects  listed  on 
the  birth  certificate  and  time  prenatal  care  began:  West  Virginia,  1968. 


Number  of  Birth  Defects  and 
Time  Prenatal  Care  Began 

NO  BIRTH  DEFECTS  NOTED 
Prenatal  care  1st  trimester. 
Prenatal  care  2nd  trimester .... 
Prenatal  care  3rd  trimester 

No  prenatal  care 

Unknown  prenatal  care ... 


Births 

Births 

Numbers ) 

( Percentage  distribution ) 

28,464 

100.0 

16,297 

57,3 

7,712 

27.1 

2,958 

10.0 

734 

2.6 

763 

2.7 

1 BIRTH  DEFECT  NOTED 

Prenatal  care  1st  trimester  ____ 

Prenatal  care  2nd  trimester 
Prenatal  care  3rd  trimester  ... 

No  prenatal  care 

Unknown  prenatal  care.— 

2 OR  MORE  BIRTH  DEFECTS  NOTED 

Prenatal  care  1st  trimester  . 

Prenatal  care  2nd  trimester .... 

Prenatal  care  3rd  trimester ... 

No  prenatal  care 

Unknown  prenatal  care 


549 

100.0 

294 

53.6 

170 

31.0 

58 

10.6 

19 

3.5 

8 

1.5 

66 

100.0 

32 

54.6 

22 

33,3 

8 

12.1 

4 

6.1 

0 
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Table  10. 

Frequencies  of  conditions  listed  on  resident  birth  certificates:  West  Virginia,  1968. 


Conditions1 

Total  

Leukemia  (2079)  — 

Benign  neoplasms  (2270,  2271,  228X)  

Endocrine,  nutritional  and  metabolic  diseases  (254X,  2704,  2708,  2736)  

Iron  deficiency  anemia  (2820)  — 

Bronchopneumonia  ( 485X ) — 

Diseases  of  digestive  system  (5206,  5262,  550X,  5511,  5512,  5519)  

Rectovaginal  fistula  ( 6298 ) 

Sebaceous  cyst  (7062)  

Anencephalus  (740X)  

Spina  bifida  (7410,  7419)  

Congenital  hydrocephalus  (742X)  .... 

Other  anomalies  of  nervous  system  (7431,  7432,  7439)  

Congenital  anomalies  of  eye  (7440,  7441,  7442,  7443,  7449) 

Congenital  anomalies  of  ear,  face,  & neck  (7450,  7452,  7453,  7459)  

Congenital  anomalies  of  heart  (7461,  7464,  7466,  7468,  7469) 

Other  congenital  anomalies  of  circulatory  system  (7471,  7472)  

Congenital  anomalies  of  respiratory  system  (7481,  7483)  

Cleft  palate  & cleft  bp  (7490,  7491,  7492)  

Other  congenital  anomalies  of  alimentary  tract  (7500,  7501,  7503,  7508)  

Other  congenital  anomalies  of  digestive  system  (7511,  7512,  7513,  7514,  7516) 

Congenital  anomalies  of  genital  organs  (7520,  7521,  7522,  7524,  7526)  

Congenital  anomalies  of  urinarv  system  (7530,  7531,  7532,  7535) 

Clubfoot  (7541,  7542,  7548,  7549)  .. 

Other  congenital  anomalies  of  limbs  (7550-7559)  - 

Other  congenital  anomalies  of  musculoskeletal  system  (7560,  7562,  7564,  7565,  7568,  7569) 

Other  specified  anomalies  of  skin  (7572)  

Other  and  unspecified  congenital  anomalies  (7580,  7588,  7589) 

Congenital  syndromes  affecting  multiple  systems  (7590,  7593,  7599) 

Toxemia  (7623)  

Difficult  labor  with  malposition  of  fetus  (7669) 

Difficult  labor  with  abnormahty  of  forces  of  labor  (7672) 

Other  complications  of  pregnancy  at  childbirth  (7692,  7694) 

Conditions  of  umbilical  cord  (7711,  7719)  

Birth  injury  (7720,  7722,  7729)  

Hemolytic  disease  with  kernicterus  (7749)  

Hemolytic  disease  without  kernicterus  (7750,  7751,  7759)  

Anoxia  and  hypoxic  condition  (NEC)  7761,  7762,  7763,  7769)  .. 

Immaturity  (777X)  

Other  conditions  of  newborn  (7782,  7789)  

Convulsions  (7802)  


Percentage 
Number  Distribution 


692 

100.0 

1 

0.1 

13 

1.9 

4 

0.6 

1 

0.1 

1 

0.1 

17 

2.4 

1 

0.1 

1 

0.1 

9 

1.3 

29 

4.2 

19 

2.7 

3 

0.4 

6 

0.9 

13 

1.9 

24 

3.5 

2 

0.3 

4 

0.6 

38 

5.5 

9 

1.3 

21 

3.0 

25 

3.6 

6 

0.9 

47 

6.8 

59 

8.5 

14 

2.0 

4 

0.6 

3 

0.4 

23 

3.3 

1 

0.1 

1 

0.1 

1 

0.1 

5 

0.7 

22 

3.2 

50 

7.2 

3 

0'4 

15 

2 2 

59 

8.5 

117 

16.8 

19 

2.7 

2 

0,3 

'These  are  code  numbers  from  the  Eighth  Revision  of  “International  Classification  of  Diseases,  Adapted.” 


Table  11. 


Number  and  percentage  distribution  of  infant  deaths  by  can  e of  death:  West  Virginia,  1968. 


Cause  of  death1 

Total  

1- CONGENITAL  ANOMALIES  (740X-7599) 

2 - DISEASES  OF  EARLY  INFANCY 

Birth  injury  (764-768  (0-3);  7720-7729) 

Postnasal  asphyxia,  etc  (7769)  

Inflluenza  & pneumonia  (470X-474X,  480X-486X) 

Immaturity  (777X)  

Diarrhea  & Enteritis  (0080-0099,  535X.  561X,  5630-5639) 
Hemolytic  & Hemorrhagic  diseases  (7740-7759,  7782) 
Hyaline  membrane  disease  (7761) 

Respiratory  distress  syndrome  (7762)  _ 

Other  diseases  (remainder  of  7600-7789 )2 
3 -ACCIDENTS  (E8000-E949X)  ...... 

4 - ILL-DEFINED  CONDITIONS  (7800-792X,  795X-7969) 

5 -RESIDUAL  (ALL  OTHER  CODES) 


Percentage 
Numbers  Distribution 


682 

100.0 

116 

17.0 

10 

1,5 

95 

13.9 

64 

9.4 

103 

15.1 

11 

1.6 

3 

0.4 

56 

8.2 

45 

6.6 

73 

10.7 

25 

3.7 

31 

4,5 

50 

7,3 

"These  are  code  numbers  from  the  Eighth  Revision  of  the  “International  Classification  of  Diseases,  Adapted.” 
"Assuming  no  code  773X. 
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dJlectrocardi 


LO^ram 


Non-Conducted  Atrial  Premature  Contractions 

Edward  K.  Chung,  M.  D. 


\ trial  premature  contractions  ( APC ) may 
originate  from  anywhere  in  the  atria  outside 
of  the  sinus  node.  Ordinarily,  an  APC  is  fol- 
lowed by  a normal  QRS  complex  and  the  P-R 
interval  ranges  between  0.12  and  0.20  seconds. 
However,  in  certain  situations,  an  APC  may 
have  a prolonged  P-R  interval  and  at  times,  an 
APC  may  be  followed  by  no  QRS  complex.  The 
latter  is  termed  “non-conducted  or  blocked  APC.” 


The  Author 

• Edward  K.  Chung,  M.  D„  Physician-in-Charge, 
Electrocardiographic  Laboratory,  and  Associate 
Professor  of  Medicine,  West  Virginia  University 
Medical  Center,  Morgantown. 


The  purpose  of  this  paper  is  to  present  a case 
with  a markedly  slow  ventricular  rhythm  due  to 
consecutively  appearing  non-conducted  APCs, 
and  to  discuss  its  mechanism  and  clinical  sig- 
nificance. 

Case  Report  and  Electrocardiographic  Analysis 

Figure  1 was  obtained  from  an  elderly  patient 
with  a long  standing  congestive  heart  failure. 
This  patient  had  been  taking  digitalis  and  di- 
uretics for  several  years,  and  digitalis  toxicity 
was  suspected  because  of  a sudden  change  in 
the  cardiac  rhythm  in  spite  of  continuous  dig- 
italization. Digitalis  was  immediately  discon- 
tinued and  the  cardiac  rhythm  and  symptoms 
progressively  improved  thereafter. 


Figure  1 shows  sinus  rhythm  with  first  degree 
A-V  block  (P-R  interval:  0.24  second)  and  fre- 
quent non-conducted  APCs  ( marked  with  ar- 
rows) with  occasional  A-V  nodal  escape  beats 
(marked  with  X).  It  is  interesting  to  note  that 
non-conducted  APCs  occur  consecutively  in  lead 
V,-b  to  produce  a slow  ventricular  rhythm  (ven- 
tricular rate:  43/min). 

Discussion1-  - 

The  P-R  interval  in  atrial  premature  contrac- 
tion largely  depends  upon  the  status  of  the  A-V 
conduction  system  and  the  degree  of  the  pre- 
maturity. When  there  is  impaired  A-V  conduc- 
tion of  the  basic  rhythm,  the  P-R  interval  of 
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atrial  premature  contraction  is  also  often  pro- 
longed and,  sometimes,  non-conducted  ( blocked ) 
atrial  premature  contraction  results  (Figure  1). 

There  are  several  other  mechanisms  which 
may  be  responsible  for  the  occurrence  of  the  pro- 
longed P-R  interval  of  atrial  premature  con- 
tractions and  non-conducted  atrial  premature 
contraction.  A prolonged  P-R  interval  and  non- 
conducted  ectopic  P wave  occur  when  an  atrial 
premature  contraction  appears  so  early  during 
the  cycle  that  the  atrial  impulse  reaches  the  A-V 
junction  during  the  relative  and  absolute  refrac- 
tory periods  respectively.  At  times,  concealed 
A-V  conduction  can  be  responsible  for  the  pro- 
duction of  the  non-conducted  atrial  premature 
contraction.  In  addition,  a prolonged  P-R  in- 
terval of  atrial  premature  contraction  or  a non- 
conducted  atrial  premature  contraction  may 
cccur  when  the  cardiac  cyclic  length  immedi- 
ately preceding  the  coupling  interval  is  long. 


This  occurs  because  the  refractory  phase  of  the 
A-V  conduction  tissue  is  directly  influenced  by 
the  duration  of  the  cardiac  cycle.  Clinically,  the 
prolonged  P-R  interval  of  atrial  premature  beats 
and  non-conducted  atrial  premature  beats  are 
very  common  in  digitalis  intoxication  and  they 
may  transform  to  atrial  tachycardia  with  A-V 
block. 

Summary 

A case  with  non-conducted  atrial  premature 
contractions  which  was  most  likely  induced  by 
digitalis  was  presented.  Fundamental  mechan- 
isms responsible  for  the  production  of  the  pro- 
longed P-R  interval  of  APC  and  non-conducted 
APC  are  briefly  discussed. 
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To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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Julian  D.  Gasataya,  \1.  D.,  and  Ray  A.  Harron,  \I.  D. 


Dr.  j.  Gasataya,  General  Surgeon,  Lumberport,  West  Virginia 

This  62-year-old  male  presented  with  jaundice.  Past  history 
revealed  non-descript  epigastric  distress  for  six  to  eight  months. 
Previous  G1  series  showed  a peptic  nicer.  Previous  gallbladder 
x-ray  studies  revealed  non-functioning  gallbladder  with  a right 
upper  quadrant  calcification  suggesting  a gall  stone.  There  were 
occasional  bouts  of  clay  colored  stools  and  dark  urine.  Bilirubin 
was  a total  of  10.0  mg.  per  cent,  with  5.8  mg.  per  cent  direct  and 
4.2  mg.  per  cent  indirect  bilirubin.  An  IV  cholangiogram  failed 
to  visualize  the  biliary  tree.  Laparotomy  was  performed  and  the 
accompanying  operative  cholangiogram  was  done. 


Dr.  R.  Harron,  Radiologist.  Bridgeport,  West  Virginia 

The  biliary  tree  is  distended  secondary  to  an  irregular  mass  near 
the  distal  end.  This  suggests  carcinoma  of  the  ampulla  of  Vater. 


Dr.  Gasataya 

A walnut  size  tumor  was  present.  Histology  revealed  adenocarci- 
noma of  the  ampulla  of  Vater. 
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A valuable  hospital  antibiotic 
—when  there  is  no  time 


in  severe  systemic  infections— postoperative  bacteremia,  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis— Kantrex*  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


many 


Because  of  potential  ototoxicity, 
official  package  circular. 


Brief  Summary  of  Prescribing 
Information:  6-9/15/69.  For  com- 
plete information,  consult  Official 
Package  Circular. 

Indications:  Infections  of  the  urinary,  res- 
piratory and  gastrointestinal  tracts  and  of 
skin,  soft  tissues,  bone,  periosteum  and  blood 
due  to  sensitive  organisms.  Culture  and  sensitivity 
studies  should  be  performed. 

Contraindications:  A history  of  hypersensitivity  to  the  drug. 

Prior  auditory  damage  by  kanamycin  or  other  agents  may  be  a contrain- 
dication if  effective  alternative  therapy  is  available. 

Warnings:  Since  the  drug  is  excreted  almost  entirely  by  glomerular 
filtration,  renal  malfunction  can  cause  abnormally  high  serum  levels  of 
kanamycin  which  may  prove  ototoxic.  Assess  renal  function  periodi- 
cally. both  before  and  during  therapy.  Renal  dysfunction  or  pre-renal 
azotemia  sharply  increase  the  risk  of  ototoxicity  and  permanent  deaf- 
ness. In  such  cases  decrease  the  size  and  frequency  of  doses.  Discontinue 
kanamycin  and  check  hearing  if  azotemia  increases.  In  older  patients 
and  patients  receiving  a total  dose  in  excess  of  1 5 Grams,  watch  care- 
fully for  signs  of  ototoxicity. 

Precautions:  If  mycotic  or  bacterial  superinfection  occurs,  discontinue 
kanamycin  and  initiate  appropriate  therapy.  Cumulative  ototoxic  effects 
may  be  produced  by  concurrent  or  consecutive  use  of  other  ototoxic 
drugs.  High  doses  may  cause  irritation  at  injection  sites.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials. 

Adverse  Reactions:  Severe  irreversible  hearing  loss  may  occur.  Stop 


therapy  if  tinnitus,  subjective  hear- 
ing loss  or  high  frequency  loss  de- 
velop. Signs  of  renal  irritation  may 
appear  (casts,  cells,  proteinuria).  If  renal 
function  is  normal,  such  irritation  is  revers- 
ible and  is  not  necessarily  an  indication  for  stop- 
ping therapy.  Skin  eruptions  have  been  noted 
rarely.  To  avoid  neuromuscular  paralysis  with  respira- 
tory depression,  postpone  intraperitoneal  instillation  in  post- 
operative patients  until  recovery  from  anesthesia  and  muscle  relaxants 
is  complete. 

Dosage  and  Administration:  The  usual  dose  is  7.5  mg./Kg./12  hours 
I.M.  The  average  adult  dose  is  1 Gram  daily  and  should  not  exceed  1 .5 
Gram  even  in  the  heaviest  patients.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response 
occurs  in  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities. 
Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into  the 
upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vials 
after  48  hours. 

Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solu- 
tion in  two  concentrations:  0.5  Gm.  in  2 ml.  1 .0  Gm.  in  3 ml. 

Also  available — Pediatric  Injection  75  mg.  in  2 ml. 

A.H.F.S.  Category  8: 12.28 


BRISTOL  LABORATORIES 

BRISTOL  Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kc 
^ ■ bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


Gram-negative 


folio 


carefully  as  outlined  in  the 


KANTREX*  INJECTION 

(kanamycin  sulfate) 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 


Radford,  Virginia 


James  P.  King, 
William  D.  Keck,  M.  D. 

Clinical  Director 
Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 


M.  D.,  Director 

Edward  E.  Cale,  M.  D. 
Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D 
Delano  W.  Bolter,  M.  D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Card  McGraw,  Ph.  D. 
David  F.  Strahley,  Ph.  D. 
James  E.  Dublin,  Ph.  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  1 09  E.  Main  Street,  Beckley,  W.  Va. 

525  Bland  St.,  Bluefield,  W.  Va.  Beckley  Mental  Health  Center 

David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 

Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.  D. 
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imagine,  the  W , VA , STATE  MEDICAL  ASSOCIATION 

two  week  ORIENT  ADVENTURE  vacation  costs  less 

than  tourist  class  air  fare  to  the  same  destinations  yet  includes  _ 

• the  best  DELUXE  HOTELS 

• TWO  gourmet  meals  per  day  at  a selection  of  finest  restaurants 

• direct  WORLD  AIRWAYS  707  private  jet 

• five  ORIENT  ADVENTURE  hosts  to  assist  you 

• TRANSFERS  OF  ALL  BAGGAGE  — 100  pounds  baggage  allowance 

• plus  many  other  special  features 

ENJOY  seven  days  in  TOKYO  — seven  days  in  HONG  KONG 
optional  trips  to  Kyoto  and  Bangkok. 

ORIENT  ADVENTURE  is  YOUR  vacation  . . . 
sightsee  . . . shop  . . . golf . . . nightclub  . . . relax 
there  is  absolutely  NO  REGIMENTATION. 

NEVER  has  there  been  a vacation  value  like  our  ORIENT  ADVENTURE. 


RETURN  THIS  COUPON  NOW! 

Send  to :W . Va . State  Medical  Association 
P.  0.  Box  1031 
Charleston,  W.Va.  25324 

Enclosed  is  my  check  for  $ ($100  per  person) 

as  ORIENT  ADVENTURE  deposit 


NAME 


ADDRESS 

CITY 

STATE 

ZIP  PHONE 


MAKE  YOUR  RESERVATIONS  EARLY  — 
SPACE  STRICTLY  LIMITED! 


Orient 

Adventure 

$898 

W.VA,  STATE  MEDICAL  ASSOCIATION 

h-Lngton,  V . C . 

Mac/  16,  1970 


POLITICAL  INVOLVEMENT 

T)olitical  activity  by  physicians  and  physician  groups  may  be- 
come  more  and  more  important  in  the  next  few  years.  This 
was  the  opinion  of  the  three  members  of  the  United  States  Senate 
that  spoke  at  the  annual  AMP  AC  Workshop  in  Public  Affairs. 
This  was  held  in  Washington  recently  and  was  sponsored  by  the 
Public  Affairs  Division  of  the  AMA.  They  all  warned  that  it  was 
important  to  have  the  right  people  make  the  laws  concerning 
health  care.  For  that  reason  we  physicians  should  become  more 
involved  in  the  selection  of  these  men.  With  some  sort  of  Na- 
tional Health  Insurance  looming  as  the  next  great  problem  which 
concerns  us  I believe  we  should  all  get  behind  the  PAC  move- 
ment, both  WESPAC  and  AMPAC.  If  anyone  has  any  criticisms 
of  these  groups  then  they  should  become  more  active  in  the 
administration  of  the  group. 

The  first  meeting  of  the  Liaison  Committee  to  the  Medical 
Center  seems  to  have  been  mutually  beneficial.  I would  like 
to  thank  personally  all  the  members  who  spent  the  day  with  us. 
Also,  I would  like  to  thank  the  many  members  of  the  faculty  and 
administration  of  the  Center  who  spent  a great  deal  of  time 
giving  reports  and  answering  questions.  I was  particularly 
pleased  with  the  participation  of  the  students.  No  doubt  future 
meetings  can  be  very  useful  in  taking  up  many  individual 
problems. 


(yc? 

Maynard  P.  Pride,  M.  D.,  President 
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EDITORIALS 


Friction  or  discontent  between  two  parties 
often  can  be  blamed  on  a “communications  gap” 
—either  imaginary  or  real— somewhere  along  the 
line.  Such  a “gap  ’ no  doubt 
TOWARD  BETTER  has  been  present  in  the 
UNDERSTANDING  channels  connecting  the  ac- 
ademic medical  community 
in  Morgantown  and  the  private  practice  com- 
munity elsewhere  in  West  Virginia. 

Closing  this  gap,  or  at  least  bridging  it,  has 
been  a project  of  top  priority  for  our  President, 
Dr.  Maynard  P.  Pride  of  Morgantown.  Probably 
no  one  on  the  scene  could  be  better  suited  for 
this  task,  for  Doctor  Pride  himself  is  a bridge 
personified  between  these  two  medical  commu- 
nities, which  often  spar  with  each  other. 

As  a man  who  devotes  most  of  his  working 
time  to  private  surgery  and  who  has  served  for 
many  years  in  the  highest  echelons  of  the  West 
Virginia  State  Medical  Association,  Doctor  Pride 
is  acutely  aware  of  the  problems  of  the  private 
practitioner.  As  a part-time  Associate  Professor 
of  Surgery  (soon  to  be  elevated  to  full  Professor) 
at  the  West  Virginia  University  Medical  Center, 
Doctor  Pride  is  also  cognizant  of  the  problems 
and  frustrations  of  the  academicians. 

So  it  is  not  surprising  that  such  a man  would 
advocate  and  establish  a functioning  “WVU  Liai- 
son Committee”  with  representation  from  each 
of  the  State  Medical  Association’s  27  component 


medical  societies.  For  this  assignment,  Doctor 
Pride  picked  men  who  are  truly  concerned  about 
our  Medical  Center  and  its  impact  on  medical 
care  in  West  Virginia. 

To  head  this  Committee,  Doctor  Pride  chose 
Dr.  E.  F.  Heiskell,  Jr.,  of  Morgantown,  who  like 
himself  devotes  most  of  his  time  to  private 
practice  but  also  holds  a part-time  faculty  ap- 
pointment. 

Most  of  the  component  societies  were  repre- 
sented when  the  Committee  assembled  in  Mor- 
gantown on  February  21  for  a program  arranged 
by  Dr.  Charles  E.  Andrews,  Provost  of  Health 
Sciences  at  WVU,  and  other  Medical  Center 
officials.  (A  full  account  appears  in  the  General 
News  Section  of  this  issue  of  The  Journal). 

WVU  s first  team  was  there.  There  were  Dr. 
James  G.  Harlow,  President  of  WVU;  Provost 
Andrews;  Dean  Clark  K.  Smith;  Hospital  Direc- 
tor Eugene  L.  Staples;  and  several  departmental 
and  division  chairmen,  full  professors  and  asso- 
ciate professors.  Several  student  leaders  also 
were  there,  and  most  of  them  gave  short  talks 
on  such  matters  as  their  desire  for  closer  relation- 
ships between  the  students  and  the  physicians 
back  home. 

The  fact  that  such  a large  number  of  Medical 
Center  staff  and  faculty  devoted  the  better  part 
of  a Saturday  to  this  meeting  was  interpreted 
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by  many  to  demonstrate  the  University's  desire 
for  better  understanding  and  relationships  with 
those  in  private  practice.  Similar  motives  can 
Ire  attributed  to  those  physicians  who  traveled 
from  all  corners  of  the  State  to  attend  this 
meeting. 

Among  matters  discussed  freely  and  frankly 
between  the  two  contingents  were  admissions 
policy;  scholarships  and  loans;  budget;  expan- 
sion of  the  class;  the  selective  experience  pro- 
gram for  fourth  year  students;  and  the  influence 
or  lack  of  it,  of  the  faculty  in  the  determination 
of  each  student’s  destiny. 

Few  problems  were  left  untouched.  Sources 
of  chronic  irritation,  such  as  the  Center’s  alleged 
tardiness  in  getting  discharge  letters  out  to  re- 
ferring physicians,  were  hit  head-on.  On  the 
other  hand,  it  was  brought  out,  referring  phy- 
sicians can  do  more  to  help  the  doctors  at  the 
Medical  Center— things  like  submitting  more  de- 
tailed reports  on  the  patients. 

This  one-day  session  certainly  did  not  dissolve 
all  of  the  sources  of  conflict,  but  at  least  it  made 
each  man  aware  of  the  other’s  problems.  Hope- 
fully, there  will  be  other  such  meetings. 

Nothing  but  good  can  come  from  continued 
dialogue.  It  is  the  one  certain  route  toward  bet- 
ter understanding. 


All  members  of  the  West  Virginia  State  Medi- 
cal Association  are  urged  to  read  with  care  the 

letter  of  the  Medical  Di- 
'HOLDING  THE  LINE'  rector  of  the  Nationwide 

Mutual  Insurance  Com- 
pany which  was  published  in  the  March  issue 
of  The  Journal. 

Physicians  should  note  that  the  Nationwide 
fee  schedule,  or  customary  charges,  are  still 
based  on  the  1968  allowance.  This  schedule  will 
continue  in  spite  of  the  fact  that  every  index 
known  to  economy  has  shown  a rise  in  the  cost 
of  living.  This  applies  to  office  expense,  rent, 
labor,  upkeep  and  instruments;  increases  in  the 
home  for  rent,  food,  labor,  education,  clothing, 
etc.,  ad  infinitum.  Where  has  there  been  any 
serious  attempt  to  “hold  the  line”  in  costs  of 
living?  In  West  Virginia  add  the  recent  75  per 
cent  increase  in  state  income  tax,  a state  business 
and  occupation  tax,  Federal  income  surtax,  a 
municipal  business  and  occupation  tax,  new  fire 
taxes  and  increased  assessments  of  property  and 
levies  up  to  the  limit  of  the  law. 

Do  not  forget  that  West  Virginia  has  one  of 
the  lowest  medical  fee  schedules  in  the  nation. 

To  “hold  the  line”  in  the  increased  cost  of 
medical  practice  the  physician  should  use  direct 


billing  of  the  Medicare  patient  and  give  the 
patient  such  assistance  as  he  may  require  in  the 
completion  of  the  medical  form.  In  the  writer’s 
practice  65  per  cent  of  Medicare  patients  have 
private  insurance.  Some  have  policies  with  one 
company,  and  several  have  policies  with  five 
companies,  covering  hospitalization  and  physi- 
cian’s fees.  No  income  from  this  private  coverage 
comes  to  the  Medicare  doctor.  Is  it  then  unusual 
that  hospital  privileges  are  abused,  and.  Medi- 
care clients  and  their  families  demand  hospital 
care  for  trivial  illnesses?  And  that  some  of  these 
patients  show  financial  gain  after  a spell  of 
hospital  confinement? 

The  physician  is  tired  of  being  blamed  for  in- 
creased cost  of  medical  care.  These  increases 
are  not  due  to  physician’s  fees,  but  result  from 
rising  hospital  costs,  especially  in  the  labor  field, 
and  bungling  administration  by  HEW  and 
carriers. 

One  wonders  just  how  the  Federal  Bureau- 
cracy and  Nationwide  are  “holding  the  line.”  Are 
they  still  at  the  1968  level  of  operating  costs? 

The  current  edition  of  American  Medical  News 
contains  a rather  comprehensive  article  con- 
cerned with  the  rapid  development  of  the  com- 
puter for  use  in  medi- 
THE  ART  AND  SCIENCE  cal  research  and  edu- 
OF  MEDICAL  PRACTICE  cation.  The  present 

decade  will  encom- 
pass more  critical  developments  in  dependency 
on  this  electronic  robot  in  the  field  of  patient 
care.  From  billing,  bookkeeping,  research  and 
education  we  shall  pass  to  the  correlation  of 
clinical  symptoms  and  findings  to  diagnosis  and 
suggested  therapy. 

The  foregoing  paragraph  is  but  introductory 
to  the  thoughts  of  this  elderly  iconoclast  as  to  the 
apparent  gradual  decline  in  usuage  of  the  art  of 
medical  practice.  It  is  all  well  and  good  that  we 
develop  and  use  the  scientific  and  economic 
facets  of  medical  practice,  but  neglect  of  full  use 
of  the  arts  of  patient  care  can  never  be  condoned 
or  sacrificed  to  a robot  type  of  practice.  The 
patient  is  not  a package  of  mechanical  parts 
which  can  be  adjusted  without  reference  to  the 
fact  he  has  a mind,  emotions,  fears,  questions 
and  mental  and  physical  reactions  which  cannot 
be  alleviated  by  electronic  or  mechanical  means 
alone.  There  is  a great  difference  between  a 
doctor  of  medicine  and  a physician— the  doctor 
tends  to  be  cold-blooded,  scientific  and  realistic, 
while  the  physician  has  a compassionate  concern 
for  the  many  feelings  and  fears  which  are  of 
major  import  to  the  patient. 
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During  an  enforced  stay  of  nearly  20  years 
along  the  roadside  of  life  this  senile  curmudgeon 
has  observed  and  often  experienced  this  super- 
imposition of  the  utter  realisms  of  medical  care 
over  the  much-needed  and  desired  idealistic  and 
humane  consideration  of  the  many  little  10  cent 
factors  which  are  of  major  concern  to  the  patient. 

Because  of  possible  embarrassment  specific 
instances  will  not  be  identified,  but  please  believe 
me  these  minor  thoughtless  deficiencies  can  ser- 
iously and  permanently  affect  the  patient’s  wel- 
fare. Of  course,  our  physicians  are  overworked 
and  we  are  burdened  with  an  overload  of  respon- 
sibility, but  yet  one  feels  that  an  extra  moment 
can  be  spared  for  a word  of  encouragement  or  a 
pat  on  the  shoulder  of  that  human  being  who  is 
under  our  care.  Just  the  development  of  elec- 
tronic medicine  alone  should  afford  ample  spare 
time  for  us  to  be  more  humanistic  in  our  atti- 
tudes. 

The  arts  of  medical  practice  are  in  no  real  way 
influenced  by  the  activities  of  peer  or  utilization 
review  committees,  but  are  subject  only  to  one’s 
conscience  and  sense  of  commitment.  Only  these 
talents  can  make  a physician  out  of  a doctor  of 
medicine. 


According  to  a recent  datagram1  of  the  Asso- 
ciation of  the  American  Medical  Colleges  the 
enrollment  in  1989-70  in  the  first  year  classes  in 

the  medical  col- 
FIRST  YEAR  ENROLLMENT  IN  leges  in  the 
U.  S.  MEDICAL  SCHOOLS  United  States 

was  10,240.  This 
is  an  increase  of  420  over  last  year  (1968-69) 
and  1,470  over  1965-66.  It  is  estimated  that  in 
1972  there  will  be  11,950  students  admitted  in 
the  first  year  classes.  A part  of  the  reason  for 
the  increased  enrollment  is  due  to  the  opening 
of  13  new  medical  schools  in  the  United  States. 
It  is  possible  that  several  more  medical  schools 
will  be  developed  within  the  next  few  years, 
but  it  takes  about  10  years  for  a new  school  to 
develop  and  graduate  its  first  class.  It  is  difficult 
to  hurry  this  process. 

It  is  noteworthy  that  in  1969-70,  12  public 
schools  and  23  private  schools  admitted  less 
than  100  medical  students.  West  Virginia  Uni- 
versity School  of  Medicine  presently  admits  75 
students.  There  is  a distinct  limit  as  to  the  num- 
ber of  students  a medical  school  can  admit  as 
most  physicians  understand.  This,  however,  is 
not  entirely  appreciated  by  laymen  or  by  poli- 
ticians. It  appears  that  developing  new  schools 
in  appropriate  places  is  in  order  rather  than 
unduly  enlarging  classes  in  established  schools. 
The  cost  of  developing  a medical  school,  and 


maintaining  it,  is  tremendous.  For  example,  in 
1967-68  the  total  expenditures  for  82  medical 
schools  was  1.1  billion  dollars;  the  expenditures 
for  40  public  schools  was  565  million  dollars, 
whereas  that  of  42  private  schools  was  628  mil- 
lion dollars.  It  will  be  noted  that  the  average 
expenditure  of  the  private  schools  was  consider- 
ably higher  than  that  of  the  public  schools.  It 
is  appreciated,  of  course,  that  it  is  difficult  to 
determine  the  exact  cost  of  medical  education, 
because  medical  education  comprises  three  cate- 
gories, instruction,  patient  care  and  research;  all 
three  are  important  ingredients  of  medical  edu- 
cation. 

Some  of  the  foreign  medical  schools,  especially 
in  Latin  America,  have  tremendous  enrollments; 
for  example,  in  Argentina  there  are  nine  medical 
schools,  and  there  are  27,790  students  enrolled, 
and  average  over  3,000  students  per  school.  In 
Uruguay  there  is  only  one  medical  school,  and 
the  student  enrollment  is  2,244.  Our  neighbor, 
Mexico,  has  22  medical  schools  and  there  are 
20,127  students  enrolled,  an  average  of  approxi- 
mately 920  students  per  school.  Most  medical 
schools  in  the  United  States  have  much  smaller 
enrollments  than  those  mentioned  above.  Per- 
haps the  largest  school  in  the  United  States  has 
about  800  students,  and  there  are  but  few  schools 
of  this  size. 

One  naturally  wonders  whether  these  schools 
in  Latin  America  and  elsewhere  which  have 
such  large  enrollments  can  teach  the  students 
adequately.  It  is  true  that  these  foreign  schools 
are  approved.  Some  of  their  graduates  become 
citizens  of  the  United  States  and  practice  medi- 
cine. There  are  some  of  these  in  West  Virginia. 
These  foreign  graduates  are  required  to  take  the 
examination  given  bv  the  Educational  Council 
for  Foreign  Medical  Graduates  and  also  to  take 
the  State  Medical  Board  Examination.  They 
presumably  cannot  pass  these  examinations  with- 
out a fair  knowledge  of  the  English  language 
and  a good  knowledge  of  medicine.  It  is  be- 
lieved that  on  the  whole  they  are  reasonably 
well  qualified  to  practice  medicine  in  the  United 
States. 


1.  Vol.  11,  No.  5,  Nov.,  1969. 


If  you’re  over  50  and  a cigarette  smoker,  there’s  a 
chance  that  you  may  also  be  slightly  hard  of  hearing. 
A study  of  97  male  executives  by  an  investigator  from 
the  Women’s  Medical  College  of  Pennsylvania,  indi- 
cates that  smoking  can  cause  a mildly  impaired  ability 
to  hear  low-pitched  sounds. 

According  to  the  study,  “cigarette  smoking  causes  a 
conductive  hearing  loss,  probably  due  to  involve- 
ment of  the  eustachian  tube  in  some  individuals.” — 
Health  Insurance  Institute. 
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THE  DOCTOR  IS  A PATIENT 


For  years,  1 have  been  writing  and  leoluring 
on  the  healing  power  of  faith,  as  an  adjunct  and 
supplement  to  scientific  medical  and  surgical 
treatment.  Now  that  I am  slowly  convalescing 
from  a major  abdominal  operation,  I have  the 
leisure  to  reflect  on  this  significant  subject  in 
the  light  of  my  own  bitter  experience. 

There  is  no  place  like  a hospital  sickbed  for 
thinking  things  through— about  yourself,  your 
personal  life  and  life  in  general.  You  learn  that 
people  are  much  better,  much  more  human  and 
humane  on  closer  acquaintance.  You  also  re- 
evaluate your  world-view,  your  Weltanschauung 
during  the  long  silent  nights  when  sleep  does 
not  come  even  at  the  call  of  the  “sleeping  pill”. 

You  wonder  whether  it  was  all  worthwhile: 
this  scrambling  and  striving,  this  insatiable  crav- 
ing for  status  and  prestige.  What  matters  most 
at  this  moment  of  pain  and  dis-ease  is  that  many 
dear  ones  are  worried  and  concerned.  So  many 
prayers,  spoken  and  unspoken,  have  ascended 
to  the  Mercy  Seat  in  your  behalf.  You  have  the 
comfort  of  knowing  that  you  are  not  alone  in 
this  sickroom.  The  spirits  of  loving  kinfolk  and 
friends  hover  near  you.  What  strength  and  solace 
come  to  you  with  that  thought! 

Your  self-esteem  may  have  sunk  to  a very  low 
ebb,  because,  as  a sick  man,  ordered  to  do  this 
or  to  take  that,  you  are  no  longer  the  medical 
oracle  to  whom  patients,  family  and  friends  lis- 
tened with  rapt  attention  and  respect.  Now  that 
you  are  on  your  back,  Joe,  you  are  really  getting 
to  know  yourself,  your  powers,  abilities  and 
limitations.  You  learn  how  much  you  can  take 
with  fortitude,  patience  and  resignation. 

Along  with  the  strength  imparted  by  the  pray- 
ers and  good  wishes  of  friends  and  family  and 
the  helpful  presence  of  my  dear  wife,  my  own 
hope  and  trust  in  my  eventual  recovery  has 
infused  my  mind  and  body  with  the  vitalizing, 
energizing  spiritual  vitamins,  without  which 
healing  and  cure  are  out  of  the  doctor’s  reach. 
Being  aware  of  the  prayers  offered  up  in  my 
behalf  has  been  the  means  of  alleviating  my 
pains,  of  ameliorating  my  sufferings,  of  filling 


my  soid  with  hope  and  confidence  that  the 
knowledge,  skill  and  kindliness  of  doctors  and 
nurses  will  prevail  against  the  pathologic  mal- 
function and  disharmony  in  some  vital  organ 
that  was  sapping  my  health  and  strength. 

The  operation,  so  far,  has  been  highly  success- 
ful, much  to  the  amazement  of  my  physicians 
who  had  anticipated  a much  slower  progress  in 
a patient  of  my  advanced  age.  The  major  fac- 
tors in  this  progressive  recovery  are  the  intan- 
gible, mysterious  built-in  forces  which  make 
healing  and  cure  a true  miracle.  But  let  me 
stress  as  emphatically  as  I can  that  the  surgeon’s 
scalpel,  guided  by  his  highly  trained  mind  and 
sensitive  fingers,  was  the  means  of  cutting  the 
Gordian  knot  that  was  causing  the  serious  ob- 
struction which  made  me  so  sick.  The  surgeon 
did  the  cutting  and  the  sewing  up,  but  the 
miracle  of  healing  was  the  work  of  mysterious 
and  enigmatic  forces  manifesting  a plan  and  pur- 
pose in  life  beyond  our  understanding. 

In  the  good  old  days,  diagnosis  was  usually 
a matter  of  the  opinion,  judgment,  experience, 
intuition  and  wisdom  of  the  elderly  physician. 
Doctors  often  disagreed  and  occasionally  the 
patient  got  well  through  his  own  “wisdom  of  the 
body”.  Today,  in  this  computer  age,  medical 
science  has  placed  at  the  disposal  of  my  phy- 
sician-internist all  the  facts  and  data  provided  by 
the  x-ray  film,  blood  chemistry  and  even  the 
electronic  isotope  illuminating  with  its  radiation 
the  structure  and  metabolic  function  of  blood, 
tissue  and  organ. 

Certainly  prayer  helped,  the  love  and  concern 
all  about  me  helped.  Here  science  and  faith 
work  hand  in  hand.  Sickness,  mental  or  physical, 
is  an  evil.  Slums,  delinquency,  crime,  pollution 
and  violence  are  social  evils.  These  personal  and 
social  evils  must  be  traced  to  their  sources.  They 
must  be  studied  and  understood,  in  order  that 
they  may  be  prevented,  and,  if  possible,  cured 
or  ameliorated.  There  is  a sickness  of  the  body- 
mind  entity,  and  there  is  a sickness,  a pollution, 
a poisoning  of  our  social  and  economic  environ- 
ment in  which,  unfortunately,  many  of  us  are 
doomed  to  be  born,  to  grow  and  to  live  and  die. 

( Continued  on  Page  xxiv ) 
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Seminar  on  Legal  Medicine  Planned 
During  103rd  Annual  Meeting 

Two  of  the  nation’s  most  prominent  trial  attorneys 
have  accepted  invitations  to  participate  in  a “Seminar 
on  Legal  Medicine”  which  will  be  conducted  during 
the  103rd  Annual  Meeting  of  the  West  Virginia  State 
Medical  Association  at  The  Greenbrier  in  White  Sul- 
phur Springs,  August  20-22. 


Albert  Averbach,  LL.  B.  William  E.  Knepper,  LL.  B. 

Dr.  Robert  J.  Fleming  of  Morgantown,  Chairman  of 
the  Program  Committee,  announced  that  Albert  Aver- 
bach of  New  York  and  William  E.  Knepper  of  Colum- 
bus will  be  the  speakers  at  the  Seminar  which  will 
be  held  on  Thursday  afternoon,  August  20,  beginning 
at  three  o’clock. 

It  also  was  announced  that  the  Moderator  for  the 
Seminar  will  be  Dr.  Charles  J.  Frankel  of  Charlottes- 
ville, Associate  Professor  of  Orthopedic  Surgery  at  the 
University  of  Virginia  School  of  Medicine. 

Doctor  Frankel  received  his  M.  D.  degree  in  1934 
from  Rush  Medical  College  and  also  received  an  LL.B. 
degree  in  1957  from  the  University  of  Virginia  Law 
School.  He  is  Medical-Legal  Editor  of  Clinical  Medi- 
cine, and  Chief  Editor  of  Lawyers  Medical  Cyclopedia. 

Albert  Averbach,  LL.B. 

Mr.  Averbach,  who  was  graduated  in  1923  from 
Union  University — Albany  Law  School,  is  a practicing 
attorney  with  offices  in  Seneca  Falls,  Syracuse  and 
New  York  City.  He  is  a former  President  of  the  Inter- 
national Academy  of  Trial  Lawyers,  and  a former 
Governor  of  the  Second  Circuit  of  NACCA  (now 
American  Trial  Lawyers  Association). 

Mr.  Averbach  is  Chairman  of  the  Tort  Section  of 
NACCA,  member  of  the  Advisory  Board  of  Traumatic 


Medicine  and  Surgery  for  the  Attorney,  and  a member 
of  various  bar  associations  and  professional  societies. 

He  is  the  author  of  “Handling  Accident  Cases” 
(seven  volumes);  “Handling  Automobile  Cases”  (two 
volumes);  and  co-author  of  “Tort  and  Medical  Year- 
book” (two  volumes). 

He  has  presented  lectures  in  44  states  to  medical  and 
bar  associations  and  law  schools. 

William  E.  Knepper,  LL.B. 

Mr.  Knepper,  who  received  his  LL.B.  degree  in 
1931  from  Ohio  State  University,  is  a partner  in  the 
Columbus  Law  Firm  of  Knepper,  White,  Richards  and 
Miller.  He  has  been  a member  of  the  Bar  of  Ohio 
since  1933. 

He  is  a Fellow  of  the  American  College  of  Trial 
Lawyers  and  a former  President  and  Chairman  of  the 
Board  of  the  Defense  Research  Institute.  He  is  a 
Past  President  of  the  American  Association  of  Insur- 
ance Counsel  and  has  served  as  Chairman  of  the 
Ohio  Bar  Examining  Committee  since  1950. 

Mr.  Knepper  served  as  Editor  of  the  Insurance 
Counsel  Journal,  1955-61,  and  as  President  of  the  Ohio 
State  University  Association,  1967-69.  He  is  a member 
of  the  Columbus,  Ohio  State  and  American  Bar  Asso- 
ciations. 

He  is  co-author  of  The  Ohio  Manual  of  General 
Practice  (1956)  and  Judicial  Conveyances  and  Eminent 
Domain.  He  also  is  the  author  of  Liability  of  Cor- 
porate Officers  and  Directors  (1969). 

Program  Nearly  Completed 

It  was  announced  previously  that  Dr.  Prince  B. 
Woodard  of  Charleston,  Chancellor  of  the  West  Vir- 
ginia Board  of  Regents,  would  be  an  honor  guest  and 
deliver  the  keynote  address  at  the  first  general  sci- 
entific session  on  Thursday  morning,  August  20.  Mem- 
bers of  the  Woman’s  Auxiliary  and  other  convention 
guests  will  be  invited  to  hear  Doctor  Woodard’s  ad- 
dress. 

Another  honor  guest  will  be  Dr.  Walter  C.  Borne- 
meier  of  Chicago,  President  Elect  of  the  American 
Medical  Association,  who  will  be  installed  as  President 
during  the  Annual  Meeting  in  June.  He  will  speak 
at  the  first  session  of  the  House  of  Delegates  on  Wed- 
nesday afternoon,  August  19. 

It  also  was  announced  that  scientific  papers  will 
be  presented  by  Dr.  Perry  C.  Talkington,  Clinical 
Professor  of  Psychiatry  at  the  University  of  Texas 
Southwestern  Medical  School,  and  Dr.  Jerome  F.  Wiot, 
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Director  of  the  Department  of  Radiology  at  the  Cin- 
cinnati General  Hospital. 

Members  of  the  Program  Committee  in  addition  to 
Doctor  Fleming  are  Drs.  Charles  E.  Andrews  of  Mor- 
gantown, Thomas  P.  Long  of  Man  and  A.  Thomas 
McCoy  of  Charleston. 

Further  details  concerning  the  103rd  Annual  Meet- 
ing at  The  Greenbrier  will  be  announced  in  future 
issues  of  The  Journal. 

Sixth  Annual  Symposium 
On  Rheumatic  Diseases 

The  Sixth  Annual  Symposium  on  Rheumatic  Dis- 
eases will  be  held  at  Louisville  General  Hospital  in 
Louisville,  Kentucky,  on  April  23. 

“New  Concepts  and  Procedures  in  Rheumatic  Dis- 
eases” is  the  topic  for  the  meeting,  which  is  spon- 
sored by  the  University  of  Louisville  School  of  Medi- 
cine and  the  Kentucky  Chapter  of  The  Arthritis 
Foundation. 

There  is  no  registration  fee,  and  the  program  has 
been  approved  for  six  hours  of  credit  by  the  Ameri- 
can Academy  of  General  Practice. 

Additional  information  may  be  obtained  by  writing 
to  the  Kentucky  Arthritis  Foundation,  1381  Bards- 
town  Road,  Louisville,  Kentucky  40204. 


Looking  Back  10  Years  . . . 


Mr.  Harley  B.  Reger  of  Clarksburg,  Rehabilitation  Coun- 
selor for  the  Division  of  Vocational  Rehabilitation,  was  guest 
speaker  at  a meeting  of  the  Central  West  Virginia  Medical 
Society  in  Weston  10  years  ago.  Left  to  right:  Dr.  John  E. 
Echols  of  Richwood,  who  at  the  time  was  President  of  the 
Society:  Dr.  Emma  Jane  Freeman  of  Buckhannon,  Secretary; 
Mr.  Reger;  and  the  late  Dr.  J.  M.  Cofer  of  Bergoo. 


Doctor  Tiu  Is  Certified 

Dr.  W.  A.  Tiu,  a member  of  the  staff  of  the  Wheel- 
ing Clinic  in  Wheeling,  was  certified  on  February  4 
by  the  American  Board  of  Otolaryngology.  Doctor 
Tiu  is  a member  of  the  Ohio  County  Medical  Society 
and  the  West  Virginia  State  Medical  Association. 


WVU  Liaison  Committee  Meeting 
Held  at  Medical  Center 

More  than  50  physicians  attended  a meeting  of  the 
WVU  Liaison  Committee  which  was  held  at  the  WVU 
Medical  Center  in  Morgantown  on  Saturday,  February 
21.  Most  areas  of  the  State  were  represented  at  the 
one-day  meeting. 

Dr.  E.  F.  Heiskell,  Jr.,  of  Morgantown,  Chairman  of 
the  Committee,  presided  at  the  meeting.  The  first 
speaker  was  Dr.  James  G.  Harlow,  President  -of  West 
Virginia  University,  who  welcomed  the  visiting  phy- 
sicians to  the  Medical  Center  and  cited  the  importance 
of  active  visiting  committees  to  help  guide  the  admini- 
stration of  the  20  academic  units  of  the  University.  He 
said  it  was  most  important  that  University  officials  be 
in  a position  to  rely  upon  advice  from  the  grassroots 
level. 

Doctor  Harlow  remained  for  the  entire  morning 
session  and  participated  freely  in  the  session. 

Dr.  Charles  E.  Andrews,  Provost  for  Health  Sciences, 
Dean  Clark  K.  Sleeth  and  the  chairmen  of  the  various 
departments  and  divisions  discussed  the  programs  at 
the  Medical  Center  and  emphasized  the  desire  for  a 
closer  liaison  with  practicing  physicians  throughout 
the  State. 

Several  medical  students  were  in  attendance  and 
stated  they  were  particularly  anxious  to  maintain  a 
close  liaison  with  practicing  physicians  in  their  home 
areas.  They  were  highly  complimentary  of  the  recent 
action  taken  by  the  Hancock  County  Medical  Society 
to  offer  associate  membership  in  the  Society  to  medical 
students  from  that  county.  It  was  their  hope  that 
other  component  societies  would  follow  the  lead  of  the 
Hancock  Society. 

Dean  Sleeth  said  the  faculty  was  quite  pleased  with 
the  quality  of  the  students  who  will  be  enrolled  in  the 
1970  class.  He  reported  that  the  average  grade  for 
the  1970  students  was  3.29  out  of  a perfect  4.0.  It  also 
was  pointed  out  that  the  quality  of  West  Virginia  stu- 
dents had  improved  tremendously  and  that  those  not 
accepted  this  year  most  likely  would  have  been  ac- 
cepted in  other  years.  He  said  the  1970  first-year 
class  would  consist  of  72  bona  fide  residents  of  West 
Virginia  and  three  from  other  states. 

Dr.  R.  F.  Krause,  Chairman  of  the  Student  Admis- 
sions Committee,  outlined  the  responsibilities  of  the 
Committee  and  requirements  for  admission  to  the 
School  of  Medicine.  He  said  there  are  18  members 
serving  on  the  Committee  and  of  this  number  there 
are  two  students,  eight  M.  D.s  and  eight  Ph.  D.s. 

There  was  considerable  discussion  concerning  the 
length  of  time  between  the  date  a patient  is  dis- 
charged and  the  receipt  of  a discharge  letter  by  the 
referring  physicians.  Members  of  the  staff  assured  the 
Committee  that  every  effort  possible  was  being  made 
to  correct  problems  where  they  existed.  They  also 
called  upon  practicing  physicians  to  send  more  com- 
plete information  in  connection  with  referral  of  pa- 
tients to  the  Medical  Center. 
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Role  of  Mobile  Clinic  Described 
By  Health  Department 

There  has  been  an  ever  increasing  need  in  the  past 
several  years  for  medical  services  for  mothers  and 
children  in  the  depressed  and  rural  areas  of  our 
State,  according  to  the  State  Health  Department. 

Health  services  are  one  of  the  greatest  needs  in 
West  Virginia,  especially  for  those  living  in  rural 
areas.  Approximately  60  per  cent  of  West  Virginia 
was  classified  as  rural  in  the  I960  census.  Many  live 
in  small  isolated  communities  of  clusters  of  10  to  100 
homes. 

To  meet  these  needs,  the  Division  of  Maternal  and 
Child  Health  of  the  State  Health  Department  in  June 
1962,  obtained  its  first  Mobile  Medical  Examination 
Clinic.  The  second  unit  was  added  in  1965. 

The  clinic  facility  is  a custom-built,  all-aluminum 
bus  type  unit.  It  features  a complete  examination 
room,  reception  room,  laboratory  (with  a refrigerator 
and  autoclave  installed)  and  a lavatory.  Completely 
self-contained,  it  can  operate  either  from  local  power 
and  water  supply  sources  or  from  its  own  gasoline 
operated  electric  generator  and  installed  water  sys- 
tem. The  unit  is  well  insulated.  It  has  installed  air 
conditioning  and  heating  systems. 

The  unit  is  designed  and  fully  equipped  to  hold  the 
following  clinics — Project  Headstart,  Preschool  Exam- 
inations, Vision  and  Hearing  Screening,  School  Health 
Project,  Vaccination  Program,  Family  Health  Pro- 
gram, and  Cancer  Screening  (Papanicolaou  test.) 
These  smears  can  be  sent  to  the  West  Virginia  State 
Health  Laboratory  for  interpretation. 

This  clinic  now  serves  15  counties,  and  it  is  hoped 
that  15  other  counties  can  be  served  within  the  next 
few  months.  Each  county  has  about  6-12  centers.  A 


request  for  the  Mobile  Clinic  Unit  is  submitted  to  the 
Division  of  Maternal  and  Child  Health  by  the  County 
Health  Officer.  Upon  approval  of  the  request,  the 
Mobile  Unit  coordinator  visits  the  area  to  make  defi- 
nite arrangements. 

The  staffing  of  the  units  is  complete  by  various 
organizations  in  charge  of  the  programs  within  the 
county.  A licensed  physician  and  a nurse,  and  some- 
times volunteers,  usually  make  up  the  unit  staff.  The 
clinic  is  usually  held  from  9:00  A.M.  to  3:00  P.M., 
except  for  the  Cancer  Detection  Clinic,  which  is  be- 
ing held  from  2:00  P.M.  to  5:03  P.M.  and  7:00  to  8:00 
P.M. 

Statistics  clearly  show  the  increasing  use  provided 
by  this  clinic.  From  July  1,  1967,  to  October  24,  1988, 
5,794  patients  were  seen  in  138  clinics  operated  in  11 
counties.  There  were  312  positive  findings.  The  lat- 
ter included  abnormal  physical  findings,  including 
vision  and  hearing,  abnormal  urinalysis  or  hemoglobin, 
and  positive  Pap  smears.  From  April,  1969,  to  No- 
vember, 1969,  there  were  10,134  patients  seen  in  154 
clinics  held  in  11  counties.  About  2,758  positive  find- 
ings were  recorded.  The  abnormal  findings  are  all 
subsequently  reported  to  the  family  physician  or  to 
the  county  health  officer.  In  a recent  survey  by  the 
Mobile  Unit,  the  Pap  smears  revealed  a number  of 
cases  of  early  cervical  malignancy  and  a number  of 
definite  pathological  cases. 

Under  a Federally  funded  project,  the  family  plan- 
ning group  is  purchasing  a new  mobile  unit  to  take 
its  family  planning  services  to  various  areas  in  Ohio 
and  Marshall,  and  later  involve  Brooke,  Hancock  and 
Wetzel  Counties.  It  is  hoped  that  family  planning  will 
be  permanently  included  among  its  regular  services. 
This  whole  operation  is  aptly  labelled,  “Health  on 
Wheels”  and  is  truly  taking  the  “Mountain  to  Moham- 
med.” 


A significant  milestone  in  relationships  between  the  West  Virginia  University  Medical  Center  and  the  State  Medical 
Association  took  place  on  February  21  when  representatives  of  the  two  groups  held  a day-long  conference  in  Morgantown. 
Left  picture  shows  some  of  the  individuals  who  had  significant  parts  in  the  program  arranged  for  Medical  School  officials 
and  the  State  Medical  Association's  W'VU  Liaison  Committee.  Seated  are:  Dr.  Maynard  P.  Pride  of  Morgantown,  President 
of  the  Association;  Dr.  E.  F.  Heiskell,  Jr..  Chairman  of  the  Liaison  Committee;  and  Dr.  James  G.  Harlow,  President  of 
WVU.  Standing:  Dr.  Clark  K.  Sleeth,  Dean  of  the  School  of  Medicine;  and  Dr.  Charles  E.  Andrews,  Provost  of  Health 
Sciences  at  WVU.  Right  photo  shows  some  of  the  many  physicians  who  sat  in  on  the  discussions.  Left  to  right:  Dr. 
Richard  E.  Flood  of  Weirton;  Dr.  William  R.  Yeager  of  Parkersburg;  Dr.  Robert  G.  Shirey  of  Ronceverte;  Dr.  A.  J. 
Villani  of  Welch;  and  Dr.  W.  G.  Klingberg,  Professor  and  Chairman  of  the  Department  of  Pediatrics  at  WVU. 
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State  ACS  Chapter  Announces 
Spring  Program 

The  Annual  Meeting  of  the  West  Virginia  Chapter 
of  the  American  College  of  Surgeons  will  be  held  at 
The  Greenbrier  in  White  Sulphur  Springs,  April  16-18. 

Activities  will  include  a full  program  of  scientific 
papers,  social  activities  and  a business  meeting.  The 
top  three  papers  submitted  in  competition  among 
surgical  residents  in  the  State  also  will  be  read  at  the 
meeting. 


First  Scientific  Session 

The  initial  scientific  session  will  be  held  on  Thurs- 
day morning,  April  16,  with  Dr.  John  W.  Trenton  of 
Kingwood,  President  of  the  West  Virginia  Chapter, 
presiding.  The  first  lecture  will  be  the  third -prize 
resident  paper,  and  the  remainder  of  the  session  will 
include  papers  and  speakers  as  follows: 

“Esophageal  Substitutes” — Robert  J.  Reed,  III,  of 
Wheeling. 

“Hyperparathyroidism” — Robert  W.  Buxton,  M.D., 
Professor  of  Surgery,  University  of  Maryland 
College  of  Medicine,  Baltimore. 

“Small  Bowel  Fistulas” — William  E.  Lawton,  Jr., 
M.  D.,  Charleston. 

“Surgery  in  the  Aged” — Richard  L.  Slack,  M.  D., 
Point  Pleasant. 

“Transverse  Incisions  in  Abdominal  Surgery” — 
David  Jones,  M.  D.,  Department  of  Surgery, 
West  Virginia  University  Medical  Center,  Mor- 
gantown. 

A social  hour  and  dinner  will  end  the  first  day’s 
program. 

Friday  Session 

Dr.  Herbert  G.  Dickie  of  Wheeling,  Vice  President 
of  the  Chapter,  will  preside  at  the  second  scientific 
session  on  Friday,  April  17.  After  the  reading  of  the 
second-prize  resident  paper,  the  following  speakers 
and  topics  will  be  presented: 

“Everting  Intestinal  Anastamoses” — Edward  Voss, 
M.  D.,  Wheeling. 

“The  Conduct  of  an  Operation” — Robert  W.  Bux- 
ton, M.  D.,  Professor  of  Surgery,  University  of 
Maryland  College  of  Medicine,  Baltimore. 

“The  Prevention  of  Lymphedema  in  Radical  Mas- 
tectomy”— David  B.  Gray,  M.  D.,  Charleston. 

“Resection  of  Malignant  Neoplasms  of  the  Ex- 
tremities with  Major  Vascular  Reconstruction” 
— Robert  L.  Leadbetter,  M.  D.,  Charleston. 


“The  Not  So  Simple  Problem  of  Cancer  of  the 
Lip” — Alvin  L.  Watne,  M.  D.,  Professor  of  Sur- 
gery, West  Virginia  University  Medical  Center, 
Morgantown. 

Saturday  Program 

The  first-prize  paper  submited  in  the  resident  com- 
petition will  be  read  Saturday  morning,  April  18, 
when  Dr.  David  B.  Gray  of  Charleston,  Secretary- 
Treasurer  of  the  Chapter,  will  preside. 

Dr.  Charles  D.  Hershey  of  Wheeling,  ACS  Governor 
for  West  Virginia,  will  address  the  Chapter,  as  will 
Dr.  Daniel  A.  Mulvihill  of  Chicago,  Director  of  the 
American  College  of  Surgeons. 

Other  scientific  papers  to  be  presented  Saturday 
morning  are  as  follows: 

“Skin  Graft  Versus  Pedicle  Graft  in  Surgery  of 
the  Hand” — Jacques  Charbonniez,  M.  D., 

Charleston. 

“Carcinoma  of  the  Colon” — Robert  W.  Buxton, 
M.  D.,  Professor  of  Surgery,  University  of 
Maryland  College  of  Medicine,  Baltimore. 

New  officers  will  be  elected  at  a business  meeting 
following  the  scientific  session. 

State  ACS  Councilors  include  Drs.  Theodore  P. 
Mantz  of  Charleston,  Harry  F.  Cooper  of  Beckley, 
Richard  A.  Currie  of  Morgantown,  James  Carey  of 
Huntington,  William  E.  Gilmore  of  Parkersburg,  James 
Thomas  of  Bluefield,  and  E.  F.  Heiskell,  Jr.,  of  Morgan- 
town. 

Additional  information  about  the  program  may  be 
obtained  by  writing  to  Dr.  Herbert  G.  Dickie,  Vice 
President,  West  Virginia  Chapter  of  the  American 
College  of  Surgeons,  59  Fourteenth  Street,  Wheeling, 
West  Virginia. 


Col.  of  Ob.-Gyn.  Inducts 
Two  W.  Va.  Doctors 

At  least  two  West  Virginia  physicians  will  be  ad- 
mitted to  Fellowship  in  the  American  College  of 
Obstetricians  and  Gynecologists  during  the  organiza- 
tion’s Annual  Meeting  in  New  York  City,  April  12-18. 

They  are  Dr.  George  S.  Kosar  of  Weirton  and  Dr. 
Robert  P.  Pulliam  of  Beckley.  Both  men  are  members 
of  the  West  Virginia  State  Medical  Association. 

The  College  accepts  physicans  who  specialize  ex- 
clusively in  obstetrics  and  gynecology  and  who  suc- 
cessfully complete  examinations  in  the  discipline. 

League  for  Nursing  Lists 
Convention  Details 

The  annual  convention  of  the  West  Virginia  League 
for  Nursing  will  be  held  at  Mont  Chateau  Lodge  near 
Morgantown,  April  8-10. 

Theme  for  the  meeting  will  be  “Dimensions  of 
Creative  Nursing  for  Appalachia,”  according  to  an 
announcement  from  Margaret  A.  Wyatt,  R.  N.,  Presi- 
dent. Additional  information  may  be  obtained  by 
writing  to  Miss  Wyatt  at  1330  Virginia  Street,  Charles- 
ton 25301. 


David  B.  Gray,  M.  D. 


Alvin  Watne,  M.  D. 
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New  Association  Members 

Dr.  Vicente  Anido,  WVU  Medical  Center,  Morgan- 
town (Monongalia).  Doctor  Anido,  a native  of  Spain, 
was  graduated  from  Santa  Clara  Institute  and  re- 
ceived his  M.  D.  degree  in  1938  from  the  University 
of  Havana  in  Cuba.  He  interned  and  served  a resi- 
dency at  University  Hospital  in  Havana.  He  previously 
was  located  in  Havana  and  Miami,  Florida,  and  is 
currently  serving  as  Associate  Professor  of  Pathology 
and  Director  of  Clinical  Laboratories  at  the  WVU 
Medical  Center. 

* * * * 

Dr.  Samuel  J.  Bracken,  303  Central  Union  Building, 
Wheeling  (Ohio).  Doctor  Bracken,  a native  of  Clarks- 
burg, was  graduated  from  Wheeling  College  and  re- 
ceived his  M.  D.  degree  in  1964  from  Georgetown 
University  School  of  Medicine.  He  interned  and  served 
a residency  at  Misericordia  Hospital  in  Philadelphia. 
His  specialty  is  obstetrics  and  gynecology. 

A A * * 

Dr.  Colin  M.  Craythome,  1611  13th  Avenue,  Hun- 
tington (Cabell).  Doctor  Craythorne,  a native  of 
North  Ireland,  received  his  M.  D.  degree  in  1960  from 
Queens  University  in  Belfast,  Ireland.  He  interned 
at  Royal  Victoria  Hospital  in  Belfast,  and  served  a 
residency  at  the  West  Virginia  University  Medical 
Center.  He  served  as  a Captain  in  the  Medical  Corps 
of  the  United  States  Army  and  his  specialty  is  ortho- 
pedics. 

•*  * * * 

Dr.  W.  F.  Daniels,  Jr.,  3603  Piedmont  Road,  Hun- 
tington (Cabell).  Doctor  Daniels,  a native  of  Hun- 
tington, was  graduated  from  Marshall  University  and 
received  his  M.  D.  degree  in  1965  from  the  Medical 
College  of  Virginia.  He  interned  at  Cabell -Huntington 
Hospital  and  served  as  a Major  in  the  Medical  Corps 
of  the  United  States  Army.  He  is  engaged  in  general 
practice. 

(*  A ★ ★ 

Dr.  Prospero  B.  Gogo,  P.  O.  Box  1149,  Beckley 
(Raleigh).  Doctor  Gogo,  a native  of  the  Philippines, 
received  his  M.  D.  degree  in  1962  from  Southwestern 
University  in  the  Philippines.  He  interned  at  Southern 
Islands  Hospital  in  the  Philippines  and  at  St.  Mary’s 
Hospital  in  Huntington.  He  served  residencies  at  the 
Beckley  Appalachian  Regional  Hospital  and  the  Wash- 
ington University  School  of  Medicine.  His  specialty 
is  pediatrics. 

'k  k k k 

Dr.  Joseph  R.  Lancaster,  WVU  Medical  Center, 
Morgantown  (Monongalia).  Doctor  Lancaster,  a native 
of  Charles  Town,  was  graduated  from  Shepherd  Col- 
lege and  received  his  M.  D.  degree  in  1958  from  the 
University  of  Chicago  School  of  Medicine.  He  in- 
terned and  served  a residency  at  the  University  of 
Chicago  Hospital  and  Clinic  and  his  specialty  is  tho- 
racic surgery.  He  is  a member  of  the  faculty  at  the 
WVU  School  of  Medicine. 


Dr.  Rafael  E.  Molina,  800  First  Huntington  National 
Bank  Building,  Huntington  (Cabell).  Doctor  Molina, 
a native  of  Cuba,  received  his  M.  D.  degree  in  1949 
from  the  University  of  Havana  School  of  Medicine. 
He  interned  at  Mt.  Sinai  Hospital  in  Miami  Beach 
and  served  a residency  at  Jackson  Memorial  Hospital 
in  Miami.  He  previously  was  located  in  Miami  and 
his  specialty  is  urology. 

k k k 'k 

Dr.  Loc  Quang  Nguyen,  Weirton  General  Hospital, 
Weirton  (Hancock).  Doctor  Nguyen,  a native  of  North 
Viet  Nam,  received  his  M.  D.  degree  in  1963  from  the 
University  of  Paris  Medical  School.  He  interned  at 
Sens  Yonne  Hospital  in  France  and  Fairview  Park 
Hospital  in  Cleveland.  He  served  a residency  at  Mercy 
Hospital  in  Pittsburgh  and  his  specialty  is  radiology. 

k k k k 

Dr.  Charles  V.  Porter,  906  Third  Street,  Mounds- 
ville  (Marshall).  Doctor  Porter,  a native  of  McMechen, 
was  graduated  from  West  Virginia  University  and 
received  his  M.  D.  degree  in  1968  from  West  Virginia 
University  School  of  Medicine.  He  interned  at  Ohio 
Valley  General  Hospital  and  is  currently  serving  as 
a First  Lieutenant  in  the  National  Guard.  He  is  en- 
gaged in  general  practice. 

k k k k 

Dr.  Wilford  W.  Spradlin,  WVU  Medical  Center, 
Morgantown  (Monongalia).  Doctor  Spradlin,  a native 

of  Bedford  County,  Virginia,  was  graduated  from  the 
University  of  Virginia  and  received  his  M.  D.  degree 
in  1957  from  the  University  of  Virginia  School  of 
Medicine.  He  interned  at  Royal  Victoria  Hospital  in 
Montreal,  Canada,  and  served  a residency  at  Duke 
University  Medical  Center.  He  is  Professor  and  Chair- 
man of  the  Department  of  Psychiatry  at  the  WVU 
School  of  Medicine. 

k k k k 

Dr.  Roy  J.  Stevens,  401  Spruce  Street,  Morgantown 
(Monongalia) . Doctor  Stevens,  a native  of  Medina, 
Ohio,  was  graduated  from  West  Virginia  University 
and  received  his  M.  D.  degree  in  1963  from  the  West 
Virginia  University  School  of  Medicine.  He  interned 
at  the  WVU  Medical  Center  and  served  a residency  at 
Indiana  University  Medical  Center.  He  served  with 
the  United  States  Navy,  and  his  specialty  is  obstetrics 
and  gynecology. 

* * * * 

Dr.  Alptekin  Ucmakli,  WVU  Medical  Center,  Mor- 
gantown (Monongalia).  Doctor  Ucmakli,  a native  of 
Turkey,  received  his  M.  D.  degree  in  1953  from  the 
Istanbul  University  School  of  Medicine.  He  interned 
at  Hutzel  Hospital  in  Detroit,  and  served  residencies 
at  the  Grasslands  Hospital  and  Roswell  Park  Memorial 
Institute  in  New  York,  and  Princess  Margaret  Hos- 
pital in  Toronto,  Canada.  He  previously  was  located 
at  the  Albert  Einstein  Medical  Center  in  Philadelphia 
and  he  currently  is  a member  of  the  faculty  at  the 
WVU  School  of  Medicine.  His  specialty  is  radiology. 
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A AGP  Scientific  Assembly 
In  Charleston 

The  Annual  Scientific  Assembly  of  the  West  Vir- 
ginia Chapter  of  the  American  Academy  of  General 
Practice  will  be  held  at  The  Daniel  Boone  Hotel  in 
Charleston,  Friday,  Saturday  and  Sunday,  April  24-26. 


Thomas  W.  Langfitt,  M.  D. 

Friday  has  been  designated  as  Arthritis  Day,  and 
Dr.  Seigle  W.  Parks  of  Charleston  will  serve  as 
moderator  for  that  program.  Speakers  and  their 
topics  will  be  as  follows: 

“Why  We  Should  Differentiate  the  Gouts  (Primary 
and  Secondary)” — Gene  V.  Ball,  M.  D.,  Asso- 
ciate Professor  of  Medicine  and  Director  of  the 
Division  of  Rheumatology,  University  of  Ala- 
bama Medical  Center,  Birmingham. 

“Practical  Aspects  of  Treating  Rheumatoid  Arth- 
ritis”— Robert  Irby,  M.  D.,  Associate  Professor 
of  Medicine,  Medical  College  of  Virginia,  Rich- 
mond. 

“Laboratory  Diagnosis  and  Monitoring  of  the 
Rheumatic  Diseases” — J.  W.  Hollingsworth, 
M.  D.,  Professor  and  Chairman  of  the  Depart- 
ment of  Medicine,  University  of  Kentucky, 
Lexington. 

“The  Office  Measurement  of  Effective  Treatment 
of  Arthritis” — Roland  W.  Moskowitz,  M.  D., 
Associate  Professor  of  Medicine  and  Director 
of  Rheumatology,  Case- Western  Reserve  School 
of  Medicine,  Cleveland. 

“Silicosis  and  Scleradexma:  Report  of  Several 

Cases,  Implications  of  Therapy” — Gerald  P. 
Rodman,  M.  D.,  Professor  of  Medicine  and 
Director  of  Rheumatology,  University  of  Pitts- 
burgh School  of  Medicine,  Pittsburgh. 

After  lunch  there  will  be  an  Arthritis  Course  en- 
titled “A  Two-Hour  Skull  Session  with  the  Rheuma- 
tologists and  Orthopedists,”  for  which  registration  will 
be  limited  to  20  physicians. 

Saturday  Program 

The  Saturday  program  will  be  as  follows: 

“Drug  Induced  Illness” — Perry  S.  MacNeal,  M.  D„ 
Associate  Professor  of  Clinical  Medicine,  Uni- 
versity of  Pennsylvania  College  of  Medicine, 
Philadelphia. 

“Drug  Effect  on  Newborn  Fetus” — Hendrik  F. 
Scholer,  M.  D.,  Associate  Professor,  Department 
of  Endocrinology,  University  of  Georgia  Medical 
College. 


“Cardiagarrhythymias” — William  Likoff,  M.  D., 
Clinical  Professor  of  Medicine,  Hahnemann 
Medical  College,  Philadelphia. 

“The  Pill — Pesuedo  Fibroids” — Hendrik  F.  Scholer, 
M.  D. 

“Treatment  of  Headaches” — Perry  S.  MacNeal, 
M.  D. 

“The  Common  Misconception  Concerning  the 
Prostate  Gland” — Lawrence  F.  Greene,  M.  D., 
Professor  of  Urology,  Mayo  Graduate  School 
of  Medicine,  Rochester,  Minnesota. 

In  the  afternoon,  two  hours  will  be  devoted  to 
clinical  courses  in  pediatrics,  psychiatry  and  neurology. 

Sunday  Morning  Program 

The  final  scientific  session  will  be  held  Sunday 
morning,  when  speakers  and  topics  will  be: 

“Sex  Education” — James  J.  Gill,  M.  D.,  Associate 
Psychiatrist  to  University  Health  Services, 
Harvard  Medical  School. 

"Nutritional  Neutropenic  Anemia” — Doris  Howell, 
M.  D.,  Professor  and  Chairman,  Department  of 
Pediatrics,  Women’s  Medical  College,  Phila- 
delphia. 

“L-Dopa  Treatment  for  Parkinson’s  Disease” — 
John  E.  Lee,  M.  D.,  Associate  Director,  Bellevue 
Hospital,  New  York  City. 

“Emergency  Department — New  Field  of  Practice” 

— R.  R.  Hannas,  Jr.,  M.  D.,  Research  Hospital, 
Kansas  City,  Missouri. 

“Abdominal  Angina” — Gordon  McHardy,  M.  D., 
Professor  of  Medicine  and  Chairman  of  the 
Department  of  Gastroenterology,  Louisiana 
State  Medical  College. 

“Cervical  Spondylosis” — Thomas  W.  Langfitt, 
M.  D.,  Professor  of  Neurosurgery,  University  of 
Pennsylvania  College  of  Medicine. 

"The  Dying  Child” — Doris  Howell,  M.  D. 

Officers  of  the  West  Virginia  AAGP  Chapter  in- 
clude: Dr.  C.  Carl  Tully  of  South  Charleston,  Presi- 
dent; Dr.  James  E.  Spargo  of  Wheeling,  President 
Elect;  Dr.  Joe  N.  Jarrett  of  Oak  Hill,  Vice  President; 
Dr.  James  Wolverton,  Jr.,  of  Piedmont,  Secretary;  and 
Dr.  Richard  E.  Flood  of  Weirton,  Treasurer. 


AMA  Staffer  Carl  Peterson 
Is  Dead  at  46 

Mr.  Carl  H.  Peterson,  46,  a member  of  the  Staff  of 
the  American  Medical  Association’s  Department  of 
Medicine  and  Religion,  died  unexpectedly  at  his  home 
near  Chicago  on  March  1. 

Mr.  Peterson  was  born  and  raised  in  Montana  and 
was  a graduate  of  Montana  State  University.  He  had 
been  an  elder  in  the  Presbyterian  congregation  of  the 
Rev.  Dr.  Paul  B.  McCleave  at  Bozeman,  Montana. 

Doctor  McCleave  became  director  of  the  AMA  De- 
partment of  Medicine  and  Religion  several  years  ago, 
and  Mr.  Peterson  joined  his  staff  in  October  of  1968 
after  a career  in  banking. 

Mr.  Peterson  worked  with  Medical  Society  Medi- 
cine and  Religion  committees  in  the  New  England  and 
Southeastern  states,  including  West  Virginia. 

He  leaves  his  widow,  Mrs.  Dorothy  A.  Peterson;  a 
son,  2nd  Lt.  Carl  N.  Peterson,  with  the  U.  S.  Army 
in  Germany;  and  two  daughters,  Sandra,  17,  and 
Lisa,  7. 


Doris  Howell,  M.  D. 
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Nine  Speakers  To  Lecture 
At  EENT  Meeting 

Nine  out-of-state  eye,  ear,  nose  and  throat  specialists 
will  present  papers  during  the  National  Spring  Meet- 
ing of  the  West  Virginia  Academy  of  Ophthalmology 
and  Otolaryngology  at  The  Greenbrier  in  White 
Sulphur  Springs,  April  15-18. 


Harold  G.  Scheie,  M.  D.  James  L.  Sheehy,  M.  D. 


Dr.  J.  Elliott  Blaydes,  Jr.,  of  Bluefield,  Secretary- 
Treasurer  of  the  Academy,  said  the  guests  will  in- 
clude five  ophthalmologists  and  four  otolaryngologists, 
and  that  each  speaker  will  present  two  papers  during 
the  meeting. 

Ophthalmology  Program 

The  lectures  in  ophthalmology  will  be  as  follows: 

“The  Management  of  Congenital  Cataracts”  and 
“Technique  of  Cataract  Extraction” — Harold  G. 
Scheie,  M.  D.,  Philadelphia. 

“Modern  Advances  in  Cataract  Surgery”  and 
“Eye  Plastics:  Operations  of  Choice” — R.  M. 
Fasanella,  M.  D.,  New  Haven,  Connecticut. 

“The  Microsurgical  Management  of  Keratoplasty 
with  Cataract”  and  “The  Control  of  Astigma- 
tism on  Cataract  and  Corneal  Surgery” — 
Richard  C.  Troutman,  M.  D.,  New  York  City. 

“The  Management  of  Shallow  Anterior  Chambers” 
and  “Excision  of  Malignant  Melanomas  of  the 
Uveal  Tract” — Gerald  P.  Kara,  M.  D.,  New  York 
City. 

“The  Treatment  of  Lacrimal  Problems”  and  “A 
New  Approach  to  Ptosis  and  Entropion  Sur- 
gery"— Lester  T.  Jones,  M.  D.,  Portland,  Oregon. 

Otolarynogology 

The  ENT  program  will  be  as  follows: 

“Management  of  Aural  Cholesteatoma"  and  “Prob- 
lems in  Stapes  Surgery” — James  L.  Sheehy, 
M.  D.,  Los  Angeles,  California. 

“The  Frontal  Sinuses”  and  “Parotid  Gland  Sur- 
gery”—Walter  P.  Work,  M.  D.,  Ann  Arbor, 
Michigan. 

“Benign  Tumors  of  the  Pharynx,  Larynx  and 
Trachea”  and  “Management  of  Severe  Nasal 
Allergy  with  Extensive  Nasal  Polyposis” — 
Daniel  C.  Baker,  Jr.,  M.  D.,  New  York  City. 

"Differential  Diagnosis  of  Peripheral  Facial  Nerve 
Paralysis”  and  “Surgical  Management  of  Major 
Paranasal  Sinus  Problems — Trauma  and  Sup- 
puration”—Irving  M.  Blatt,  M.  D.,  New  Orleans, 
Louisiana. 


Officers  of  the  West  Virginia  Academy  of  Ophthal- 
mology and  Otolaryngology  are:  Dr.  Charles  M.  Polan 
of  Huntington,  President;  Dr.  Nime  K.  Joseph  of 
Wheeling,  Vice  President;  Doctor  Blaydes;  and  Drs. 
Albert  C.  Esposito  of  Huntington,  Philip  M.  Sprinkle 
of  Morgantown,  and  Worthy  W.  McKinney  of  Beckley, 
Directors. 

Additional  information  about  the  meeting  may  be 
obtained  by  writing  to  Doctor  Blaydes,  107  Federal 
Street,  Bluefield.  Checks  for  the  $60  registration  fee 
should  be  made  payable  to  the  West  Virginia  Academy 
of  Ophthalmology  and  Otolaryngology  and  mailed  to 
Doctor  Blaydes. 


MLB  Licen  ses  30  Physicians 
To  Practice  in  State 

The  Medical  Licensing  Board  of  West  Virginia 
licensed  the  following  18  physicians  by  FLEX  Exami- 
nation to  practice  medicine  in  the  State  of  West  Vir- 
ginia at  a meeting  held  at  The  Capitol  in  Charleston, 
December  10-12,  1969: 

Ali,  Ahmed,  Ripley 
Alvarado,  Benjamin  Antonio,  Spencer 
Baysal,  Erdogan  Yasar,  Moundsville 
Bicalho,  Jose  Femal,  Huntington 
Charbonniez,  Jacques,  Charleston 
Chinuntdet,  Prabhond,  Madison 

Dake,  Thomas  Scott,  Fairmont 
Diaz,  Clemente,  Richwood 
Feliciano,  Emiliano  tnocencio,  Huntington 
Gamponia,  Herminio  Lafrad,  Spencer 
Kim,  Sung  Uk,  Brooklyn,  N.  Y. 

Maia,  Jose  Frederico,  Huntington 

Marcelo,  Bernardino  D.,  Berkeley  Springs 

Marcelo,  Josefina  Q.,  Berkeley  Springs 

Mazon,  Eladio  Eloy,  St.  Marys 

Ottaviano,  Jorge  Vicente,  Farmington,  Michigan 

Portillo,  Augusto,  Charleston 

Velasquez,  Alfredo  Corrales,  Charleston 

The  following  12  physicians  were  licensed  by  reci- 
procity to  practice  medicine  in  the  State  of  West 
Virginia  at  a meeting  held  January  5,  1970: 

Ansel,  Howard  Justin,  Daniels 
DeAngelis,  John,  Jr.,  Burbank,  California 
Gustke,  Susan  Shaw,  Parkersburg 
Hackleman,  Gene  Lee,  Silver  Springs,  Maryland 
Harrington,  Randall  Leon,  Reston,  Virginia 
Miller,  Douglas  Allen,  Bethesda,  Maryland 

Modie,  Paul  Gregory,  Jr.,  Parkersburg 
Morioka,  Wilfred  Toshiyuki,  Rockville,  Maryland 
Peterson,  Douglas  Wayne,  Bethesda,  Maryland 
Smith,  Robert  Leslie,  Morgantown 
Springer,  Roy  Abbott,  Waynesburg,  Pa. 

Steiner,  Michael  Lee,  Huntington 

The  next  meeting  of  the  MLB  will  be  held  at  The 
Capitol  in  Charleston  on  April  13,  1970,  for  the  purpose 
of  licensing  physicians  by  reciprocity  to  practice  medi- 
cine in  the  State  of  West  Virginia. 


Dr.  Marion  S.  Brown  Certified 

Dr.  Marion  S.  Brown  of  Parkersburg  was  recently 
certified  by  the  American  Board  of  Obstetrics  and 
Gynecology.  She  also  is  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists. 
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Auxiliary  Board  Meeting 
At  Mont  Chateau 

The  Spring  Board  Meeting  and  Workshop  of  the 
Woman’s  Auxiliary  to  the  West  Virginia  State  Medical 

Association  will  be  held 
at  Mont  Chateau  near 
Morgantown,  April  7-8. 

Mrs.  Joe  N.  Jarrett  of 
Oak  Hill,  President  of  the 
Auxiliary,  will  preside  at 
the  sessions  for  state 
officers,  chairman,  com- 
ponent auxiliary  presi- 
dents and  presidents  elect. 

Registration  will  be 
Tuesday  afternoon,  April 
7,  with  the  Board  Meet- 
ing beginning  at  2 P.M. 
There  will  be  a social 
hour  at  6:30  P.M.,  fol- 
lowed by  dinner  at  7 
P.M.  Mr.  Roy  Gerard,  Director  of  the  Kennedy  Youth 
Center  in  Morgantown,  will  be  the  after-dinner 
speaker. 

The  Workshop  will  begin  at  9:30  A.M.  Wednesday 
morning,  following  a continental  breakfast. 

1970  Otolaryngologic  Meeting 
Set  for  September  19-25 

The  Annual  Otolaryngologic  Assembly  of  1970  will 
be  held  September  19-25  at  the  Eye  and  Ear  Infirmary 
of  the  University  of  Illinois  Hospital  in  Chicago. 

The  Department  of  Otolaryngology  of  the  College 
of  Medicine,  University  of  Illinois  at  the  Medical 
Center,  offers  a condensed  postgraduate  basic  and 
clinical  program  for  practicing  otolaryngologists  under 
the  direction  of  Dr.  E.  M.  Skolnik. 

A separate  but  correlated  course  entitled  “Con- 
ference on  Radiology  in  Otolaryngology  and  Ophthal- 
mology” will  be  held  November  27-28. 

Interested  otolaryngologists  should  direct  their  in- 
quiries to  Otolaryngology,  P.  O.  Box  6998,  Chicago, 
Illinois  60680. 


Three  April  Courses  Listed 
By  Cleveland  Clinic 

The  Cleveland  Clinic  Educational  Foundation  will 
conduct  three  postgraduate  medical  education  courses 
during  the  month  of  April. 

They  are  as  follows: 

April  1-2 — “Advances  in  Infectious  Diseases.” 

April  6-7 — “Sports  Medicine.” 

April  22-23 — “Postgraduate  Course  in  Pathology." 

Additional  information  may  be  obtained  by  writing 
to:  Director  of  Education,  The  Cleveland  Clinic  Edu- 
cational Foundation,  2020  East  93rd  Street,  Cleveland, 
Ohio  44106. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

April  1-3 — Maryland  Medical,  Baltimore. 

April  6-8 — Am.  Assn,  for  Thoracic  Surg.,  Washington. 
April  10-12 — Am.  Soc.  of  Int.  Med.,  Philadelphia. 
April  12-17 — ACP,  Philadelphia. 

April  12-18 — Am.  Col.  of  Ob.  & Gyn.,  New  York. 
April  13-16 — Am.  Acad,  of  Ped.,  Washington. 

April  13-16 — Industrial  Med.  Assn.,  Chicago. 

April  15-18 — W.  Va.  Acad,  of  Oph.  & Otol.,  White 
Sulphur  Springs. 

April  16-18— W.  Va.  Chap.  ACS,  White  Sulphur 
Springs. 

April  19-23 — Am.  Assn,  of  Neurological  Surg.,  Wash- 
ington. 

April  24-26 — W.  Va.  Chap.,  AAGP,  Charleston. 

April  27-29 — Am.  Surg.  Assn.,  White  Sulphur  Springs. 
April  27-May  2 — Am.  Acad,  of  Neurology,  Miami 
Beach. 

April  29-May  2 — Am.  Ped.  Soc.,  Atlantic  City. 

May  10-14 — Am.  Urological  Assn.,  Philadelphia. 

May  11-15 — Am.  Psychiatric  Assn.,  San  Francisco. 

May  11-15 — Ohio  Medical,  Columbus. 

May  24-27 — Am.  Thoracic  Soc.,  Cleveland. 

May  25-27 — Am.  Gyn.  Soc.,  Hot  Springs,  Va. 

May  28-30 — Am.  Oph.  Soc.,  Hot  Springs,  Va. 

June  13-14 — Am.  Diabetes  Assn.,  St.  Louis. 

June  21-25 — AMA,  Chicago. 

July  17-18 — Rocky  Mtn.  Cancer  Conf.,  Denver. 

Aug.  20-22 — 103rd  Annual  Meeting,  W.  Va.  State  Medi- 
cal Association,  The  Greenbrier,  White  Sulphur 
Springs. 

Sept.  10-12 — Am.  Assn,  of  Ob.  & Gyn.,  Hot  Springs,  Va. 
Sept.  11-19 — Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  11-19 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  20-24 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 
Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-Oct.  1 — AAGP,  San  Francisco. 

Oct.  1 — Rural  Health  Conference,  Jackson’s  Mill. 

Oct.  4-8 — Pa.  Medical,  Lancaster. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16 — ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago 
Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  17-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-27 — Am.  Soc.  of  Clin.  Path  & Col.  of  Am.  Path., 
Las  Vegas. 

March  6-12 — Am.  Acad,  of  Orth.  Surg.,  San  Francisco. 
March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  28-April  2 — ACP,  Denver. 

March  29-April  3 — Am.  Col.  of  Rad.,  St.  Louis. 


Mrs.  Joe  N.  Jarrett 


144 


The  West  Virginia  Medical  Journal 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  con- 
vulsive therapy,  drugs,  social  sendee  work  with  families,  family  therapy,  and  an  extensive  and 
well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 
High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited 
through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  city  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Cordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.  D.  (3)  Charles  W.  Neville,  Jr.,  M.  D. 
Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704—254-3201 


Now!  Unobstructed  vision 
combined  with  brilliant 


No.  330  Fiber  Optics  Proctological  Set,  $107.50 

Includes  No.  322  Sigmoidoscope  (19  mm 
x 25  cm),  No.  732  Light  Handle  with 
cord,  No.  733  Transformer  with  6'  cord, 

No.  302  Inflation  Bulb. 

Other  sets  available  with  15  cm 
proctoscope  or  35  cm  sigmoido- 
scope. 

U.S.  PATENT  NO  3146775 


Light  emanates  from 
optical  fibers  around 
entire  circumference 
of  speculum  at  dis- 
tal end. 


Light  is  transmitted  from  source 
in  handle  through  7,000  glass 
fibers  encased  between  the 
stainless  steel  walls. 


Welch  Allyn’s  New 


FIBER  OPTICS 

Procto-Sigmoidoscopes 


Fiber  optics  light  transmission 
eliminates  light  carriers — per- 
mits unobstructed  vision. 
Stainless  steel  construction 
throughout. 


Brilliant  distal  illumination  is 
shadow-free,  without  color  dis- 
tortion. 

Air-tight,  securely  hinged,  non- 
fogging  window. 


Light  is  transmitted  from  an  external  source  in  the  handle 
through  approximately  7.000  optical  glass  fibers  encased  between 
the  walls  of  the  stainless  steel  speculum.  Feces  cannot  obscure 
illumination.  There  are  no  delicate  or  protruding  light  carriers. 

Obturators  and  specula  are  interchangeable.  The  No.  19  lamp 
can  be  replaced  in  seconds  during  examination  without  with- 
drawing the  speculum.  The  entire  instrument  may  be  cleaned 
with  most  standard  germicidal  solutions  or  by  gas  sterilization. 

Ask  us  to  demonstrate  how  these  new  fiber  optics  procto- 
sigmoidoscopes  simplify  examination  and  treatment. 


Hospital  8c  Physicians  Supply  Co. 


511  BROOKS  STREET 


CHARLESTON.  W.  VA. 


TELEPHONE  344-3554 


WVU  Medical  Center 
- News  - 


Three  members  of  the  faculty  of  the  Medical  Cen- 
ter’s Department  of  Pediatrics  recently  received 
assignment  to  additional  administrative  duties. 

Dr.  Barbara  Jones,  Professor  of  Pediatrics,  has  been 
named  Assistant  Chairman  of  the  Department.  Dr. 


Barbara  Jones,  M.  D. 


Roland  E.  Schmidt,  M.  D. 


George  H.  Khoury  has 
been  appointed  Chairman 
of  the  newly-formed  Di- 
vision of  Pediatric  Car- 
diology, and  Dr.  Roland 
E.  Schmidt  was  named  an 
Acting  Assistant  Dean  of 
the  Medical  School. 

Both  Doctor  Schmidt 
and  Doctor  Khoury  hold 
the  rank  of  Associate 
Professor  of  Pediatrics. 

As  Assistant  Chairman, 
Doctor  Jones  will  serve 
as  deputy  to  Dr.  W.  Gene 
Klingberg  in  all  aspects 
of  administrative  opera- 
tion of  the  Department  of 
Pediatrics. 

A native  of  Salt  Lake 
City,  Doctor  Jones  at- 
tended Stanford  Univer- 
sity and  received  her 
M.  D.  degree  from  the 
University  of  Utah  School 
of  Medicine.  She  taught 
pediatrics  at  Washington 
University  in  St.  Louis 
until  1961,  when  she  join- 
ed the  West  Virginia  Uni- 
versity faculty. 

As  chairman  of  the  Di- 
vision of  Pediatric  Car- 
diology, Doctor  Khoury 
will  have  primary  respon- 
sibility for  direction  of 
patient  services  for  chil- 
dren with  cardiac  prob- 
lems. He  attended  Cairo 
University  and  was 
awarded  his  medical  de- 
gree there  in  1955. 

Doctor  Khoury  came  to 
the  United  States  12  years 
ago  and  joined  the  Medi- 
cal School  faculty  in  1967. 


• Compiled  from  material  furnished  by  the  Medical 
Center  News  and  Information  Services/  Morgan- 
town, West  Virginia. 


Doctor  Schmidt  received  his  B.  A.  degree  from  the 
University  of  Washington  in  1939  and  earned  his 
M.  D.  degree  at  the  University  of  Chicago  in  1945. 

As  Acting  Assistant  Dean,  Doctor  Schmidt  will 
work  with  students  on  matters  of  curriculum.  Spe- 
cifically, he  will  have  responsibility  for  coordinating 
the  new  selective  experience  program  for  fourth-year 
medical  students. 

This  program  gives  the  individual  student  more  of 
a choice  in  his  field  of  study  during  his  fourth  year 
of  medical  school,  including  the  possibility  of  several 
weeks  of  experience  in  one  of  several  community 
hospitals  in  the  State. 

WVU  Awarded  Cancer  Fellowships 

The  American  Cancer  Society  has  awarded  two 
clinical  fellowships  to  the  WVU  Medical  Center. 

Dr.  James  P.  Carey  of  Huntington,  President  of  the 
Society’s  West  Virginia  Division,  said  one  of  the 
fellowships  was  awarded  to  Dr.  William  A.  Bernie, 
a Resident  in  Surgery,  and  the  other  is  an  Institu- 
tional Training  Fellowship  in  Surgery. 

Family  Planning  Assistance 

The  Medical  Center  has  begun  providing  family 
planning  services  to  women  in  isolated  rural  areas  of 
Pocahontas  and  Randolph  Counties. 

The  program  is  being  sponsored  by  the  Population 
Council,  Inc.,  a private  organization  that  has  a con- 
tract with  the  U.  S.  Office  of  Economic  Opportunity. 

“The  cost-effectiveness  of  family  planning  is  greater 
than  any  other  health  measure  available  to  a rural 
population,”  according  to  Dr.  Robert  L.  Nolan,  Chair- 
man of  the  Division  of  Preventive  Medicine. 

Doctor  Nolan  observed  that  among  low  income 
groups  in  rural  areas,  the  fetal  and  infant  mortality 
rates  are  almost  twice  that  of  the  national  averages. 

No  mobile  clinic  is  available,  so  community  facilities 
are  being  used.  The  first  clinic  at  Cass  in  Pocahontas 
County  was  held  in  a school  building,  and  in  Durbin, 
also  in  Pocahontas  County,  a lodge  hall  wes  used. 

The  WVU  clinical  team  consists  of  Dr.  Nicholas  W. 
Fugo,  who  is  Margaret  H.  Sanger  Professor  of  Family 
Planning  at  WVU;  Barbara  Rager,  a program  nurse: 
and  Louise  Crawford,  program  coordinator. 
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IS  APPROXIMATELY  10%T040% 

LESS  THAN  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


Control  food  and  mood 
all  day  long  with 
a single  morning  dose 


AMBAR*2 


EXTENTABS' 


methamphetamine  HCI 15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


A.  H.  ROBINS  COMPANY 
RICHMOND,  V A.  23220 


AH'^OBINS 


One  Ambar  Extentab  before  break- 
fast can  help  control  most  patients’ 
appetites  for  up  to  12  hours.  Metham- 
phetamine, the  appetite  suppressant, 
gently  elevates  mood  and  helps 
overcome  dieting  frustrations.  Phe- 
nobarbital, the  sedative  in  Ambar, 
controls  irritability  and  anxiety  . . . 
helps  maintain  a state  of  mental 
calm  and  equanimity.  Both  work  to- 
gether to  ease  the  tensions  that 
erode  the  will  power  during  periods 
of  dieting. 

BRIEF  SUMMARY/Indications:  Am- 
bar suppresses  appetite  and  helps 
offset  emotional  reactions  to  dieting. 


Contraindications:  Hypersensitivity 
to  barbiturates  or  sympathomimetics; 
patients  with  advanced  renal  or 
hepatic  disease.  Precautions:  Ad- 
minister with  caution  in  the  presence 
of  cardiovascular  disease  or  hyper- 
tension. Side  Effects:  Nervousness 
or  excitement  occasionally  noted, 
but  usually  infrequent  at  recom- 
mended dosages.  Slight  drowsiness 
has  been  reported  rarely.  See  pack- 
age insert  for  further  details. 

Also  available:  Ambar  #1  Extentabs® 
— methamphetamine  hydrochloride 
10  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


The  Month 

in  Washington 


The  Nixon  Administration  called  for  limitations  on 
Medicare  and  Medicaid  reimbursements  to  physi- 
cians and  hospitals.  Health,  Education  and  Welfare 
Under  Secretary  John  G.  Veneman  told  the  Senate 
Finance  Committee  that,  because  of  rising  costs,  “it 
is  now  time  to  make  some  fundamental  changes  in  the 
law  which  governs  Medicare  and  Medicaid  reimburse- 
ments.” He  said  the  reasonable  cost  and  reasonable 
charge  criteria  in  the  Medicare  law  had  not  provided 
opportunity  for  major  cost-control  efforts. 

“We  need  an  incentive  system  of  institutional  reim- 
bursement and  we  need  changes  in  the  law  that  will 
help  control  the  increase  in  the  amount  that  the  Medi- 
care program  will  recognize  in  the  charges  of  indi- 
vidual practitioners. 

“I  believe  . . . that  the  law  should  be  changed  so 
as  to  limit  further  the  rate  at  which  increases  in 
physicians  fees  would  be  recognized  by  Medicare. 
The  basic  difficulty  at  present  is  that  despite  the  im- 
provements which  have  been  made  in  applying  rea- 
sonable charge  guidelines,  the  best  that  can  be  done 
under  present  law  is  to  introduce  a lag  in  the  recog- 
nition of  fee  increases  . . . 

“Customary  and  prevailing  charges  under  the  pro- 
gram and  the  fees  recognized  by  the  carriers  under 
comparable  circumstances  in  their  own  business  reflect, 
in  the  long  run  and  after  a suitable  lag  in  recognition 
of  fee  increases,  whatever  physicians  choose  to  charge 
the  public  generally  in  a market  where  growing  de- 
mand is  pressing  increasingly  on  the  limited  supply 
of  health  personnel. 

“Reliance  on  Blue  Shield  fee  schedules  as  the  limit- 
ing factor  in  Medicare  reimbursement,  as  suggested 
in  the  Senate  Finance  Committee  staff  report,  how- 
ever, would  not  seem  to  us  to  have  long-run  viability. 
Typing  payments  under  a program  as  large  as  Medi- 
care to  Blue  Shield  schedules  would  surely  exert  a 
major  upward  pressure  on  those  schedules  . . . 

“We  believe  that  it  is  necessary  to  move  in  the 
direction  of  an  approach  to  reasonable  charge  reim- 
bursement that  ties  recognition  of  fee  increases  to  an 
index. 

“Under  such  an  approach,  allowable  charges  recog- 
nized for  Medicare  would  next  year  be  generally 
limited  to  either  presently  recognized  charges  or  to  a 
new  prevailing  level  set  at  the  75th  percentile  of  1969 
average  customary  charges  for  a given  service  in  an 
area.  In  the  future  the  prevailing  charge  screen  would 
move  upward  only  in  proportion  to  increases  in  an 
index  made  up  of  pertinent  portions  of  wage  and  price 


0 From  the  Washington  Office  of  the  American 
Medical  Association. 


indices.  Under  such  an  aproach,  recognition  of  fee 
increases  would  continue,  but  only  in  relation  to  things 
that  are  happening  in  other  parts  of  the  economy  and 
that  have  a bearing  on  the  physician’s  cost  of  doing 
business.” 

Further  Limitations  Deemed  Unwise 

The  American  Medical  Association  said  that  any 
proposal  for  further  limitations  on  physicians’  fees 
under  the  government  programs  would  be  unwise. 

“For  all  practical  purposes,  a freeze  on  physicians’ 
fees  under  the  two  federal  programs  has  been  in  effect 
for  more  than  a year  and  has  proven  to  be  ineffective,” 
Gerald  D.  Dorman,  M.  D.,  AMA  President,  said.  “The 
costs  of  the  program  have  continued  to  rise  in  spite 
of  the  freeze. 

“Physicians  are  disturbed  by  threats  of  additional 
federal  controls. 

“Burdening  these  busy  doctors  with  more  red  tape 
and  restricting  payments  to  unrealistically  low  levels 
may  drive  them  away  from  participating  in  Medicare 
and  Medicaid.  Then  the  government  will  have  dis- 
criminated against  many  people  who  need  medical 
care  . . . 

“The  national  interests  would  be  better  served  if 
everyone  joined  with  the  American  Medical  Associa- 
tion in  its  efforts  to  provide  more  physicians.” 

Marijuana  Studies 

The  National  Society  for  Medical  Research  said  that 
no  valid  finding  on  the  effects  of  marijuana  can  be 
expected  for  another  two  to  seven  years. 

Science  Research  Society  said  part  of  the  difficulty 
is  there  is  no  standard  yardstick  for  evaluating  mari- 
juana in  scientific  studies.  The  basic  weed  from  which 
marijuana  is  made  can  vary  from  plant  to  plant  and 
from  country  to  country,  the  group  said. 

But  the  Society  cautioned  in  a statement:  “Until 
scientifically  proven  results  are  obtained,  it  appears  as 
foolhardy  to  smoke  marijuana  as  it  would  be  to  take 
any  other  unknown  drug  or  chemical  agent  just  for 
kicks.” 

The  Society  said  two  projects  are  now  going  on  in 
an  effort  to  achieve  scientific  standardization  in  mari- 
juana studies. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same  train- 
ing; they  all  have  to  pass  the  same  tests;  they  all  have 
to  measure  up  to  the  same  standards;  they  all  are 
underpaid,  too.  Therefore,  all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no  more 
nonsensical  than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to  come 
up  to  certain  required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
purity,  potency  and  speed  of  tablet  disintegration. 


These  Bayer®  standards  result  in  significant  product 
benefits  including  gentleness  to  the  stomach,  and 
product  stability  that  enables  Bayer  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  it 
just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


Obituaries 


WILLIAM  L.  HALTOM,  M.  D. 

Dr.  William  L.  Haltom,  65,  died  at  his  home  in  Mar- 
tinsburg  on  February  16  after  an  illness  of  two 
months. 

Doctor  Haltom  was  born  at  Jonesboro,  Arkansas, 
and  attended  Hendricks  College  in  Arkansas.  He  later 
attended  the  Duke  University  School  of  Medicine, 
where  he  received  his  M.  D.  degree  in  1932. 

He  interned  at  Duke  University  Hospital  and  re- 
ceived residency  training  in  urology  there  and  at 
Presbyterian  Hospital  in  Chicago.  He  became  a Dip- 
lomate  of  the  American  Board  of  Urology  in  1941. 

Daring  World  War  II,  Doctor  Haltom  served  as  a 
Major  in  the  Medical  Corps  of  the  United  States 
Army. 

Doctor  Haltom  was  a member  of  the  Eastern  Pan- 
handle Medical  Society,  the  West  Virginia  State 
Medical  Association  and  the  American  Medical  Asso- 
ciation. 

He  leaves  his  widow,  Mrs.  Estelle  Armstrong  Hal- 
tom; two  daughters,  Mrs.  E.  L.  Plyler  of  Cincinnati 
and  Dr.  Martha  Haltom  Christian;  and  three  grand- 
children. 

LEROY  BORUM  MATTHEWS,  M.  D. 

Dr.  L.  B.  Matthews  of  Charleston  was  killed  on 
February  25  on  Interstate  Highway  77  near  Marietta, 
Ohio.  He  was  59. 

Doctor  Matthews  reportedly  was  en  route  to  the 
Cleveland  Clinic  to  attend  a postgraduate  course  when 
his  car  ran  off  the  road  and  struck  a bridge. 

A native  of  Tennessee,  Doctor  Matthews  attended 
the  University  of  Tennessee  Medical  School,  where 
he  received  his  M.  D.  degree  in  1935.  He  served  his 
internship  at  Stamford  Hospital,  Stamford,  Connecti- 
cut, and  a residency  at  McMillan  Hospital  in  Charles- 
ton. During  World  War  II,  he  served  as  a Major  in 
the  Medical  Corps  of  the  United  States  Army. 

He  was  a member  of  the  Kanawha  Medical  Society 
and  the  West  Virginia  State,  Southern  and  American 
Medical  Associations. 

Survivors  include  the  widow,  Mary  Townsend 
Matthews;  sons,  John,  a student  at  the  University  of 
Tennessee,  and  James,  a student  at  the  University  of 
Kentucky;  a daughter,  Miss  Mary  Shaw  Matthews, 
at  home;  and  a brother,  J.  W.  Matthews  of  Knoxville, 
Tennessee. 

* * * * 

BURKE  MEGAHAN,  M.  D. 

Dr.  Burke  Megahan  of  Elm  Grove  died  in  a Wheel- 
ing hospital  on  February  23  at  the  age  of  72. 

A native  of  Williamsport,  Pennsylvania,  Doctor 
Megahan  attended  the  University  of  Pennsylvania  and 
received  his  M.  D.  degree  from  the  University  of 
Maryland  College  of  Medicine  in  1924.  He  served  an 
internship  at  Wheeling  Hospital. 


During  World  War  I,  Doctor  Megahan  served  in  the 
United  States  Army.  He  established  his  medical 
practice  at  Elm  Grove  in  1925. 

He  was  an  honorary  member  of  the  Ohio  County 
Medical  Society,  the  West  Virginia  State  Medical 
Association  and  the  American  Medical  Association. 

Survivors  include  the  widow,  Mrs.  Alethea  V.  Coy- 
ner  Megahan;  sons,  Robert  A.  Megahan  of  Pittsburgh 
and  Burke  F.  Megahan  at  home;  two  grandchildren; 
sisters,  Miss  Mildred  Megahan  and  Mrs.  Esther 
Mensch,  both  of  Williamsport. 

it  it  it  it 

WARD  WYLIE,  M.  D. 

Dr.  Ward  Wylie,  longtime  Wyoming  County  physi- 
cian and  surgeon  and  State  Senator,  died  on  February 
16  in  Roanoke,  Virginia.  He  was  69. 

A native  of  Gap  Mills,  Monroe  County,  Doctor 
Wylie  received  a B.  S.  degree  from  West  Virginia 
University  in  1926  and  earned  his  medical  degree  from 
the  Emory  University  School  of  Medicine  two  years 
later.  He  practiced  surgery  in  Mullens  for  many 
years  until  he  retired  to  the  Monroe  County  com- 
munity of  Salt  Sulphur  Springs  several  months  ago. 

Doctor  Wylie  served  for  many  years  in  both  houses 
of  the  West  Virginia  Legislature.  In  the  1930s,  he 
served  a term  as  a Democrat  member  of  the  House 
of  Delegates.  In  1938,  he  was  elected  to  the  State 
Senate,  where  he  served  for  26  years.  For  several 
years  he  was  President  Pro  Tempore  of  the  upper 
house. 

Several  weeks  prior  to  his  death,  Doctor  Wylie 
announced  his  candidacy  for  the  Democratic  nomina- 
tion for  the  State  Senate  from  the  10th  Senatorial 
District. 

Doctor  Wylie  was  intensely  interested  in  athletics 
as  well  as  legislative  and  medical  affairs.  He  was  a 
former  Chairman  of  the  West  Virginia  State  Athletic 
Commission  and  was  a past  President  of  the  National 
Boxing  Association. 

He  was  a former  President,  Secretary  and  Treasurer 
of  the  Wyoming  County  Medical  Society;  and  served 
on  the  Council  and  as  Second  Vice  President  of  the 
West  Virginia  State  Medical  Association.  He  also  was 
a member  of  the  American  Medical  Association. 

Doctor  Wylie  was  married  to  the  former  Anilee  Hall 
of  Vienna,  Georgia,  and  they  had  two  children,  Mrs. 
Betty  Jacqueline  Wylie  Farmer,  and  Robert  Franklin 
Wylie. 


1969  Heart  Drive  Yields 
$41  Million 

Public  contributions  amounting  to  a record 
§40,933,924  were  made  during  the  national  Heart  Fund 
campaign  in  February,  1969,  to  advance  the  Heart 
Association’s  program  on  research,  education  and 
community  services. 

Robert  N.  “Ned”  Brown  of  Morgantown,  West  Vir- 
ginia Campaign  Chairman,  said  that  West  Virginians 
donated  more  than  $179,000  of  the  national  total. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


Sound  protection  at  a Su litan tia ( Sc 


auing 


MILLION  DOLLAR  CATASTROPHE  INSURANCE  POLICY 

for 

Malpractice  & Personal  Liability  Claims 


The  increasing  number  of  really  large  verdicts  resulting  from  Malpractice  claims  and 
Automobile  claims,  makes  this  insurance  of  special  interest  to  members  of  the  medical  pro- 
fession. 

Specifically,  this  policy  provides  you  $1,000,000.00  excess  protection  over  your  regular 
liability  policies.  It  covers  automobile  liability,  malpractice  liability  and  liability  on  your  home, 
office  and  personal  activities. 

This  policy  agrees  to  pay  in  your  behalf  any  judgment  against  you  or  members  of  your 
family  resulting  from  liability  claims  - plus  legal  costs. 

This  includes  claims  arising  out  of: 

YOUR  PROFESSIONAL  ACTIVITIES— 

Malpractice  Claims  . . . 

YOUR  AUTO  & HOME  LIABILITIES — 

Ownership  and  use  of  your  automobile. 

Ownership  and  occupancy  of  your  home. 

Domestic  servants. 

YOUR  PERSONAL  ACTIVITIES— 

including  sports  and  hobbies — (golf,  fishing,  hunting,  etc.) 
travel,  vacation  homes — watercraft,  aircraft. 


Note:  This  is  an  outline — for  full  description  of  coverage  see  certificate 


Please  send  me  descriptive  brochure  on — 

THE  MILLION  DOLLAR  CATASTROPE  LIABILITY  POLICY 


Name 


Address 


MAIL  TO:  ADMINISTRATOR 

McDONOUGH-CAPERTON-SHEPHERD-GOLDSMITH 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25324) 

NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation.  Your 

Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


Underwritten  By 

CONTINENTAL  CASUALTY  COMPANY 
Chicago,  Illinois 


MERCER 


County  Societies 


CABELL 

Dr.  William  Copeland  was  guest  speaker  for  the 
regular  monthly  meeting  of  the  Cabell  County  Medical 
Society,  which  was  held  at  the  Hotel  Frederick  on 
February  12. 

Doctor  Copeland  gave  an  interesting  talk  on  treat- 
ment of  menopausal  syndrome. 

Announcement  was  made  of  the  appointment  of 
Dr.  Jack  Leckie  of  Huntington  to  the  Council  of  the 
West  Virginia  State  Medical  Association.  He  suc- 
ceeds Dr.  William  L.  Neal,  also  of  Huntington,  who 
resigned  to  enter  a residency  program. — Thomas  F. 
Scott,  M.  D.,  Secretary. 

it  it  if  k 

McDowell 

The  regular  monthly  meeting  of  the  McDowell 
County  Medical  Society  was  held  at  the  Stevens  Clinic 
Hospital  in  Welch  on  February  11  with  15  members 
and  gubsts  in  attendance. 

Dr.  Rey  Fame,  a house  officer  at  Stevens  Clinic, 
gave  an  interesting  report  on  vena  cava  ligations. 
Anticoagulant  therapy  was  discussed  by  Dr.  A.  S. 
Soliva,  also  a house  physican  at  Stevens. — J.  C.  Ray, 
M.  D.,  Secretary. 


The  regular  monthly  meeting  of  the  Mercer  County 
Medical  Society  was  held  at  the  West  Virginian  Hotel 
in  Bluefield  on  February  16. 

Dr.  H.  Escondon  presented  a scientific  program  on 
vascular  diseases  of  the  brain.  His  talk  was  illustrated 
by  color  slides  and  x-rays  of  cerebral  angiograms. — 
John  J.  Mahood,  M.  D.,  Secretary. 

* * * * 

MINGO 

Dr.  Alfred  S.  Ketcham  of  Bethesda,  Maryland,  was 
the  guest  speaker  at  the  regular  monthly  meeting  of 
the  Mingo  County  Medical  Society,  which  was  held  on 
January  10  at  the  Williamson  Elks  Lodge. 

Doctor  Ketcham  is  Chief  of  the  Surgical  Department 
of  the  National  Cancer  Institute,  National  Institutes  of 
Health.  He  gave  an  interesting  talk  on  cancer  of  the 
head  and  neck. 

More  than  30  members  of  the  Society  and  guests 
attended  the  meeting. 


Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the 
insignia  of  the  West  Virginia  State  Medical 
Association,  is  kept  on  hand  at  all  times  at 
the  headquarters  offices  in  Charleston.  The 
price  of  each  emblem  is  $5.00  postpaid. 


BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND 

STREET 

BLUEFIELD, 

W.  YA. 

SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 
R.  S.  GATHERUM,  JR.,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

E.  W.  McCAULEY,  M.  D. 
CHARLES  S.  FLYNN.  M.  D. 
FREDERICK  T.  EDMUNDS,  M.  D 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS,  M.  D 

Orthopedic: 

R.  R.  RAUB,  M.  D 

INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 
KARL  E.  WEIER.  M.  D 
H.  F.  WARDEN,  JR..  M.  D. 
C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS,  JR.,  M.  D. 

Neurosurgery: 

E.  L.  GAGE,  M.  D. 

WM.  F.  HILLIER,  M.  D 

PATHOLOGY 

DAVID  F.  BELL.  JR.,  M.D. 
JOHN  J.  BRYAN,  M.  D 

Urology: 

T.  B.  BAER,  M.  D. 
STEVE  J.  MISAK,  M.  D 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D 

Eye,  Ear,  Nose  & Throat: 
F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 
E.  M.  SPENCER,  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D 

BUSINESS  MANAGER 
JAMES  L.  FOSTER 
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STOP 


Book  Reviews 


HAVE  YOU  MADE 
YOUR  RESERVATION 

for  the 

EIGHTEENTH  ANNUAL 
SCIENTIFIC  ASSEMBLY 

of  the 

WEST  VIRGINIA  ACADEMY 

of 

GENERAL  PRACTICE 

at  the 

DANIEL  BOONE  HOTEL 
Charleston,  West  Virginia 

April  24,  25  and  26,  1970 

Don't  Wait  — Do  It  Now 
★ ★ ★ 

VISIT  OUR  BOOTH  *17 


We  will  have  something  of  interest 
to  show  you. 

★ ★ ★ 

"Our  42nd  Year  of  Serving  the 
MEDICAL  PROFESSION" 


♦ 

THE  MEDICAL  ARTS  SUPPLY 
COMPANY 

706-16  Fourth  Avenue  Phone:  522-8341 
HUNTINGTON,  WEST  VIRGINIA 


INSECT  ALLERGY — By  Claude  Albee  Frazier,  M.  D.  Ashe- 
ville, North  Carolina.  Warren  H.  Green,  Inc.,  St.  Louis, 

Missouri.  1969.  Pp.  493.  Illustrated.  Price:  §24.50. 

The  importance  of  insects  as  the  cause  of  allergic 
and  toxic  reactions  in  humans  and  animals  has  been 
long  and  widely  recognized,  but  it  was  not  until 
1969  that  a native  West  Virginia  physician  published 
the  first  concise  book  on  this  timely  and  enormous 
subject.  It  is  an  honor  to  be  asked  to  review  Insect 
Allergy  since  its  author,  Claude  A.  Frazier,  -M.  D.,  is 
both  a personal  friend  and  a professional  colleague  in 
the  medical  specialty  of  allergy.  Doctor  Frazier,  a 
physician’s  son,  had  lived  throughout  southern  West 
Virginia  since  infancy  with  Montgomery  considered  his 
home  town,  and  he  now  practices  allergy  in  Asheville, 
North  Carolina. 

Insect  Allergy  was  seven  years  in  preparation  before 
appearing  in  print  in  1969,  and  the  task  of  researching 
the  material  for  the  book  throughout  the  world 
would,  in  itself,  comprise  the  subject  for  another 
book. 

Doctor  Frazier  has  made  an  extensive  study  of  both 
the  entomologic  and  medical  aspects  of  insect  reac- 
tions. The  result  of  this  work  is  a concise  compila- 
tion in  493  pages  of  information  on  the  numerous 
species  of  bees,  wasps,  ants,  mosquitos,  fleas,  bed- 
bugs, caterpillars,  mites,  ticks,  lice,  spiders,  gnats  and 
other  anthropods.  The  magnitude  of  this  problem  can 
be  appreciated  when  one  realizes  that  each  acre  of 
land  contains  approximately  425  million  different 
species  of  anthropods — any  one  member  of  which  is 
capable  of  causing  a reaction — often  severe  and  at 
times,  fatal. 

Because  of  this  possibility,  the  book  includes  prac- 
tical discussion  and  information  concerning  diagnosis, 
prevention  and  treatment  which  can  be  used  by  the 
layman  and  nurse  as  well  as  the  physician.  Certain 
reactions  require  immediate  treatment  while  others 
do  not.  Some  may  require  emergency  treatment  such 
as  severe  hymenoptera  (bee,  wasp,  hornet,  yellow 
jacket)  stings  and  long-term  hyposensitization  ther- 
apy. The  book  would  also  serve  the  layman  well  by 
providing  insect  identification  information  which  can 
aid  the  physician  in  diagnosis  of  specific  reactions. 

Each  chapter  is  devoted  to  a different  order  of 
anthropod  and  discusses  the  anatomy  and  entomology 
of  the  insect,  mechanism  of  contact  and  reactions,  clin- 
ical signs  and  symptoms,  proper  diagnoses  and  treat- 
ment methods,  and  how  prevention  and  control  can  be 
maintained. 

The  book  contains  numerous  illustrations  of  insects 
and  their  reactions  as  well  as  helpful  tables  of  insect 
characteristics  which  summarize  the  important  facts 
concerning  them.  The  bibliographies  at  the  end  of 
the  chapters  are  extensive  and  the  book  is  well- 
indexed. 

Reviewing  the  book  of  a friend  and  professional 
colleague  requires  the  objectivity  and  care  one  needs 
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in  handling  a “two-edged  sword.”  One  must  be  fair 
and  yet  critical  without  the  friendship  standing  in 
the  way  of  an  honest  review.  Fortunately  there  was 
no  problem  of  this  type  with  Insect  Allergy.  Doctor 
Frazier  has  produced  a book  which  is  compact,  well 
organized  and  simply  written  after  thorough  research. 
It  is  not  only  an  invaluable  source  of  information  for 
all  physicians  but  also  should  be  in  all  libraries, 
schools,  summer  camps,  hospitals  and  other  places 
where  all  insect  reactors  may  be  afforded  the  knowl- 
edge contained  therein.  Who  knows,  it  may  even  help 
to  save  your  life  someday! — Merle  S.  Scherr,  M.  D. 


— 

CRISIS  FLEETING — By  James  H.  Stone,  Palo  Alto,  California. 

Superintendent  of  Documents,  U.  S.  Government  Printing 

Office,  Washington,  D.  C.  1st  Edition.  August  1,  1968.  pp  423. 

Illustrated.  Price:  $3.75. 

Do  not  be  misled  by  the  excerpt  from  one  of  the 
greatest  ancient  medical  aphorisms  which  forms  the 
title  of  this  splendid  volume,  describing  reports  on 
Miliary  Medicine  in  India  and  Burma  in  World  War  II. 
If  you  do  not  fully  understand  how  to  cope  with  pro- 
vocated anger,  despair,  supreme  tests  of  tolerance, 
endurance  and  exacerbations  of  each  to  the  highest 
degree,  promises  never  kept,  mental  frustration,  loss  of 
morale  and  of  esprit  de  corps:  this  is  your  book. 

“Crisis  Fleeting”  is  an  unusual  collection  of  original 
reports,  diaries,  correspondence  and  experiences,  all 
accurate,  true  and  without  buildup  or  trimming. 


There  are  probably  no  other  comparable  situations  in 
World  War  II,  weather-wise  and  all,  as  those  en- 
countered in  this  Theatre.  In  spite  of  all,  I can  find 
only  two  recorded  deaths  from  tetanus. 

The  format  of  this  publication  is  also  unusual,  in 
that  it  is  five  “Books”  in  one  volume  of  423  pages. 
The  index  is  remarkable.  All  illustrations  are  clear 
with  adequate  legends.  A map  is  furnished  in  per- 
manent form  on  the  covers  and  gives  all  localities 
mentioned  in  the  text. 

There  is  a minimum  of  tables  and  charts.  References 
stating  the  books  and  articles,  microfilm  and  unpub- 
lished articles  are  in  a separate  section. 

To  review  this  volume  properly  would  mean  to 
copy  it  almost  word  for  word,  as  it  is  so  consistently 
readable.  It  is  a most  descriptive  volume  of  our  race 
and  time:  How  much  a human  being  can  take  in  a 
foreign  land,  in  living  conditions,  long  jungle  marches, 
often  at  night,  and  carrying  heavy  equipment  often 
equal  to  the  carrier’s  weight,  trying  at  the  same  time 
to  perform  the  duties  of  combat,  and  to  retain  his 
sanity  and  sufficient  vitality  to  hope  for  physical  re- 
habilitation with  proper  care  in  the  various  Medical 
Departments  of  our  Army. 

It  is  not  easy  to  choose  a favorite  “Book”  even  after 
you  have  read  all  five.  It  may  well  become  a legend. 

This  volume  is  highly  recommended  for  reading  and 
to  become  a part  of  the  library  in  your  home,  or  in  a 
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hospital,  regardless  of  your  Theatre  of  service.  Its 
gift  value  must  not  be  overlooked. 

Life  is  Short,  Art  is  Long: 

“Crisis  Fleeting”.  Experiment  Risky, 

Decision  Difficult 

Hippocratean  Aphorism 

Charles  F.  Fisher,  M.  D. 


(Continued  from  Page  136) 

VVe  must  turn  to  faith,  to  the  faith  of  our 
Fathers,  to  pray  for  the  wisdom,  the  courage, 
the  strength  and  the  dedicated  will  to  deal  with 
these  evils,  individual  and  social,  which  we 
must  seek  to  prevent  and  overcome.  Else  we 
perish. 

Joseph  Krimsky,  M.  D. 

Columbus,  Ohio 

Editor’s  Note:  Doctor  Krimsky  formerly  served  as 

Chief  of  the  EENT  Department  at  the  VA  Hospital  in 
Huntington.  He  is  now  retired  and  residing  near 
Columbus,  Ohio. 


Health  Benefits  at  Record 
$7.5  Billion 

The  American  public  received  a record  $7.5  billion 
in  health  insurance  benefits  from  insurance  companies 
last  year. 

This  was  reported  by  the  Health  Insurance  Institute 
recently  in  its  annual  estimate  of  insurance  company 
benefits  in  the  United  States. 

The  benefit  total  was  a 12  per  cent  increase  over 
the  $6.7  billion  paid  in  1968.  Ten  years  ago  benefits 
totalled  less  than  $3  billion;  20  years  ago,  less  than 
$3/4  billion. 

According  to  the  estimates,  there  was  a rise  in  bene- 
fits under  every  health  insurance  category  during  1969. 

Hospital  expense  insurance,  for  example,  jumped 
from  $2.6  billion  to  $2.8  billion,  and  medical  expense 
insurance  from  $296  million  to  $375  million. 

The  biggest  increases  were  in  the  major  medical 
expense  and  disability  income  areas.  Major  medical 
rose  $238  million  to  $1.9  billion;  disability  income  rose 
$217  million  to  $1.9  billion. 

Surgical  and  dental  expense  insurance  recorded  the 
smallest  gain— $44  million — for  an  $800  million  total. 

Of  all  the  benefits  for  health  care  expenses  paid  by 
insurance  companies,  $3.5  billion  went  for  hospital 
bills,  while  physicians,  surgeons  and  dentists  accounted 
for  $2.4  billion. 

Total  benefit  payments  made  to  the  American  pub- 
lic in  1969,  by  insurance  companies,  Blue  Cross  and 
Blue  Shield  plans  and  other  private  health  programs 
came  to  an  estimated  $13.5  billion — the  highest  amount 
ever  paid  by  private  insurers  in  a single  year. 
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Mental  Retardation:  A Challenge  to  Physicians" 

Felix  F.  (le  In  Cruz,  M.  D.,  M.  P.  H.,  and  Gerald  D.  LaVeck,  M.  D. 


The  Authors 

• Felix  F.  de  la  Cruz,  M.  D„  Special 

Assistant  for  Pediatrics,  Mental  Retardation 
Branch,  National  Institute  of  Child  Health  and 
Human  Development,  Bethesda,  Maryland. 

• Gerald  D.  LaVeck,  M.  D.,  Director,  National 
Institute  of  Child  Health  and  Human  Develop- 
ment, Bethesda,  Maryland. 


tv  .cental  retardation  is  a condition  of  great 
-*-*-*■  diversity  and  complexity  which  has  been 
known  historically  under  the  rubrics  amentia, 
feeblemindedness,  idiocy,  mental  deficiency,  and 
others.  It  refers  to  subaverage  general  intellec- 
tual functioning  which  originates  during  the 
developmental  period  and  is  associated  with 
impairment  in  adaptive  behavior1.  Mental  retar- 
dation, therefore,  has  two  basic  components: 
impairment  in  intelligence  and  general  adapta- 
tion. The  latter  may  be  manifested  as  impair- 
ment in  maturation,  learning,  and  social  adjust- 
ment. 

Mental  retardation  is  a major  health,  social, 
educational  and  economic  problem.  Although 
accurate  figures  are  not  available  an  estimated 
three  per  cent  of  the  population,  or  6 million 
children  and  adults  in  the  United  States,  are 
considered  mentally  retarded.  Over  100,000 
babies  born  each  year  will  be  regarded  as  men- 
tally retarded  some  time  in  their  lives. 

Epidemiology 

Figure  1 demonstrates  the  proportion  of  men- 
tal retardation  by  severity.  Profoundly  retarded 
individuals  constitute  1.5  per  cent  of  cases;  sev- 
erely retarded,  3.5  per  cent:  moderately  retarded 
or  trainable,  6 per  cent;  and  mildly  retarded  or 
educable,  89  per  cent.  Only  3 per  cent  of  men- 
tally retarded  children  and  adults  are  institu- 
tionalized. Conversely,  97  per  cent  of  mentally 
retarded  individuals  are  in  the  community. 
Twenty-five  per  cent  of  the  severely  or  profound- 
ly retarded  are  institutionalized,  while  the  corre- 
sponding figures  for  the  moderately  retarded  and 
mildly  retarded  are  15  per  cent  and  1 per  cent, 

^Presented  by  Doctor  de  la  Cruz  at  the  102nd  Annual 
Meeting  of  the  West  Virginia  State  Medical  Association  at 
The  Greenbrier,  White  Sulphur  Springs,  August  22,  1969. 


respectively.  This  is  the  magnitude  of  the  prob- 
lem about  which  physicians  are  or  will  be  con- 
fronted sometime  in  their  practice.  Furthermore, 
physicians  can  now  anticipate  greater  opportu- 
nities to  play  a role  in  the  management  of  re- 
tarded children  and  their  families.  With  in- 
creasing salvage  rates  of  infants  and  children 

CLASSIFICATION  OF  THE 
MENTALLY  RETARDED 
POPULATION 

Moderate  (6%) 


Figure  1.  Proportion  of  mental  retardation  by  severity  of 
intellectual  handicap.  (Source:  MR  67:  A first  report  to 
the  President  on  the  nation’s  progress  and  remaining  great 
needs  in  the  campaign  to  combat  mental  retardation.) 
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mentally  retarded  patients  in  their  practice  than 
they  experienced  before.  It  also  is  possible  that 
the  increasing  number  of  mentally  retarded  in- 
dividuals may  be  counterbalanced  by  the  impact 
of  improved  prenatal  care,  better  nutrition  es- 
pecially during  pregnancy,  and  application  of 
research  findings  which  lead  to  the  prevention 
of  mental  retardation. 

Figure  2 shows  wide  variation  in  the  frequency 
of  mental  retardation  by  age2.  The  Rose  County 
study  by  Lemkau  and  Imre  and  the  study  con- 
ducted by  Richardson  in  North  Carolina  show 
higher  prevalence  because  of  the  methodology 
used.  Household  survey  was  initially  conducted 
and  suspected  cases  were  intensively  evaluated 
by  a health  team.  The  lower  three  curves  depict 
surveys  following  a different  approach.  Medical 
records  were  examined  or  reports  were  obtained 
on  children  known  to  have  a handicapping  con- 
dition from  physicians  in  private  practice,  den- 
tists and  agencies.  The  agencies  included  health 
departments,  welfare  departments,  schools  and 
hospitals.  The  data  obtained  in  this  fashion  are 
limited  or  biased  by  the  specific  purposes  and 
special  interest  of  the  agencies  and  the  depth 
of  the  diagnostic  efforts  employed. 


AMONG  NONWHITE  CHILDREN  MENTAL  RETARDATION  IS  TWICE 
AS  PREVALENT  IN  OLDER  CHILDREN  AS  IN  PRESCHOOLERS 

Age  specific  MR  Rates  per  100  population  (I.Q.  0-69) 


Figure  3.  Age-specific  rates  of  mental  retardation  by  race  with  an  I.  Q.  of  69  or  less  per  100  population.  Among  non- 
white  children  mental  retardation  is  twice  as  prevalent  in  older  children  as  in  preschoolers.  (Source:  Imre  et  al.,  Johns 
Hopkins  University,  unpublished  data.) 


who  would  have  succumbed  prior  to  the  intro- 
duction of  antibiotics,  immunizing  agents,  and 
vastly  improved  medical  and  surgical  techniques, 
physicians  will  undoubtedly  encounter  more 


AGE  GROUP 

Figure  2.  Age -specific  rates  of  mental  retardation  with 
an  I.  Q.  of  69  or  less  per  100  population.  (Source:  Ref.  2). 
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In  1964,  a prospective  epidemiological  study 
was  initiated  by  Lemkau  and  Imre  in  which  the 
prevalence  of  mental  retardation  with  respect  to 
demographic,  familial  and  socio-economic  vari- 
ables was  examined  in  an  entire  county.  The 
county,  with  an  area  of  slightly  over  200  square 
miles,  was  considered  to  be  reasonably  repre- 
sentative of  rural  communities  of  the  southern 
United  States.  The  population  is  slightly  under 
20,000  with  non-whites  comprising  about  40 
per  cent.  The  county  is  relatively  poor,  based 
on  income  and  per  capita  expenditures  for  ed- 
ucation. The  schools  were  segregated  until  1966. 
The  design  of  the  study  was  based  on  simul- 
taneous enumeration  and  clinical  screening  of 
the  residents  aged  1-59  years. 

More  than  95  per  cent  of  the  households  in 
the  county  completed  their  census  forms.  Nine- 
ty-seven per  cent  of  preschool  children.  97  per 
cent  of  school-age  children  and  87  per  cent  of  the 
adult  group  were  screened.  Screening  consisted 
of  administering  group  I.  Q.  tests.  All  those  who 
obtained  a score  of  79  to  81  or  less  were  given 
an  individual  psychological  evaluation.  Those 
with  an  I.  Q.  of  79  or  less  on  the  individual  psy- 
chometric testing  were  scheduled  for  medical 
and  laboratory  studies. 


Figure  3 shows  the  difference  in  the  age- 
specific  mental  retardation  rates  by  race.  The 
non-white  to  white  ratio  in  the  1-4  year  age  group 
is  4.1  to  1 while  the  ratio  in  the  15  to  19  age 
group  is  13  to  1.  The  effect  of  social  class,  using 
Warner’s  social  index,  on  the  prevalence  of  men- 
tal retardation  is  shown  in  Figure  4.  There  is 
an  inverse  correlation  between  social  class  and 
prevalence.  Figure  5 shows  a progressively  de- 
creasing white  to  non-white  ratio  with  descend- 
ing social  class.  In  the  upper,  upper-middle,  and 
lower-middle  social  classes,  the  non-white  to 
white  ratio  is  15.6  to  1 while  in  the  lower-lower 
social  class  the  ratio  is  3.1  to  1.  It  is  difficult  to 
explain  the  disparity  between  the  prevalence  of 
mental  retardation  by  race  when  social  class  is 
kept  constant.  It  can  be  speculated  that  white 
children  have  better  academic  opportunities  as 
well  as  a higher  quality  of  teaching  methods 
and  better  trained  teachers.  Further  analysis  of 
these  data  might  clarify  the  racial  difference  in 
frequency  of  mental  retardation. 

Diagnosis  and  Etiology 

Physicians  must  be  alert  to  recognize  condi- 
tions which  may  impair  a child’s  growth  and 


MENTAL  RETARDATION  AFFECTS  ALL  SOCIAL  CLASSES 
BUT  THE  POOR  SUFFER  MOST 

Age  specific  MR  Rates  per  100  population  (I.Q.  0-69) 


AGE 

Survey  in  a Rural  Maryland  County 


Figure  4.  Age-specific  prevalence  of  mental  retardation  by  social  class  based  on  Warner’s  Index.  Mental  retardation 
occurs  in  all  social  classes  but  it  is  more  prevalent  among  the  poor.  (Source:  Imre  et  al.,  Johns  Hopkins  University, 
unpublished  data.) 
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development.  More  than  200  causes  of  men- 
tal retardation  have  been  identified,  yet,  fre- 
quently, physicians  cannot  make  a specific  etio- 
logic  diagnosis.  The  President’s  Committee  on 
Mental  Retardation  has  estimated  that  75  per 
cent  of  individuals  with  mental  retardation  are 
mentally  handicapped  because  of  social  and  ex- 
periential factors  while  25  per  cent  have  organic 
causes.  Inborn  errors  of  metabolism,  genetic 
defects,  traumatic  delivery,  intoxication,  infec- 
tion, or  deviant  development  brought  about  by 
various  forms  of  deprivation,  must  be  considered 
in  determining  the  cause  of  a child’s  handicap. 
Early  identification  of  these  types  of  insults  is 
mandatory  if  benefits  from  therapeutic  and  pre- 
ventive measures,  when  available,  are  to  be 
maximized.  It  is  essential  to  recognize  factors 
which  can  adversely  affect  normal  growth  and 
development. 

Table  1 lists  some  of  the  conditions  which 
place  a child  at  risk  to  develop  problems  in 
physical,  behavioral  and  intellectual  maturation. 
Factors  which  make  an  infant  vulnerable  may 
be  operative  before  birth,  during  the  process  of 
delivery,  or  in  the  postnatal  period. 


Recent  studies  have  demonstrated  the  harmful 
physical  and  behaviorial  effects  of  malnutrition 
both  in  animals  and  humans.  The  effect  of  di- 
etary deficiencies  on  the  brain,  both  immediate 
and  long  term,  depends  on  the  time  undernu- 
trition occured  in  relation  to  the  period  of  maxi- 
mal brain  growth.  The  variation  in  the  rate  of 
brain  growth  in  different  species  in  relation  to 
birth  is  shown  in  Figure  6.  In  man,  the  peak  has 
already  occured  prior  to  delivery.  This  growth 
spurt  represents  mainly  cellular  proliferation  and 
cellular  hypertrophy.  The  vulnerable  period  in 
human  development,  therefore,  should  be  in  the 
prenatal  period  and  during  the  first  few  months 
after  birth.  For  example,  it  has  been  demonstra- 
ted that  elevated  levels  of  phenylalanine  in  utero 
lead  to  permanent  brain  damage  in  the  human 
even  when  phenylalanine  levels  return  to  normal 
following  delivery.3 

The  DNA  (deoxyribonucleic  acid)  content 
per  diploid  cell  is  constant  for  any  species.  Since 
DNA  is  limited  essentially  to  the  nucleus,  the 
total  quantity  of  DNA  reflects  the  number  of 
cells.  Winick4  has  shown  that  placental  DNA 
increases  linearly  until  placental  weight  reaches 
about  300  Gm.  This  corresponds  with  the  35th 
to  the  36th  week  of  gestation.  Thereafter,  the 


WHITE— NON-WHITE  DIFFERENTIALS  IN  MENTAL  RETARDATION 
DECREASE  WITH  DESCENDING  SOCIAL  CLASS 

Age  specific  MR  Rates  per  100  population  (I.Q.  0-69) 


Upper  and  Middle  Upper-Lower  Lower-Lower 

(i.  ii,  ni)  (iv)  (V) 

Survey  in  a Rural  Maryland  County — Social  Class  (Warner’s  Social  Index) 


Figure  5.  Prevalence  of  mental  retardation  by  social  class  (Warner’s  Index)  and  race  with  an  I.  Q.  of  69  or  less  per  100 
population.  White — non-white  difference  in  frequency  decreases  with  descending  social  class.  (Source:  Imre  et.  al.,  Johns 
Hopkins  University,  unpublished  data.) 
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development  of  total  placental  DNA  levels  off 
rapidly.  These  data  suggest  that  cell  division  in 
the  human  placenta  stops  about  one  month 
prior  to  birth.  Pathologic  entities  occurring  dur- 
ing the  last  month  of  pregnacy  should  have 
minimal  or  no  effect  on  placental  cell  division. 
Conditions  occurring  before  placental  cell  divi- 
sion terminates  could,  however,  theoretically 
result  in  a placenta  with  fewer  cells  than  normal. 

The  timing  of  a pathologic  event  may  be  im- 
portant in  determining  the  cellular  response. 
Such  a time-dependent  response  has  been  dem- 
onstrated in  the  organs  of  growing  rats  exposed 
to  malnutrition.  Caloric  restriction  imposed 
early  in  development  interferes  with  cell  divi- 
sion and  results  in  permanent  stunting.  Caloric 
restriction  later  in  development  results  in  smaller 
cells  which  resume  normal  size  when  the  animal 
is  adequately  fed.5  The  same  stimulus,  then, 
may  affect  growth  differently,  depending  upon 
the  time  during  normal  growth  when  it  is  ap- 
plied. 

Clinical  observations  have  shown  severely 
malnourished  children  to  be  physically  stunted, 
apathetic,  lethargic  and  susceptible  to  infection. 
Their  height  and  bone  age  are  retarded.  Exam- 


ination of  the  brains  of  children  who  died  of 
malnutrition  during  the  first  year  of  life  showed 
marked  reduction  in  the  level  of  nucleic  acid 
and  protein.  In  addition,  gross  and  microscopic 
morphological  changes  have  been  described  in 
various  organs  of  afflicted  children. 

Malnutrition  exists  in  company  with  many 
other  environmental  factors,  each  of  which  may 
adversely  influence  intellectual  development. 
Research  is  needed  to  separate  the  effects  of 
malnutrition  from  the  effects  of  physical,  bio- 
logical, and  sociocultural  environment  in  the 
United  States  population. 

Table  2 is  a list  of  viral,  bacterial,  and  para- 
sitic agents  which  may  affect  the  fetus  or  the 
newborn.  New  data  on  the  epidemiology  of  in- 
fections during  pregnancy  are  being  obtained 
and  evaluated.  One  such  study  is  the  Collabo- 
rative Perinatal  Research  Study  which  is  sup- 
ported by  the  Perinatal  Research  Branch  at  the 
National  Institute  of  Neurological  Diseases  and 
Stroke  in  Bethesda,  Maryland. 

Definite  association  has  been  made  between 
fetal  neurological  abnormalities  resulting  from 
four  infectious  processes.  These  are  rubella, 
cytomegalic  inclusion  disease,  syphilis  and  toxo- 
plasmosis. In  a number  of  infectious  diseases 


TABLE  I 

HIGH-RISK  INFANTS 

I.  Preconceptional  factors 

A.  Low  socio-economic  level 
1.  Nutrition 

B.  Metabolic  disease  in  the  mother 

1.  Endocrine 

2.  Amino  acid 

3.  Carbohydrate 

4.  Lipid 

5.  Mucopolysaccharidoses 

C.  History  of  reproductive  failures 

II.  Prenatal 

A.  Maternal  infection 

B.  Toxemia  of  pregnancy 

C.  Drug  ingestion 

D.  Radiation 

E.  Maternal  age  < 16  or  > 38 

F.  Fetal-Maternal  blood  group  incompatibility 

III.  Natal 

A.  Hemorrhage 

B.  Dystocia 

C.  Anesthesia 

D.  Trauma 

E.  Cesarean  section 

F.  Prematurity,  Postmaturity/Dysmaturity 

G.  Low  Apgar  score 

H.  Placental  infarction 

IV.  Postnatal  factors 

A.  Trauma 

B.  Infection 

C.  Parental  deprivation 

D.  Culturally  disadvantaged  child 

E.  Single  umbilical  artery 

F.  Disproportion  between  weight  or  length 

and  gestational  age 
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Figure  6.  The  timing  of  brain  growth  in  different  species 
in  relation  to  birth.  (Source:  Ref.  5.) 


149 


the  relation  between  central  nervous  system 
dysfunction  and  prenatal  insult  is  less  clear. 

In  a survey  of  30,000  pregnant  women  who 
were  evaluated  in  the  Collaborative  Study,  the 
frequency  of  clinical  rubella  was  found  to  be 
approximately  1:1,000  during  non-epidemic 
years.  During  the  1964  epidemic,  however,  the 
incidence  rose  to  approximately  22:1,000.  In  a 
serological  study  of  .500  pregnant  patients  dur- 
ing the  1964  epidemic,  68  per  cent  were  found 
to  be  immune  serologically,  2.6  per  cent  had 
clinical  rubella  confirmed  serologically,  and  1.2 
per  cent  had  inapparent  infection  which  was 
detected  serologically.  About  28  per  cent  were 
found  to  be  susceptible,  i.e.,  no  neutralizing 
antibodies  were  detected  in  the  first  specimen. 
Discussion  of  rubella  is  probably  of  academic 
interest  at  this  time.  Rubella  vaccine  will  un- 
doubtedly relegate  this  disease  into  the  list  of 
conditions  of  historical  interest. 

Another  factor  which  could  place  a child  at 
risk  to  develop  abnormalities  is  maternal  inges- 
tion of  drugs.  The  deleterious  effects  of  drugs 
taken  during  pregnancy  range  from  fetal  death 
to  various  types  of  malformation  involving  dif- 
ferent organ  systems  with  varying  degrees  of 
severity".  Because  increasing  evidence  makes  it 
apparent  that  drugs  may  in  themselves  exert 
profound  effects  upon  the  developing  fetus,  it 
behooves  us  to  weigh  carefully  the  potentials 


of  a drug  before  administering  it  to  the  preg- 
nant patient.  One  however,  must  be  cautious, 
in  placing  the  blame  on  certain  drugs  taken 
during  pregnancy,  especially  in  cases  in  which 
history  of  such  ingestion  is  poorly  documented 
and  in  which  the  impurities,  especially  in  illicit 
drugs,  may  have  been  the  responsible  substance 
producing  various  types  of  abnormalities. 

Interdisciplinary  collaboration  enhances  the 
probability  of  determining  etiologic  categories 
in  mental  retardation.  Utilizing  the  talents  and 
expertise  of  individuals  working  in  an  inter- 
disciplinary clinic  where  diagnostic  studies  are 
carried  out  on  handicapped  children,  the  cause 
of  affliction  was  determined  in  three  out  of  every 
four  cases.  This  emphasizes  the  value  of  a con- 
certed, cohesive  and  cooperative  effort  of  various 
professional  disciplines  in  evaluating  handi- 
capped children. 

While  certain  laboratory  procedures  are  help- 
fid  in  determining  etiology,  no  procedure  can 
supplant  the  value  of  a meticulously  obtained 
history  and  carefully  performed  physical  exam- 
ination. Occasionally,  a simple  procedure  can 
be  helpful  in  making  a diagnosis  as  exemplified 
by  the  following  case  history. 

A 23-month-old  boy  was  referred  to  an  out- 
patient mental  retardation  clinic  for  evaluation 
of  cerebral  palsy.  Pregnancy  was  full  term  and 
uncomplicated.  Labor  was  spontaneous  and 


TABLE  n 

INFECTIONS  AFFECTING  THE  FETUS  OR  NEWBORN 
(Source:  Ref.  6) 


Maternal  infection 

Specific  viral  infections: 

Rubella  .. 

Cytomegalovirus 

Herpes  simplex  ... 

Mumps  

Rubeola 

Western  equine  encephalitis 

Chickenpox— shingles 

Smallpox  

Vaccinia  

Influenza  

Poliomyelitis  

Hepatitis 

Coxsackie  B viruses 

N onspecific  viral  infections: 

Upper  respiratory  infections 
Severe  viral  infections 

Bacterial  infections: 

Spirochetal  infections: 

Syphilis 

Acute  bacterial  infections 

Tuberculosis 

Listeriosis 

Protozoan  infections: 
Toxoplasmosis 
Malaria 


Effects  on  fetus  or  newborn 

Malformations,  bleeding,  hepastosplenomegaly,  pneumonitis,  hepatitis, 
encephalitis,  etc. 

Microcephaly,  chorioretinitis,  deafness,  and  mental  retardation. 
Generalized  herpes,  encephalitis,  death. 

Fetal  death,  endocardial  fibroelastosis  (? ) and  malformations  (? ) 
Increased  abortions  and  stillbirths. 

Encephalitis. 

Chickenpox  or  shingles,  increased  abortions  and  stillbirths. 

Smallpox,  increased  abortions  and  stillbirths. 

Generalized  vaccinia,  increased  abortions. 

Malformations  ( ? ) 

Spinal  or  bulbar  poliomyelitis 
Hepatitis. 

Myocarditis. 


None. 

Prematurity. 


Congenital  syphilis. 

Prematurity". 

Congenital  tuberculosis. 

Abortions,  stillbirths,  septicemia,  meningoencephalitis,  habitual  abortion(?) 


Microcephaly,  chorioretinitis,  jaundice,  etc. 
Low  birth  weight  and  perinatal  mortality!?) 
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delivery  was  unremarkable.  Birth  weight  was 
seven  lbs.,  four  oz.  At  two  and  one-half  months 
the  parents  noticed  that  the  baby’s  left  arm 
did  not  move  as  well  as  his  right.  A tentative 
diagnosis  of  fractured  clavicle  was  made  on  the 
basis  of  some  erythema  and  tenderness  in  the 
area  of  the  left  clavicle.  X-rays  at  the  time, 
however,  were  negative.  The  erythema  and  ten- 
derness resolved  but  the  difficulty  with  the  left 
arm  persisted.  A local  pediatrician  made  the 
diagnosis  of  brachial  palsy.  At  age  eight  months 
the  patient  was  seen  by  a neurologist  who  made 
the  diagnosis  of  “mild  cerebral  palsy”  on  the 
basis  of  physical  findings  and  an  EEG  demon- 
strating “damage  on  the  right  side.”  Skull  films 
were  normal.  He  was  referred  to  a physical 
therapist  and  to  an  orthopedic  clinic  where  a 
short  leg  brace  was  placed  on  the  left  leg  and  a 
night  cast  also  applied.  Repeat  EEG  showed 
“damage  on  the  right  side.”  Development  has 
been  slow. 

Physical  examination  showed  a marked  in- 
crease in  tone  in  the  lower  left  extremity.  Deep 
tendon  reflexes  were  hyperactive  in  the  left 
arm  and  slightly  more  active  in  the  left  leg.  The 
response  of  the  left  toe  was  extensor  and  the 
right  toe  was  equivocal.  The  left  upper  extrem- 
ity measured  33  cm.  while  the  right  upper  ex- 
tremity measured  35  cm.  The  lower  extremity' 
on  the  left  measured  42  cm.  and  44  cm.  on  the 
right.  Opticokinetic  response  was  not  present 
with  the  figures  moving  from  left  to  right  but 
was  present  occasionally  with  movements  from 
right  to  left.  There  was  a definite  alternating 
left  esotropia.  Extraocular  movements  were  full 
and  there  was  no  nystagmus. 

Transillumination  revealed  a marked  increase 
in  glowing  over  the  right  frontoparietotemporal 
region.  Transillumination  over  the  left  side  of 
the  cranium  was  not  increased.  Abnormal  trans- 
illumination of  this  type  has  been  described  in 
porencephaly,  hydranencephaly,  hydrocephaly, 
subdural  effusion,  hypertonic  dehydration,  lo- 
calized cerebral  atrophy  and  subarachnoid 
cysts.  In  view  of  the  extensive  degree  of  trans- 
illumination present,  its  unilaterality,  the  long- 
standing presence  and  static  nature  of  the  child’s 
neurologic  lesion,  the  diagnosis  of  porencephaly 
was  made. 

Certain  laboratory  studies  are  indicated  when 
the  etiology  is  unknown.  Chromosome,  x-ray, 
and  EEG  determinations,  and  search  for  meta- 
bolic errors  may  be  informative  but  the  yield 
from  these  procedures  is  not  very  high  unless 
specific  indications  to  warrant  them  exist. 

Investigators  follow  different  criteria  before 
analyzing  a patient’s  chromosomes.  It  must  be 


realized,  however,  that  it  is  possible  that  genetic 
and  metabolic  problems  may  be  missed  unless 
certain  laboratory  studies  are  systematically 
performed.  Figure  7 shows  a 4V2-year-old  girl 
who  would  not  have  had  a cytogenetic  study 
performed  on  her  if  current  criteria  for  carrying 
out  such  a study  were  followed.  She  did  not 
have  sufficient  phenotypic,  historical,  or  familial 
indications  to  warrant  cytogenetic  evaluation. 
In  more  than  500  cells  which  were  studied  from 
blood,  skin  and  bone  marrow,  the  patient  pre- 
sented a consistent  picture  of  autosomal  mono- 
somy, a condition  previously  thought  to  be  in- 
compatible with  extrauterine  existence. 

Physicians  must  recognize  disorders  which  can 
mimic  mental  retardation.  Hearing  deficit,  visual 
defect,  cerebral  palsy,  specific  learning  disability 
such  as  dyslexia,  minimal  brain  dysfunction, 
emotional  difficulties,  epilepsy  and  chronic  un- 
demutrition  may  impair  a child’s  ability  to  learn, 
play,  and  socialize  although  his  intellectual  en- 
dowment is  potentially  within  the  normal  range. 

Management 

Physicians,  behavioral  scientists,  educators, 
and  other  professional  groups  may  be  involved 
in  the  management  of  a mentally  retarded  child. 
The  physician,  however,  remains  the  key  to  any 
successful  effort.  He  must  initiate  diagnosis  and 
treatment  and  must  coordinate  the  efforts  of 
other  specialists.  His  position  is  central  in  at 
least  two  ways:  (1)  he  is  the  individual  who 
is  most  likely  to  see  and  evaluate  the  child 
during  infancy  and  (2)  he  has  the  opportunity 
to  evaluate  and  follow-up  a problem  from  birth 
to  senescence.  He  must  be  familiar  with  the 
kinds  and  quality  of  community  facilities  avail- 
able to  the  child  and  his  family.  Through  his 
professional  organizations,  local  community 
agencies  and  medical  school  the  physician  must 
take  an  active  role  in  the  development  of  good 
and  comprehensive  programs  for  the  retarded. 
He  must  welcome  the  opportunity  to  participate 
in  various  seminars  and  programs  where  con- 
tinuing education  is  offered  in  the  management 
of  this  problem.  Many  students,  interns  and 
residents  are  now  spending  time  with  local  prac- 
titioners as  part  of  their  training  to  observe  and 
participate  in  the  management  of  commonly  en- 
countered health  problems.  Conversely,  the 
practicing  physicians  and  eventually  their  pa- 
tients, will  benefit  from  the  discussions  which 
will  be  engendered  by  such  an  affiliation. 

In  their  leadership  role  the  type  of  manage- 
ment physicians  recommend  may  shape  the 
future  of  the  patient  and  his  family.  Recom- 
mendations for  management  are  dependent  upon 
the  child's  condition,  family  status,  community 
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Figure  7.  Patient  with  monosomy  G. 


resources,  and  the  physician's  competence,  in- 
terest and  inclinations.  Recommendations  for 
further  care  are  many  and  varied,  among  which 
are: 

1.  Public  health  nursing  service. 

2.  Special  medical  care  such  as  surgery, 
drugs  for  behavior  modification,  epilepsy. 

3.  Halfway  houses  or  satellite  facilities  in- 
cluding boarding  homes,  nursing  homes,  and 
foster  homes. 

4.  Special  dietary  treatment. 

5.  Homemakers  and  visiting  nursing  services. 

6.  Physical  therapy  or  occupational  therapy. 

7.  Psychiatric  treatment. 

8.  Institutionalization  either  on  a more  or 
less  permanent  basis  or  as  a guest  in  times  of 
family  crises  or  to  give  the  family  an  oppor- 
tunity to  enjoy  a much  deserved  rest. 

Training  designed  to  make  the  child  as  inde- 
pendent as  possible  must  be  encouraged.  De- 
velopment of  self-help  skills,  good  personal  hy- 
giene, feeding  and  walking  must  be  stressed. 

Counseling 

One  of  the  main  reasons  why  parents  of  a 
mentally  retarded  child  consult  a physician  is 
to  obtain  advice  concerning  future  planning  for 
their  child.  Successful  planning  depends  upon 
many  factors  among  which  is  a realistic  expec- 
tation for  educational  or  vocational  achievement 


based  upon  the  child’s  abilities  and  disabilities. 
In  a study  of  40  families  conducted  in  a mental 
retardation  clinic  in  Bethesda,  the  parents’  esti- 
mate of  the  child’s  present  ability  level  and  the 
parents'  preclude  and  postclinic  expectations  of 
their  child’s  future  accomplishments  were  ob- 
tained. The  mean  maternal  estimates  of  the 
children’s  development  ages  (I.  Q.  67.4)  was 
not  significantly  different  from  the  paternal  esti- 
mate (1.  Q.  65.8).  The  mean  of  the  clinic  esti- 
mates of  the  children’s  1.  Q.  (65)  was  not 
significantly  different  from  the  means  of  the 
maternal  and  paternal  estimates.  These  findings 
indicate  that  the  parents'  assessments  of  their 
children’s  developmental  ages  were  reasonably 
accurate  when  compared  with  the  clinical  as- 
sessments. Paternal,  maternal,  and  parents’  com- 
posite expectations  of  the  child’s  future  accom- 
plishments, however,  differed  significantly  from 
the  clinic’s  evaluation.  Prior  to  the  clinic  ex- 
perience, the  parents  tended  to  have  higher 
expectations  for  their  children’s  futures  than 
the  staff.  After  the  evaluation  and  counseling  in 
the  clinic,  however,  the  parents’  expectations 
tended  to  be  congruent  with  the  expectations  of 
the  staff. 

Prevention 

Every  effort  in  the  field  of  mental  retardation 
should  include  prevention  as  one  of  its  primary 
objectives.  Prevention  may  be  primary  or  sec- 
ondary. Primary  prevention  consists  of  measures 
to  prevent  mental  retardation  from  occurring. 
Secondary  prevention  is  designed  to  mitigate 
the  effects  of  mental  subnormality  once  they 
have  occurred.  Examples  of  primary  prevention 
include  elimination  and  control  of  communicable 
diseases,  accident  prevention,  adequate  prenatal 
care,  health  supervision  of  infants  and  children 
and  genetic  counseling.  Secondary  prevention 
includes  restriction  of  specific  components  of 
diet  in  a few  metabolic  disorders,  administration 
of  thyroid  hormone  in  cretinism  and  neuro- 
surgical intervention  in  hydrocephalus. 

Physicians,  social  scientists,  and  political  lead- 
ers recognize  the  importance  of  family  planning 
in  the  primary  prevention  of  mental  retardation. 
If  family  planning  information  and  services 
were  made  available  to  older  women,  mongolism 
and  other  congenital  malformations  would  be 
reduced.  Figure  8 shows  a progressively  in- 
creasing incidence  of  congenital  hydrocephalus, 
anencephalus  and  mongolism  with  increasing 
maternal  age.  It  has  been  estimated  that  avoid- 
ance of  unwanted  births  will  reduce  prematurity 
by  19  per  cent,  neonatal  deaths  by  20  per  cent, 
congenital  anomalies  by  22  per  cent  and  mon- 
golism by  31  per  cent. 
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Research 

The  quest  for  knowledge  must  continue, 
through  research  in  the  biomedical  and  behav- 
ioral sciences,  if  the  health  of  our  children  is 
to  be  maintained  and  improved.  Recent  re- 
search has  provided  information  about  induc- 
tion of  enzymatic  functions  through  administra- 
tion of  drugs;  intrauterine  diagnosis  of  genetic 
defects;  diagnosis  of  carriers  of  potentially  lethal 
diseases;  development  of  biologic  products  such 
as  rubella  vaccine,  and  gamma  G immunoglo- 
bulin to  Rh  factor,  and  the  effect  of  nutrition 
on  growth  and  development. 

The  physician’s  function  — maintenance  of 
health— has  not  changed  but  is  taking  different 


INCIDENCE  OF  C.  N.  S.  MALFORMATIONS  IN 
RELATION  TO  MATERNAL  AGE  AT  BIRTH 


Figure  8.  Incidence  of  congenital  malformations  in  relation 
to  maternal  age  at  birth.  There  is  a progressively  increasing 
incidence  of  congenital  hydrocephalus,  anencephalus,  and 
mongolism  with  increasing  maternal  age  starting  at  around 
age  35. 


forms.  With  routine  immunization,  modern  sani- 
tation, better  community  and  family  health  stan- 
dards, and  availability  of  vastly  improved  chemo- 
therapeutic agents,  the  treatment  of  infectious 
diseases  is  no  longer  the  be-all  and  end-all  of 
a physician’s  practice.  He  is  keeping  pace  with 
a society  that  no  longer  accepts  the  inevita- 
bility of  disabilities  and  infirmities.  He  is  con- 
cerned with  preventive  medicine,  with  birth 
defects,  with  emotional  health.  His  care  of  the 
“whole  child”  encompasses  the  entire  continuum 
of  growth  and  development  including  the  psy- 
chological maturation  that  permits  the  individual 
to  function  in  the  society  in  which  he  finds 
himself. 
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It  is  good  to  collect  things ; it  is  better  to  take  walks. 

Anatole  France 
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Synthroid* 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  isspecific  replace- 
ment therapy  for  diminished  or  absent  thyroid  function  resulting 
from  primary  or  secondary  atrophy  of  the  gland,  congenital  defect, 
surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyroxine)  Tablets  include  myxedema, 
hypothyroidism  without  myxedema,  hypothyroidism  in  pregnancy, 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroid- 
ism, simple  (non-toxic)  goiter,  and  reproductive  disorders  associated 
with  hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injection 
is  indicated  in  myxedematous  coma  and  other  thyroid  dysfunctions 
where  rapid  replacement  of  the  hormone  is  required.  When  a pa- 
tient does  not  respond  to  oral  therapy,  SYNTHROID  (sodium  levo- 
thyroxine) injection  may  be  administered  intravenously  to  avoid  any 
question  of  poor  absorption  by  either  the  oral  or  the  intramuscular 
route. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage 
may  cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia, 
vomiting  and  continued  weight  loss.  These  effects  may  begin  after 
four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue 
medication  for  2-5  days,  then  resume  at  a lower  dosage  level.  In 
patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage  require- 
ments. If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison's  Disease  (chronic  subcortical  insufficiency),  Simmonds's 
Disease  (panhypopituitarism)  or  Cushing's  syndrome  (hyperadren- 
alism),  these  dysfunctions  must  be  corrected  prior  to  and  during 
SYNTHROID  (sodium  levothyroxine)  administration.  The  drug 
should  be  administered  with  caution  to  patients  with  cardiovascular 
disease;  development  of  chest  pains  or  other  aggravations  of  car- 
diovascular disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyroxine) 
therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism:  sweat- 
ing, heart  palpitations  with  or  without  pain,  leg  cramps,  and  weight 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observed. 
Myxedematous  patients  with  heart  disease  have  died  from  abrupt 
increases  in  dosage  of  thyroid  drugs.  Careful  observation  of  the 
patient  during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed  by 
a more  gradual  adjustment  upward  will  result  in  a more  accurate 
indication  of  the  patient's  dosage  requirements  without  the  appear- 
ance of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be 
increased  by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  RBI 
measurements  about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema,  starting 
dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05 
mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks. 
The  daily  dose  may  be  further  increased  at  two-month  intervals  by 
0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3 
mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  adminis- 
tered intravenously  utilizing  200-400  meg.  of  a solution  containing 
100  meg.  per  ml.  If  significant  improvement  is  not  shown  the  follow- 
ing day,  a repeat  injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


Fog  on  the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
haloed  street  lamp.  The  flare  of  a match  reveals  the  profile  of  Sherlock 
Holmes.  As  he  lights  his  calabash,  his  companion  speaks: 


“Is  that  why  there's  such  a smooth,  predictable  response,  Watson?” 
“Quite!  With  agent  T4,  SYNTHROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.” 


“By  Jove,  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
again.  What  we’re  looking  for  is  a single  entity.  I thought  we  were 
dealing  with  several  others— even  twins.  But  now— I'd  say  we’ve 
uncovered  a double  agent.” 

“Tell  me  more,  Watson,  and  be  quick  about  it!” 

i(Watson  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
reads  aloud  from  it): 


“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone — because 
‘free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  ‘free’  thyroxine — the  form  in 
which  it  is  metabolically  active.” 


“The  key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
roxine)”. . . 

“Shhh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

(Watson  continues):  “A  single  entity  that  serves  two  functions.” 

“A  master  stroke,  Watson.” 

“Follow  along.  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
ing thyroid  hormone  is  levothyroxine— T4  as  you  call  it.  T4  is  bound 
to  thyroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
gradually  to  tissue  cells— as  free  thyroxine.” 


“Magnificent,  Watson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
And  that’s  why  SYNTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the  physician,  too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 


5ynthraid  (sodium  levothyroxine) 


Review  of  Milk  Allergy 

/.  L.  Hemmings,  Jr.,  M.  A). 


/T'*here  are  few  subjects  in  which  there  is  such 
a wide  tangle  of  views  as  that  of  milk  allergy. 
Allergy  to  milk  has  been  held  responsible  for 
symptoms  and  signs  of  protean  nature  involving 
gastrointestinal,  respiratory,  hematopoietic,  der- 
matological, nervous,  and  urinary  tract  as  well 
as  for  general  symptoms  such  as  anaphylactic 
shock.  Milk  allergy  has  been  implicated  as 
etiologicaUy  important  in  many  clinical  syn- 
dromes such  as  cot  deaths,  infantile  cortical 
hyperostosis,  circulatory  insufficiency,  chronic 
respiratory  disease,  idiopathic  pulmonary  hemo- 
siderosis, chronic  ulcerative  colitis,  and  certain 
iron  deficiency  anemias. 

Because  of  the  diversity  of  signs,  symptoms, 
and  clinical  syndromes  attributed  to  cow’s  milk 
allergy,  it  is  apparent  that  the  diagnosis  of  milk 
sensitivity  on  a clinical  basis  is  highly  unreliable. 
Much  work  has  been  done  on  the  demonstration 
of  milk  antibodies  in  human  sera,  but  to  correlate 
the  clinical  and  immunologic  aspects  of  milk 
allergy  appears  to  be  a difficult  task. 

The  history  of  milk  allergy  parallels  the  devel- 
opment of  successful  artificial  feedings  of  in- 
fants with  cow’s  milk.  Only  a very  few  survived 
if  deprived  of  his  natural  food  prior  to  the 
bacteriologic  and  nutritional  advances  that  made 
artificial  feedings  safe  and  accepted.  In  a survey 
10  years  ago  it  was  found  that  of  2,000,000 
babies,  21  per  cent  were  breast  fed,  16  per  cent 
breast  and  bottle,  and  63  per  cent  bottle  fed. 
In  the  past  50  years  the  per  capita  consumption 
of  milk  has  increased  16  per  cent  and  of  evap- 
orated milk  900  per  cent.18 

The  protein  composition  of  cow's  milk  varies 
somewhat  with  the  lactating  cycle  insofar  as 
relative  proportions  are  concerned  but  the  qual- 
itativity  remains  constant.  Three  major  proteins 
make  up  54-80  per  cent  of  the  total,  i.e.,  alpha 
casein  (45-68  per  cent),  B-lactoglobulin  (7-12 
per  cent ) , and  alphalactoalbumin  ( 2-5  per  cent ) . 
Bovine  albumin  and  gamma  globulin  recently 
have  been  found  also  to  be  antigenically  im- 
portant. Casein  is  heat  stable  and  similar  in  all 
mammalian  milk,  lactalbumin  is  only  partially 
denatured  in  heat  treated  milk,  but  is  the  least 
allergenic  portion,  B-lactoglobulin  is  the  most 
allergenic  portion  and  is  only  partially  de- 
natured by  heat.  Sixteen  separate  antigens  have 
been  found  in  cow’s  milk.  A great  deal  of  work 
remains  to  be  done  in  order  to  identify  further 
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the  various  components  of  cow's  milk.  At  the 
present  time,  Spies65  et  al  are  working  with 
digested  milk  products  in  relation  to  antibody 
protein  and  sensitivity. 

Certain  manifestations,  definitely  allergic  in 
nature,  can  follow  the  ingestion  of  cow's  milk; 
these  are  not  due  to  the  milk  proteins  but  to 
substances  appearing  in  the  milk  because  of 
ingestion  by  the  cow  or  injection  into  the  udder, 
or  because  of  contamination  of  the  milk  prior 
to  consumption.  These  substances  may  be  very 
difficult  to  track  down  but  they  include  bromide, 
iodide,  heavy  metals,  cascara,  sidfa  dings,  peni- 
cillin, snake  root,  ragweed  pollen,  linseed,  cotton 
seed,  wheat,  peanuts,  and  bacterial  contamina- 
tion.13 

There  are  at  least  53  separate  signs  and  symp- 
toms attributed  to  milk  allergy  in  the  literature 
and  the  list  is  growing  yearly.  The  most  com- 
mon and  important  are  eczema,  cough,  chronic 
nasal  congestion,  sneezing,  asthma,  colic,  vomit- 
ing, diarrhea,  refusal  of  milk,  and  failure  to 
thrive. 

To  diagnose  milk  allergy,  most  observers  now 
agree  that  certain  criteria  should  be  met:  ( 1 ) 

The  most  important  of  them  is  that  the  inges- 
tion of  small  amounts  of  milk  will  cause  the 
symptoms  complex  in  question  and  that  they 
disappear  upon  withdrawal  of  milk  but  reappear 
with  reingestion  repeatedly.  (2)  Other  organic 
or  functional  diseases  should  be  ruled  out  e.g.: 
galactosemia 
pyloric  stenosis 
hvpophosphatasia 
acrodynia 

any  malabsorption  syndrome  or  G.  I.  upset 
cystic  fibrosis 

flaccid  epiglottis  or  tracheomalacia 
milk  ichthyosis,  ectodermal  dysplasia 
local  irritation  or  contact  dermatitis 
congenital  malformation 
birth  injury 

“poor  feeding  practice’’— common 
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(3)  Rule  out,  if  possible,  any  foreign  sub- 
stance in  the  milk  that  may  be  causing  the 
symptoms. 

( 4 ) Supportive  evidence— 

(a)  major  allergic  manifestations 
present. 

(b)  personal  history  of  allergy. 

(c)  family  history  of  allergy. 

( d ) nasal  eosinophilia. 

(e)  blood  eosinophilia. 

(f)  stool  eosinophilia. 

(g)  response  to  antihistamines. 

(h)  skin  tests. 

( i ) passive  transfer  tests. 

(5)  X-ray  study  of  bowels  and  chest  plus 
sigmoidoscopy  may  help. 

The  incidence  of  milk  allergy,  like  sin,  varies 
with  the  observer,  his  criteria,  and  his  popula- 
tion sample.18  A variation  from  less  than  0.1  per 
cent-30  per  cent  in  no  way  invalidates  these 
estimates  of  the  incidence  of  cow’s  milk  allergy 
when  allowances  are  made  for  the  fact  that 
some  of  the  patients  are  children  who  are  con- 
sidered to  be  nonallergic  with  no  major  allergy 
while  others  are  allergic  patients.  These  figures 
are  sufficient  to  show  that  allergy  to  cow’s  milk 
is  a very  real  problem  in  clinical  medicine  and 
one  which  cannot  be  ignored.  Reported  inci- 


dences:13 

Bachman  & Dees— well  babies  1% 

Bachman  & Dees— Allergic  infants  30% 

Collins-Williams— in  children  0.3% 

Cooke— all  children  0.3-0. 4% 

Rackemann— all  children  0.1% 

Waldbott— all  children  3.5% 

Rowe— all  children  2.7% 

Clein— all  infants  7% 

Glasser— own  patients  7 % 

Loveless— Children  patients  (clinical)  1.5% 
—Children  patients  ( Skin  tests ) 2.3% 
Vaughan— Children  patients  1-1.5% 

Alexander— Children  and  Adults  in 

G.  I.  Clinic  5% 

Fries— Own  patients  5% 


It  is  said  that  10  per  cent  of  all  patients  are 
treated  for  allergy.  If  only  one  per  cent  are 
allergic  to  cow’s  milk,  this  is  an  impressive  num- 
ber (about  2.000,000)  to  be  sensitive  to  a single 
food. 

The  first  report  of  milk  allergy  probably  was 
that  of  Hamberger,30  in  1901,  when  he  reported 
an  anaphylactic  reaction  in  an  infant.  Since 
then  the  literature  has  been  filled  with  clinical 


and  immunological  reports  with  very  poor  cor- 
relation between  these  two  aspects  of  the  dis- 
ease. First  let  us  review  the  immunologic  por- 
tion: 

Gold-7  found  increased  gut  permeability  in 
the  young  infant  with  increased  antibody  pro- 
ductions, but  he  could  not  place  any  significance 
on  his  findings. 

Fireman22  reports  finding  skin  sensitizing  anti- 
body to  milk  in  all  fractions  of  immunoglobulin. 

Ratner,55  in  1934,  showed  that  50  per  cent 
of  both  young  and  adult  guinea  pigs  were  sensi- 
tized to  milk  by  oral  feedings  and  could  be 
shocked  in  I.  V.  doses. 

Schloss,59  in  1923,  demonstrated  precipitin 
antibodies  to  cow’s  milk  and  passive  transfer  to 
guinea  pigs  in  sera  of  “Marasmic”  children.  In 
1935,  he  associated  these  findings  with  positive 
skin  tests. 

Lippard,  Schloss  and  Johnson43  reported  com- 
plement fixating  antibody  in  229  normal  infants 
and  children.  They  also  found  cow’s  milk  pro- 
tein in  the  serum  of  infants  after  artificial  feed- 
ings for  three  to  four  days;  this  increased  through 
20  days,  then  disappeared.  Antibodies  to  cow’s 
milk  were  in  the  serum  after  eight  days  to  50 
days  and  decreased  after  15  months. 

Berger8  showed  complement  fixating  anti- 
bodies in  20  of  84  children— seven  were  allergic. 

Gruskey  and  Cooke36  demonstrated  that 
tagged  albumin  could  be  absorbed  directly  in 
normal  children  and  to  a greater  extent  in  those 
with  diarrhea. 

Rothberg56  studied  Bovine  Serum  Albumin 
and  found  75  per  cent  of  children  under  16  had 
antibodies,  25  per  cent  of  young  adults  ( 16-40 
years)  and  8 per  cent  over  40  years.  Antibodies 
to  bovine  gamma  globulin  were  found  half  as 
often.  These  antibodies  occasionally  were  found 
in  cord  blood.  Skin  tests  did  not  correlate  well 
and  one-third  of  the  patients  were  well. 

McCrea49  et  al  did  precipitin  tests  on  932 
sera,  one-third  of  which  were  from  children 
under  16  years  of  age.  They  found  one  or  more 
bands  in  16  per  cent  ( 17  per  cent  children,  15 
percent  adults)  but  none  in  nonretarded  adults. 
No  difference  could  be  found  due  to  age,  race, 
or  sex,  but  an  increased  incidence  of  antibody 
was  found  in  mongoloids,  mental  retardates 
(I.  Q.  less  than  20)  and  non-blood  group  “O’ 
patients.  Anemia  was  found  three  times  as 
often  in  the  group  with  antibody.  They  found 
no  significant  increase  in  antibody  in  patients 
with  other  allergy,  malabsorption  syndromes, 
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ulcers,  ulcerative  colitis,  cystic  fibrosis,  rheu- 
matoid arthritis  or  rheumatic  fever.  Of  30  with 
a history  of  milk  allergy  only  three  had  positive 
tests. 

Bayless3  studied  14  healthy  males  who  had 
abdominal  cramps,  bloating,  and  diarrhea  after 
one  or  two  glasses  of  milk  and  found  only  one 
with  precipitating  antibody.  He  had  asthma  as 
a child.  All  14  had  abnormal  lactase  activity. 
Sixteen  healthy  males  with  no  symptoms  had 
no  precipitins.  Of  104  consecutive  army  in- 
ductees eight  stated  they  had  had  symptoms 
with  milk.  Three  positive  tests  were  obtained 
but  none  of  these  with  history  of  intolerance. 

Dees18  reports  skin  tests  on  113  infants  with 
30  positive  tests.  None  of  these  with  positive 
scratch  tests  had  any  evidence  of  allergy  to  cow’s 
milk. 

Gunther,34  et  al  used  the  tanned  cell  hemag- 
glutination technique  to  measure  antibodies  in 
sera  to  soluble  protein  in  reconstituted  dried 
milk  and  found  that  nearly  all  the  infants  re- 
ceive an  antigenic  stimulation  from  the  protein 
of  cow's  milk— 98  per  cent  by  seven  weeks. 
Parish,52  et  al  studied  serum  titres  to  cow’s  milk 
antibody  in  24  cot  deaths  of  infants,  all  of  whom 
had  been  bottle  fed,  and  found  that  a majority 
of  these  had  received  considerable  antigenic 
stimulation. 

Heiner  and  Sears36  reported  seven  infants 
from  six  weeks  to  15  months  of  age  with  chronic 
respiratory  disease  which  was  attributed  to 
cow’s  milk  allergy.  Diner,19  et  al  reported  fur- 
ther on  these  seven  cases  and  added  an  addi- 
tional one.  Some  of  them  became  spontaneously 
asymptomatic  later— even  though  circulating 
precipitin  antibodies  were  still  present  in  their 
sera.  Some  improved  or  cleared  when  they 
were  on  modified  cow’s  milk  or  taken  off  cow’s 
milk. 

Heiner37  classified  patients  with  milk  pre- 
cipitins in  their  diet  into  three  groups:  (1) 

Those  whose  sera  had  precipitin  titres  of  1:16 
or  greater  to  any  component  of  milk  or  which 
produced  more  than  five  precipitin  bands  in 
agar.  All  patients  had  symptoms.  (2)  Those 
whose  sera  produced  one  to  five  precipitin  bands 
and  had  a titre  of  less  than  1:16,  the  patients 
usually  having  symptoms  but  not  always.  (3) 
Patients  with  no  precipitins  to  milk  demon- 
strable by  agar  diffusion  test  in  their  sera  had 
symptoms  related  to  milk  sensitivity  on  a few 
occasions  but  most  had  no  symptoms.  Heiner 
concludes  that  if  precipitins  are  found  with 
many  bands,  it  suggests  that  milk  is  connected 
with  the  illness  and  the  patient  should  be  tried 


off  milk.  Heiner,  et  al  reported  further  on  a 
total  of  2200  patients  studied  for  precipitins. 
Eight  patients  had  five  or  more  precipitin  bands 
in  their  sera  and  all  of  these  had  chronic  res- 
piratory disease  and  positive  skin  tests.  There 
were  also  18  patients  with  one  to  three  bands 
who  did  not  have  symptomatology  recognizable 
as  a syndrome.  The  authors  feel  that  precipitins 
found  in  normal  subjects  have  not  been  in  high 
titre  nor  were  there  multiple  precipitin  bands 
(more  than  three)  observed.  They  conclude 
that  the  precipitin  reaction  in  agar  has  proved 
to  be  a useful  aid  in  recognizing  hypersensi- 
tivity to  cow’s  milk  although  this  should. not  be 
the  only  criterion  for  making  such  a diagnosis. 

Heiner3S  et  al  studied  sera  of  25  children  and 
15  adults  with  coeliac  disease  by  micro-immu- 
nodiffusion. Fifteen  of  the  40  had  precipitins 
to  cow's  milk  which  contrasts  with  the  one  to 
two  per  cent  incidence  of  precipitins  to  cow’s 
milk  found  by  this  technique  in  unselected 
populations. 

Hinkle40  et  al  described  27  cases  of  children 
with  milk  precipitins  and  in  20  of  these  there 
was  an  increased  incidence  of  respiratory  dis- 
ease. Withdrawal  of  undenatured  milk  proteins 
from  the  diets  resulted  in  the  disappearance  of 
these  precipitins  and  many  of  the  patients  also 
had  a decreased  number  of  respiratory  infec- 
tions. 

Holland41  et  al,  using  micro-double  diffusion 
in  agar  found  precipitating  antibodies  to  milk 
in  the  sera  of  87  of  1618  infants  and  children. 
All  had  precipitins  to  less  than  six  milk  proteins 
and  there  was  no  correlation  between  the  num- 
ber of  bands  and  severity  of  disease.  This  group 
of  87  patients  had  a high  incidence  of  chronic 
or  recurrent  respiratory  disease  (71  per  cent-9 
per  cent)  as  well  as  an  uncommon  frequency  of 
hepatosplenomegaly  (15-2),  anemia  (40-14), 
and  failure  to  thrive  (25-12).  Removal  of  pas- 
teurized milk  from  the  diet  of  24  of  the  symp- 
tomatic children  resulted  in  clinical  improvement 
in  22,  including  all  those  with  failure  to  thrive 
and  hepatosplenomegaly. 

Peterson,53  in  a series  of  cases  of  children 
(well  and  with  various  diseases)  under  two 
and  one-half  years  of  age  found  a 14  per  cent 
incidence  of  precipitating  milk  antibodies. 

Kniker44  studied  a series  of  cases  of  children 
with  allergic  rhinitis,  asthma,  and  other  classical 
allergies  and  found  one  out  of  four  had  pre- 
cipitins to  milk.  Of  the  patients  who  became 
asymptomatic  when  taken  off  milk,  many  re- 
tained their  antibodies  ( although  the  titres 
dropped)  even  though  the  patient  reached  the 
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point  at  which  he  could  tolerate  milk  without 
symptoms. 

Gold  and  Godek29  used  the  coated  tanned 
cell  method  to  measure  antibodies  to  milk  pro- 
teins. Half  of  the  infants  fed  cow’s  milk  de- 
veloped antibody  to  cow’s  milk  within  the  first 
three  to  eight  months  of  life.  Sera  from  some 
infants  who  died  suddenly  were  found  to  be 
similar  to  sera  from  normal  children. 

Taylor  and  Truelove67  studied  75  patients 
with  ulcerative  colitis  and  90  normals  by  gel 
diffusion  and  passive  cutaneous  anaphylaxis, 
obtaining  all  negative  tests.  Coated  tanned  cell 
hemagglutination,  however,  showed  circulating 
antibodies  in  many  and  much  higher  titres  in 
the  patients  with  ulcerative  colitis  with  no  rela- 
tion to  severity  of  symptoms.  He  felt  that  this 
probably  was  due  to  increased  absorption 
through  an  injured  mucosa.  Bender7  found  59 
per  cent  of  his  patients  with  ulcerative  colitis 
had  milk  intolerance  and  lactase  deficiency. 
About  half  of  these  did  better  on  lactose-free 
diet. 

Taylor,08  et  al  studied  sera  from  24  children 
with  coeliac  disease,  50  control  children,  60 
adults  with  idiopathic  steatorrhea  and  64  con- 
trol adults  by  gel  diffusion  and  coated  tanned 
cell  methods.  They  found  that  the  patients 
with  coeliac  disease  or  idiopathic  steatorrhea 
had  antibodies  to  purified  individual  cow’s  milk 
proteins  in  significantly  higher  incidence  and 
titres  than  did  the  sera  from  the  controls.  Bay- 
lass4  studied  precipitating  antibodies  in  patients 
with  nontropical  sprue  and  found  25  per  cent 
had  antibody  to  milk.  This  decreased  to  eight 
per  cent  after  treatment.  Only  two  and  eight- 
tenths  per  cent  of  his  controls  had  antibody, 
but  he  could  show  no  relation  between  anti- 
body and  disease. 

Wright73  et  al  studied  100  cord  bloods  and 
specimens  of  blood  from  100  corresponding 
mothers  by  the  coated  tanned  cell  test  using 
purified  milk  proteins.  They  found  a lack  of 
correlation  between  the  titres  of  the  maternal 
and  cord  bloods. 

Larose45  et  al  studied  12  patients  clinically 
sensitive  to  milk,  also  nine  controls  by  BDB 
hemagglutination,  tanned  cell  hemagglutination, 
and  complement  fixation.  They  obtained  posi- 
tive reactions  in  six  of  the  patients  and  in  five 
controls  and  concluded  that  a single  random 
determination  of  hemagglutination  titre  cannot 
be  used  in  the  diagnosis  of  food  sensitivity. 

Gunter34  et  al  studied  the  changes  in  titre  of 
antibodies  in  the  first  weeks  of  life  in  the  cases 
of  108  infants  whose  intake  of  cow’s  milk  was 


known.  They  used  the  passive  hemagglutination 
technique  of  Boyden.  Very  high  titres  were 
found  in  the  serum  as  early  as  the  eighth  to  the 
eleventh  day  in  13  of  the  babies  who  had  been 
fed  early  on  cow’s  milk,  with  much  lower  titres 
if  cow’s  milk  was  fed  later. 

Wilson  & Heiner71  found  precipitins  to  cow’s 
milk  in  75-80  per  cent  of  infants  and  children 
with  iron  deficiency  anemia  and  concluded  that 
there  is  one  form  of  iron  deficiency  anemia 
dependent  on  primary  sensitization  to  cow’s 
milk.  They  stated  that  patients  may  need  to  be 
off  milk  for  three  weeks  for  much  improvement. 

Johnstone42  used  the  BDB  hemagglutination 
technique  to  study  21  children  clinically  sensitive 
to  milk,  and  74  controls.  There  was  no  significant 
difference  in  titre  between  the  two  groups. 

Peterson  and  Good7’4  studied  288  sera  from 
patients,  mostly  children,  with  a wide  variety 
of  diseases  as  well  as  from  normal  persons  by 
capillary  tube  precipitin  tests,  double  gel  diffu- 
sion, hemagglutination  (BDB)  and  in  some 
cases  by  skin  tests  and  by  immuno-electro- 
phoresis.  Analysis  of  these  cases  led  them  to 
conclude  that  the  antibody  is  present  in  such 
a diverse  group  of  patients  that  its  presence 
cannot  be  used  as  an  effective  diagnostic  tool. 
The  hemagglutination  test  was  the  most  sen- 
sitive, but  many  patients  with  titres  had  no 
disease.  They  found  increased  antibodies  as- 
sociated with  most  chronic  diseases,  especially 
cleft  palate,  swallowing  problems,  chronic 
pneumonia,  Aldrich  syndrome,  and  Hurler’s 
disease.  As  to  why  the  antibody  production, 
they  felt  that  there  was  predisposition  in  some 
to  make  them,  and  that  with  high  dosage  of 
antigen  you  may  get  increased  production.  They 
also  questioned  that  the  pulmonary  route  of 
exposure  with  aspiration  may  lead  to  increased 
absorption  and  antibody  production. 

Sheehan  and  Glaser63  investigated  the  cases 
of  25  patients  clinically  sensitive  to  milk  by  agar 
gel  diffusion  and  tanned  cell  hemagglutina- 
tion, and  also  investigated  25  controls.  None  of 
the  patients  gave  positive  precipitin  bands  and 
the  hemagglutination  titres  did  not  show  any 
difference  between  the  two  groups. 

Goldman30’  31  et  al  studied  89  children  clin- 
ically allergic  to  milk  as  proven  by  repeated 
(three)  oral  challenges  with  milk  and  milk  pro- 
teins, namely  casein,  bovine  serum  albumin, 
B-lactoglobulin  and  lactalbumin.  The  patients 
were  skin  tested  using  purified  proteins.  They 
also  skin  tested  102  normal  children  not  con- 
sidered to  be  allergic  to  milk  and  31  known 
allergic  individuals  with  syndromes  such  as 
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asthma  who  were  not  considered  to  be  allergic 
to  milk.  Both  the  milk  allergic  group  and  the 
group  with  other  allergies  but  not  allergic  to 
milk  gave  a high  incidence  of  positive  skin  tests, 
but  the  strongly  positive  skin  tests  appeared  only 
in  the  milk  allergic  patients. 

Saperstein58  et  al  studied  79  sera  from  these 
same  89  milk  allergic  children  by  double  diffu- 
sion in  agar  gel,  coated  tanned  cell  hemagglu- 
tination and  passive  cutaneous  anaphylaxis.  They 
did  similar  studies  on  47  normal  nonallergic 
patients'  sera  and  on  the  sera  of  52  patients 
allergic  to  substances  other  than  milk.  They 
found  that  the  coated  tanned  cell  hemagglutina- 
tion tests  and  the  gel  diffusion  tests  were  of  no 
use  in  the  study  as  they  revealed  no  significant 
differences  among  the  three  groups  but  the 
passive  cutaneous  anaphylaxis  test  showed  a 
high  percentage  of  positive  responses  occurring 
only  in  sera  from  the  milk  allergic  group,  there 
being  53  positive  reactions  in  tiffs  milk  allergic 
group  and  only  four  in  each  of  the  other  two 
groups.  There  was  also  an  inverse  relation  be- 
tween the  passive  cutaneous  anaphylaxis  test 
and  the  time  that  the  milk  allergic  patient  had 
been  on  a milk-free  diet  prior  to  collecting  the 
blood  samples.  If  the  sera  collected  from  pa- 
tients who  had  been  on  a milk-free  diet  for 
four  or  more  months  were  eliminated,  approxi- 
mately 80  per  cent  of  the  milk  allergic  patients 
showed  a positive  passive  cutaneous  anaphylaxis 
test. 

Hill’39  in  a discussion  of  papers  by  Saper- 
stein'’8 and  Goldman,30' 31  states  that  each  pro- 
tein except  lactoglobulin  was  contaminated  with 
one  of  the  other  milk  proteins.  This  was  satis- 
factory for  ingestion  tests  with  all  the  proteins 
except  casein,  but  with  casein  there  was  so 
much  lactalbumin  that  there  probably  was  not 
really  60  per  cent  who  were  truly  reacting  to 
casein  itself.  He  also  quotes  a paper  by  Cook 
in  which  a positive  precipitin  was  found  in  26 
of  225  children  with  chronic  unexplained  respi- 
ratory disease  who  frequently  had  recurrent 
pneumonia  but  occasionally  rhinitis.  In  18  of 
those  with  the  positive  tests  all  milk  was  re- 
moved from  the  diet  and  in  the  17  in  which 
an  adequate  follow-up  was  possible  there  was 
a moderate  to  marked  improvement  with  dis- 
appearance of  symptoms  and  disappearance  of 
precipitins  from  the  sera. 

Gerrard23  et  al  studied  21  infants  and  children 
clinically  allergic  to  milk.  Scratch  tests  and 
passive  transfer  tests  were  not  helpful  in  diag- 
nosis. Double  gel  diffusion  in  agar  on  10  chil- 
dren with  milk  allergy  showed  antibodies  in 
only  one.  They  conclude,  therefore,  that  the 


diagnosis  of  milk  allergy  can  be  made  only  on 
clinical  grounds  and  that  the  above  mentioned 
tests  are  not  reliable  as  diagnostic  tests. 

Sewell62  et  al  studied  47  patients  with  intrac- 
table diarrhea  (ulcerative  colitis,  regional  en- 
teritis, adult  coeliac  disease).  Off  milk,  21 
showed  no  change  or  only  transient  improve- 
ment, 20  remained  in  remission  while  not  com- 
pletely abstaining  from  milk.  Tanned  red  cell 
agglutination  tests  showed  no  difference  for  the 
group  who  responded  and  the  group  who  did 
not.  Gel  diffusion  precipitin  tests  and  passive 
cutaneous  anaphylaxis  tests  were  uniformly 
negative  except  where  tanned  red-cell  agglutina- 
tion titres  were  extremely  high.  The  authors 
conclude,  therefore,  that  the  concentration  of 
antibodies  in  a patient’s  serum  is  not  related  to 
the  presence  or  absence  of  milk  intolerance. 

M a t s u m u r a48  studied  hemagglutinations 

against  cow’s  milk  and  egg  in  729  cases  both 
of  allergic  and  nonallergic  individuals  and  for 
the  milk  stud)'  used  albumin,  globulin,  and 
casein  as  antigens.  The  antibody  titres  against 
the  three  milk  proteins  were  generally  low  up 
to  the  age  of  three  months,  rose  rapidly  at  four 
to  six  months,  remained  high  up  to  three  years, 
and  then  began  to  fall,  and  past  the  age  of  15 
years  the  antibody  was  scarcely  discernible. 
Some  correlations  between  hemagglutinating 
antibody  and  food  allergy  were  found  in  eczema, 
gastrointestinal  allergy,  and  bronchial  asthma. 

Gold  and  Adelson,28  using  the  tanned  cell 
hemagglutination  technique,  studied  five  groups 
of  sera,  well  bottle  fed  babies,  well  breast  and 
bottle  fed  babies,  infants  with  sudden  death 
syndrome,  infants  who  died  from  various  other 
causes,  and  cord  sera  from  members  of  the  well 
group.  The  percentage  with  antibodies  in  the 
five  groups  was  high  in  the  first  four,  low  in 
the  last  group.  There  appeared  to  be  no  rela- 
tion between  the  age  of  the  infant  and  antibody 
title.  They  also  studied  passive  cutaneous  ana- 
phylaxis reactions  on  a number  of  sera  repre- 
senting the  four  groups  other  than  the  cord  sera 
and  found  that  there  was  a fairly  good  correla- 
tion between  the  PCA  reactions  and  the  hemag- 
glutination antibody  titres.  Because  the  titres 
were  the  same  in  each  group,  they  felt  that 
there  is  no  evidence  to  support  the  hypothesis 
that  hypersensitivity  to  milk  is  causally  related 
to  the  sudden  death  syndrome. 

Collins- Williams 14  reported  that  the  sera  of 
139  children  were  studied  by  the  techniques  of 
hemagglutination  (BDB)  precipitins  in  agar  gel, 
and  passive  cutaneous  anaphylaxis  in  an  effort 
to  establish  diagnostic  criteria  for  milk  allergy. 
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Although  the  patients  who  were  clinically  sensi- 
tive to  cow’s  milk  and  who  were  on  cow’s  milk 
at  the  time  the  blood  was  drawn  for  the  tests 
showed  a higher  incidence  of  positive  reactions 
by  the  latter  two  methods  than  did  other  cate- 
gories of  patients,  the  incidence  was  far  too 
small  to  justify  the  use  of  either  of  these  tests 
as  pathognomonic  for  the  diagnosis  of  allergy 
to  cow’s  milk. 

Review  of  Clinical  Data 

A review  of  the  clinical  data  includes: 

Schlossman  and  Moro00  recognized  specificity 
of  lactalbumin  by  precipitin  tests  and  described 
three  infants  with  anaphylaxis  secondary  to  small 
amounts  of  milk. 

Finkelstein21  had  five  patients  with  prostrating 
reactions,  with  two  becoming  tolerant  by  adding 
cow’s  milk  drop  by  drop  in  increasing  amounts 
daily.  One  infant  died  on  the  third  attempt  at 
milk  feedings  (10  Gm.  of  1:3  dilution).  Autopsy 
revealed  serosal  hemorrhage  of  the  bowel,  swell- 
ing in  the  renal  cortex,  and  edema  of  the  lungs 
and  brain.  One  child  died  after  seven  drops 
of  milk. 

In  all  four  of  Dees’18  “well  babies”  who  had 
milk  allergy,  a positive  family  history  of  allergy 
was  obtained.  Symptoms  included  “colic”,  di- 
arrhea, eczema,  colds,  and  wheezing.  Ten  per 
cent  of  all  the  403  infants  wheezed  at  some 
time  during  the  first  two  years  but  were  not 
considered  allergic  although  five  per  cent  did 
develop  allergy  of  some  type.  Of  her  109  allergic 
patients,  the  30  per  cent  allergic  to  cow’s  milk 
showed  one-third  with  G.  I.  symptoms,  two- 
thirds  with  skin  problems,  one-third  with  respi- 
ratory symptoms  including  11  with  asthma.  She 
found  no  correlation  between  the  milk  skin  test 
and  allergy. 

Collins-Williams1"’  found  most  of  his  milk- 
allergic  patients  to  present  with  gastrointestinal 
symptoms.  His  0.3  per  cent  incidence  of  milk 
allergy  is  greater  than  his  incidence  of  brain 
tumor,  diabetes,  cretinism,  syphilis,  and  lead 
poisoning,  and  he  feels  that  this  illness  should 
be  stressed  more  in  medical  schools. 

Mueller50  studied  199  infants,  one-third  of 
whom  had  a family  history  of  allergy.  Sixteen 
got  eczema  (nine  had  family  history)  but  only 
two  cleared  on  soy  bean  milk.  Neither  of  these 
had  a family  history.  Five  others  did  improve. 
Twelve  had  wheezing  ( four  with  family  his- 
tory) and  soy  milk  was  of  no  value.  Twenty- 
six  had  gastrointestinal  symptoms  and  were  no 
better  on  soy  bean  milk.  He  concluded  that 
skin  tests  are  helpful  but  not  diagnostic  and 


that  prophylaxis  in  infancy  is  worthless.  Four- 
teen per  cent  of  his  199  had  some  allergy  by 
age  three. 

Studies  implicating  milk  allergy  in  “cot  deaths’ 
are  reported  in  the  work  of  Gunther34  et  al  who 
showed  that  nearly  all  infants  receive  antigenic 
stimulation  from  cow’s  milk  and  become  sensi- 
tized to  varying  degrees.  They  then  postulate 
that  normal  infants  may  be  sufficiently  sensitized 
to  cow’s  milk  protein  that  sudden  “cot  death” 
in  infants  can  be  due  to  an  anaphylactic  type 
of  reaction  following  the  inhalation  of  cow’s 
milk. 

Parish52  has  done  many  studies  relating  to 
“cot  deaths”.  He  found  in  sensitized  guinea  pigs 
there  was  an  anaphylactic  reaction  when  con- 
scious and  a respiratory  arrest  and  quiet  death 
if  they  were  lightly  anesthetized  to  simulate 
sleep.  He  found  high  titres  of  milk  antibodies 
in  the  serum  of  the  24  “cot  deaths  ”.  Using  the 
milk  from  their  stomachs  he  challenged  intra- 
tracheally  four  sensitized  guinea  pigs  and  they 
died  without  any  struggle.  Pathologically  these 
guinea  pigs  showed  generalized  congestion  in 
the  lungs  with  occasional  areas  of  partial  col- 
lapse, some  serous  exudate,  and  cellular  infiltra- 
tion. The  most  important  finding  was  desqua- 
mation of  large  numbers  of  single,  intact  epithe- 
lial cells  of  the  bronchial  wall.  The  lungs  of  the 
“cot  deaths  showed  similar  changes.  He  con- 
tinued his  study,  using  several  techniques  but 
could  not  produce  any  conclusive  evidence.  He 
did  show  by  double  gel  diffusion  tests  that  cow’s 
milk  protein  was  in  the  bronchi  and  parenchyma 
of  the  lungs,  suggesting  ante  mortem  inhalation. 
He  concludes  that  there  is  much  evidence  to 
support  this  hypothesis  but  that  absolute  proof 
is  lacking. 

Infantile  cortical  hyperostosis  also  has  been 
implicated  as  being  due  to  milk  allergy.9  This 
disease  is  characterized  by  hyperirritability,  pain- 
ful swelling  deep  in  the  soft  tissues,  and  cortical 
thickening  of  the  underlying  bones.  Most  bones 
can  be  involved  but  most  frequently  the  man- 
dible, clavicle  and  ulna.  Bowman  has  reported 
three  cases,  all  under  six  months  of  age  with 
dramatic  improvement  as  soon  as  the  infants 
were  taken  off  cow’s  milk.  In  two  cases  there 
was  recurrence  of  symptoms  on  reingestion  of 
milk.  The  third  infant  also  became  symptomatic 
when  eating  barley  cereal.  Steroids  are  effective 
in  treatment  but  the  authors  state  that  the  re- 
sponse to  milk  is  only  in  the  early  acute  stage 
of  the  illness.  There  often  is  a family  history 
of  allergy  and  many  of  these  patients  develop 
allergic  manifestations  later. 
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Crawford15  reports  a metabolic  lesion  attri- 
buted to  cow’s  milk  allergy.  Two  infants  had 
milk  allergy  proven  by  repeated  clinical  chal- 
lenge and  by  passive  transfer.  One  had  severe 
diarrhea  rapidly  leading  to  vascular  collapse  and 
the  other  had  bulkier  stools  when  on  milk  and 
showed  peripheral  circulatory  insufficiency  with- 
out dehydration.  Studies  showed  an  expansion 
of  the  extracellular  water  at  the  expense  of  in- 
tracellular fluid  in  spite  of  clinical  evidence  of 
diminished  circulatory  volume.  This  derange- 
ment suggested  primary  renal  or  adrenal  disease 
but  was  proven  to  be  due  entirely  to  milk 
allergy. 

Ideiner  and  Diner’s57-  :ts  studies  were  men- 
tioned before  but  let  us  discuss  the  clinical 
findings  in  these  children  with  multiple  pre- 
cipitating antibodies  against  cow’s  milk.  Ages 
varied  from  six  weeks  to  15  months.  Their 
symptoms  consisted  of  cough  in  seven;  rhinitis 
in  two;  recurrent  otitis  in  three;  rales,  rhonchi 
and  wheezing  in  all.  All  were  underweight  and 
anemic;  six  had  eosinophilia,  and  all  had  abnor- 
mal x-rays  of  the  chest  as  well  as  varying  degrees 
of  vomiting,  diarrhea  and  abdominal  pain.  The 
chest  findings  included  changing  pulmonary  in- 
filtrates, localized  atelectasis,  pleural  thickening, 
hilar  adenopathy,  emphysema,  and  a reticular 
density. 

Evidence  of  milk  allergy  consisted  of  the 
multiple  precipitation  bands,  positive  skin  tests, 
improvement  of  some  off  cow’s  milk,  and  the 
associated  gastrointestinal  symptoms  upon  in- 
gestion of  cow’s  milk. 

Tin  *ee  became  spontaneously  asymptomatic  be- 
tween 14  and  30  months  of  age  but  still  had 
antibodies.  The  other  four  were  better.  The 
x-rays  never  cleared  completely  with  the  symp- 
tomatic improvement.  Three  or  four  cases  were 
proven  to  have  idiopathic  pulmonary  hemo- 
siderosis and  they  suggest  milk  as  one  cause  of 
the  syndrome  since  clinically  the  descriptions 
are  similar,  and  iron  laden  macrophages  were 
found  in  the  bronchial  and  gastric  washings  of 
these  patients. 

Hinkle40  had  20  patients  with  increased  respi- 
ratory disease  and  milk  precipitins,  many  of 
whom  had  fewer  respiratory  infections  on  milk- 
free  diets. 

Gerrard24  reports  on  four  families  in  which 
the  patients  had  rhinitis  and  bronchitis  respond- 
ing to  milk-free  diets.  In  each  case  one  parent 
and  one  or  more  siblings  had  a similar  illness 
also  responding  to  removal  of  cow’s  milk  from 
the  diet. 


Diresey20  reports  a girl  with  monthly  abdom- 
inal pain  and  fever  with  anorexia  and  malaise 
very  similar  to  a patient  previously  described  by 
Cooke.  Both  of  these  patients  stopped  having 
these  monthly  attacks  when  milk  was  removed 
from  their  diets.  He  postulates  the  build  up  of 
antibodies  to  milk  with  sudden  depletion  causing 
the  symptoms. 

Grybroski,33  reporting  on  gastrointestinal 
symptoms,  studied  21  patients  when  symptoms 
began  in  the  first  six  weeks  of  life.  Vomiting 
usually  was  the  first  symptom  followed  by  diar- 
rhea and  abdominal  pain.  A few  had  “colic” 
and  all  had  blood  in  the  stool  and  anemia. 
Sigmoidoscopy  revealed  a range  from  normal 
to  a bowel  that  was  friable  and  ulcerative.  Bi- 
opsy also  showed  variation  from  normal  to  com- 
plete mucosal  destruction.  All  were  normal  when 
repeated  on  milk-free  diet.  Upper  G.  I.  series 
and  barium  enemas  were  normal  and  lactose 
tolerance  tests  were  normal  seven  of  eight  times. 
No  serum  precipitins  could  be  found.  Forty-six 
per  cent  developed  other  allergy  later. 

In  Visokorpi’s69  study  of  12  infants  with  gas- 
trointestinal symptoms,  he  found  that  all  re- 
acted to  whole  milk  and  casein,  three-fourths  to 
B-lactoglobulin  and  none  to  alpha-lactalbumin. 
On  a milk-free  diet,  the  average  interval  until 
symptoms  subsided  was  three  days  for  vomiting, 
one  week  for  diarrhea,  and  two  weeks  for  sig- 
nificant weight  gain  to  start. 

Davidson17  studied  steatorrhea  after  milk  in- 
gestion and  found  the  major  protein  at  fault 
to  be  B-lactoglobulin. 

Labose47  found  jejunal  biopsy  and  lactase 
levels  to  be  normal  in  18  patients  with  milk  in- 
tolerance although  only  seven  of  13  lactose 
tolerance  tests  were  normal.  In  the  same  series 
22  patients  with  celiac  disease  had  abnormal 
biopsies  and  lactase  activity'. 

Bayless5  studied  40  adult  males  for  milk  in- 
tolerance and  found  21  with  a history  of  bloating, 
abdominal  cramps,  and  diarrhea  after  milk  in- 
gestion. Of  20  Negroes,  19  had  symptoms  after 
one  or  two  glasses  of  milk,  18  had  symptoms 
during  the  lactose  tolerance  tests  of  which  15 
were  abnormal;  14  also  had  low  lactase  levels. 
Of  20  white  men  only  two  had  symptoms  and 
low  levels  of  lactase.  He  postulates  two  types 
of  lactase— infantile  and  adult— since  15  of  these 
persons  had  onset  of  problem  after  age  16.  He 
also  concludes  that  lactase  deficiency  is  much 
more  common  in  Africans. 

Gerrard23  reports  on  21  infants  with  onset  of 
gastrointestinal  symptoms  before  four  weeks  of 
age.  Ten  had  symptoms  within  24  hours  after 
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taking  cow’s  milk.  Twenty  per  cent  also  had 
respiratory  symptoms  and  15  per  cent  had 
eczema.  Other  food  allergies  were  common  in- 
cluding most  commonly  orange  juice,  tomato 
juice,  all  cereals,  com,  peas,  apples,  bananas,  and 
vitamins.  Tolerance  to  milk  occurred  before  age 
five  years  and  at  five  months  in  one.  Skin  tests 
were  positive  in  20  per  cent,  passive  transfer 
reaction  positive  in  60  per  cent  and  precipitating 
antibodies  were  found  in  10  per  cent.  Eight  of 
21  later  developed  other  allergy. 

Katz43  described  four  infants  with  cow’s  milk 
intolerance  and  bloody  stools  with  low  serum 
proteins.  Precipitating  antibodies  were  found  in 
the  stool  but  no  antibody  could  be  found  in  the 
serum.  The  antibody  was  found  to  be  secretory 
Ig  A and  was  also  found  in  the  jejunum  but  not 
in  saliva.  After  stopping  milk  the  coproantibody 
disappeared  but  reappeared  when  milk  was  re- 
started. 

Waldmann70  reports  an  allergic  gastroentero- 
pathy  with  edema,  growth  retardation,  hypoal- 
buminemia,  hypogammaglobulinemia,  anemia, 
eosinophilia,  and  allergic  symptoms  of  the  skin, 
gastrointestinal  and  respiratory  tracts.  The  low 
protein  seems  to  be  the  most  devastating  factor 
and  is  proven  to  be  secondary  to  gastrointestinal 
loss.  In  three  cases  the  patients’  symptoms 
cleared  and  normal  body  function  returned  after 
the  elimination  of  milk  from  their  diets.  Steroids 
also  will  stop  the  protein  loss  and  return  the 
patient  to  a relatively  normal  status.  Only  six 
patients  have  been  described  but  more  work  is 
being  done. 

The  skin  manifestations  of  cow’s  milk  allergy 
were  not  discussed  by  most  authors.  Many 
mentioned  it  in  connection  with  other  system 
involvement  in  that  the  patients  had  eczema  or 
urticaria,  or  both.  Atopic  dermatitis  seems  to 
be  rather  a common  occurrence  but  is  not  readily 
controlled  by  elimination  of  milk.  Hill,39  in  his 
writing,  feels  that  milk  allergy  is  a prominent 
finding  in  eczema  but  few  other  writers  agree. 

The  treatment  of  cow’s  milk  allergy,  after  the 
diagnosis  is  made,  depends  largely  on  the  sev- 
erity of  the  symptoms.  Acutely  sensitive  patients 
should  be  taken  completely  off  of  cow’s  milk. 
Today  many  milk  substitutes  are  readily  avail- 
able, including  meat  and  lamb  base  as  well  as 
soy  bean  products.  Ideally  it  is  best  to  breast 


feed  such  infants  and  restrict  the  mother’s  milk 
intake.  After  using  a substitute  for  four  to  six 
months  evaporated  or  dry  milk  could  be  tried. 

Prophylaxis  has  been  advocated  bv  Glaser26 
and  his  group.  He  feels  that  if  allergy,  espe- 
cially milk  allergy,  has  been  found  in  a family 
a program  of  prophylaxis  should  be  used  with 
each  succeeding  pregnancy.  Throughout  her 
pregnancy  the  mother  drinks  only  evaporated 
milk  and  no  more  than  two  glasses  a day,  with 
added  calcium.  After  birth  the  infant  is  breast 
fed  and  the  mother  continues  to  avoid  milk. 
If  this  is  not  possible,  the  infant  is  fed  a milk 
substitute  for  the  first  several  months  since  it 
is  felt  that  more  protein  passes  through  the 
intestinal  wall  in  the  young  infant.  He  found 
in  his  experimental  group  only  7 per  cent  with 
eczema  and  15  per  cent  with  major  allergy 
through  age  six,  while  in  sibling  untreated  group 
32  per  cent  had  eczema  and  65  per  cent  a major 
allergy.  A control  nonrelated  group  showed  28 
per  cent  with  eczema  and  52  per  cent  with 
allergy.  Many  disagree  wtih  his  hypothesis. 

The  prognosis  with  cow’s  milk  allergy  is  very 
good  since  it  is  much  commoner  in  small  in- 
fants and  clears  during  the  first  few  months  of 
life.  Clein12  found  80  per  cent  cleared  by  one 
year  of  age,  95  per  cent  by  two  years,  and  97 
per  cent  by  six  years.  He  also  found  that  80 
per  cent  of  infants  sensitive  to  cow’s  milk  de- 
velop other  major  allergies  by  puberty. 

In  summary,  milk  allergy  is  a fairly  common 
and  extremely  important  form  of  allergy,  espe- 
cially in  infants  and  children.  Its  signs  and 
symptoms  are  very  protean,  making  diagnosis 
difficult  since  no  laboratory  tests  are  absolute. 
Once  the  diagnosis  is  made,  treatment  is  easy 
and  prophylaxis  may  be  promising.  When  a 
substance  varies  from  cow  to  cow  and  the  mode 
of  preparing  it  differs  with  each  producer,  irres- 
pective of  the  multitude  of  inconstant  factors 
added  both  by  parents  and  physician,  it  is  little 
wonder  that  conflicting  opinions  arise.  It  can 
be  resolved  only  when  an  objective  test  for  milk 
sensitivity  can  be  applied  under  controlled  con- 
ditions to  statistically  significant  comparable 
groups  described  with  detail  to  permit  verifica- 
tion by  several  observers.14 

A list  of  references  may  be  obtained  by  writing  The 
Journal. 


May,  1970,  Vol.  66,  No.  5 


163 


inactive 


REVISED  PRESCRIBING  INFORMATION 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD) 
cannot  be  considered  a simple  analgesic  and 
should  not  be  used  in  conditions  other  than  those 
recommended  under  Indications.  The  drug  should 
not  be  prescribed  for  children  because  safe  con- 
ditions for  use  have  not  been  established. 

General  Adverse  Effects:  Because  of  the  high 
potency  of  the  drug  and  the  variability  of  its 
potential  to  cause  adverse  reactions,  the  follow- 
ing are  strongly  recommended:  1)  the  lowest 
possible  effective  dose  for  the  individual  patient 
should  be  prescribed.  Increased  dosage  tends  to 
increase  adverse  effects,  particularly  in  doses 
over  150-200  mg/day,  without  corresponding 
clinical  benefits;  and  2)  careful  instructions  to, 
and  observations  of,  the  individual  patients  are 
essential  to  the  prevention  of  serious  and  irre- 
versible, including  fatal,  adverse  reactions, 
especially  in  the  aging  patient. 

Indications:  Symptomatic  relief  of  adult  rheuma- 
toid and  degenerative  joint  disease  unresponsive 
to  adequate  trial  of  salicylates  and  other  mea- 
sures of  established  value,  such  as  appropriate 
rest.  Has  been  found  effective  in  active  stages 
of:  1)  moderate  to  severe  rheumatoid  arthritis 
including  acute  flares  of  chronic  disease,  2)  mod- 
erate to  severe  rheumatoid  (ankylosing)  spondy- 
litis, and  3)  moderate  to  severe  degenerative 
joint  disease  of  the  hip  (osteoarthritis  of  the  hip). 
Has  been  found  effective  in  relieving  pain  and 
reducing  fever,  swelling,  and  tenderness  in  acute 
gouty  arthritis  in  selected  patients.  May  enable 
reduction  of  steroid  dosage  in  patients  receiving 
steroids  for  the  more  severe  forms  of  rheuma- 
toid arthritis;  in  such  instances  the  steroid  dos- 
age should  be  reduced  slowly  and  the  patients 
followed  very  closely  for  any  possible  adverse 
effects. 

Contraindications:  Children  14  years  of  age  and 
under;  pregnant  women  and  nursing  mothers; 
active  gastrointestinal  lesions  or  history  of  re- 
current gastrointestinal  lesions;  allergy  to  as- 
pirin and  indomethacin. 


Warnings:  Gastrointestinal  Effects:  Because  of 
the  occurrence  and,  at  times,  severity  of  gastro- 
intestinal reactions,  be  continuously  alert  for 
any  sign  or  symptom  signaling  a possible  gas- 
trointestinal reaction.  The  risks  of  continuing 
therapy  with  INDOCIN  in  the  face  of  such  symp- 
toms must  be  weighed  against  the  possible  bene- 
fits to  the  individual  patient.  Gastrointestinal 
effects  may  be  reduced  by  giving  the  drug  im- 
mediately after  meals,  with  food,  or  with  ant- 
acids. Use  greater  care  in  aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  in  some  patients  on  prolonged 
therapy.  Discontinue  therapy  if  such  changes  are 
observed.  Ophthalmologic  examination  at  peri- 
odic intervals  is  desirable  in  patients  on  pro- 
longed therapy. 

Central  Nervous  System  Effects:  INDOCIN  (Indo- 
methacin, MSD)  may  aggravate  psychiatric  dis- 
turbances, epilepsy,  and  parkinsonism,  and 
should  be  used  with  considerable  caution  in 
patients  with  these  conditions.  If  severe  CNS 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant 
symptom  that  warrants  a thorough  ophthalmo- 
logic examination.  Patients  should  be  cautioned 
about  engaging  in  activities  requiring  mental 
alertness  and  motor  coordination,  as  driving  a 
car.  Headache  which  persists  despite  dosage  re- 
duction requires  complete  cessation  of  the  drug. 
May  mask  the  usual  signs  and  symptoms  of  in- 
fection; therefore,  the  physician  must  be  con- 
tinually on  the  alert  for  this  and  should  use  the 
drug  with  extra  care  in  the  presence  of  existing 
controlled  infection.  After  the  acute  phase  of 
the  disease  is  under  control,  an  attempt  to  re- 
duce the  daily  dose  should  be  made  repeatedly 
until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions: 
Single  or  multiple  ulcerations  of  the  esophagus, 
stomach,  duodenum,  or  small  intestine,  includ- 
ing perforation  and  hemorrhage,  with  fatalities 
in  some  instances;  gastrointestinal  bleeding 


without  obvious  ulcer  formation;  perforation  of 
preexisting  sigmoid  lesions  (diverticulum,  carci- 
noma, etc.);  rarely,  increased  abdominal  pain  in 
ulcerative  colitis  patients  or  development  of  ul- 
cerative colitis  and  regional  ileitis;  gastritis, 
which  may  persist  after  the  cessation  of  the 
drug;  nausea,  vomiting,  anorexia,  epigastric  dis- 
tress, abdominal  pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  dis- 
turbances, including  those  of  the  macula,  have 
been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and 
jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemo- 
lytic anemia,  bone  marrow  depression,  agranulo- 
cytosis, leukopenia,  and  thrombocytopenic  pur- 
pura. Since  some  patients  manifest  anemia  sec- 
ondary to  obvious  or  occult  gastrointestinal 
bleeding,  appropriate  blood  determinations  are 
recommended. 

Hypersensitivity  Reactions:  Acute  respiratory  dis- 
tress, including  dyspnea  and  asthma;  angiitis; 
pruritus;  urticaria;  angioedema;  skin  rashes. 

Ear  Reactions:  Hearing  disturbances,  deafness, 
tinnitus. 

Central  Nervous  System  Reactions:  Psychotic  epi- 
sodes, depersonalization,  depression,  coma,  con- 
vulsions, peripheral  neuropathy,  drowsiness, 
mental  confusion,  lightheadedness,  dizziness, 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation 
of  blood  pressure,  hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema 
nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyper- 
glycemia, glycosuria,  ulcerative  stomatitis,  and 
epistaxis. 

Supplied:  Capsules  containing  25  mg  indometh- 
acin each,  in  bottles  of  100  and  1000;  capsules 
containing  50  mg  indomethacin  each,  in  bottles 
of  100. 

For  more  detailed  information,  consult  your  Merck 
Sharp  & Dohme  representative  or  see  the  package 
circular. 


sb  MERCK  SHARP  & DOHME 

Division  of  Merck  & Co  . Inc  West  Point  Pa  19486 


where  today  s theory  is  tomorrows  therapy 


Special  Article 


Population,  Birth  Control  and  West  Virginia 

David  T.  Allen,  M.  D.,  /V.  H.  Dyer,  M.  D.,  M.  P.  H.,  and  Jack  Basman,  M.  D. 


The  West  Virginia  State  Department  of  Health 
has  had  great  interest  in  applying  epidem- 
iologic principles  in  defining  the  problems  of 
population  growth  and  the  need  for  birth  con- 
trol for  the  medically  indigent  of  the  State.  Basic 
historical  data  are  readily  available  from  the 
decennial  censuses  of  1950  and  1960,  and  on- 
going vital  statistics  are  published  annually  by 
the  Division  of  Vital  Statistics  of  the  State  De- 
partment of  Health.  An  epidemiologic  analysis 
can  give  background  information  needed  to 
improve  health  program  planning  in  general, 
but  it  is  particularly  useful  in  the  field  of  family 
planning. 

The  first  step  was  to  examine  birth  statistics, 
identify  any  significant  changes  over  time,  and 
then  ascertain  the  reasons  for  these  changes 
wherever  possible. 

Figure  1 shows  the  birth  rates  for  West  Vir- 
ginia and  the  United  States  from  1943  to  1935. 
The  birth  rate  in  West  Virginia  peaked  at  28.8 
births  per  1,000  total  population  in  the  postwar 
baby  boom  of  1947,  but  since  that  time  it  de- 
clined almost  continuously  to  a low  of  17.6  in 
1965.  Meanwhile,  the  U.  S.  birth  rate  main- 
tained the  baby  boom  birth  rate  of  approxi- 
mately 25  births  per  1,000  for  10  years,  from 
1947  to  1957.  Then,  in  1957,  the  national  birth 
rate  began  to  decline,  dropping  to  19.4  births 
per  1,000  by  1965. 

Although  initially  higher  than  the  birth  rate 
for  the  United  States  as  a whole,  the  West  Vir- 
ginia birth  rate  fell  below  the  national  average 
in  1953  and  preceded  the  U.  S.  rate  in  its  sharp 
decline. 

In  addition  to  this  continuous  20-year  birth 
rate  decline,  in  the  10-year  period  from  1950  to 
1960  the  absolute  number  of  births  in  West  Vir- 
ginia fell  from  51,000  to  40,000,  a drop  of  22 
per  cent.  In  the  same  decade  the  absolute  num- 
ber of  births  in  the  United  States  rose  20  per 
cent,  from  3.5  million  to  4.3  million.  In  that 
same  decade  the  total  population  for  the  state  of 
West  Virginia  fell  by  7 per  cent,  from  2,005,000 
to  1,860,000.  These  declines  in  total  population, 


The  Authors 

• David  T.  Allen,  M.  D.,  Chief  of  Technical 
Assistance,  Family  Planning  Evaluation  Ac- 
tivity, Epidemiology  Program,  National  Com- 
municable Disease  Center,  Atlanta,  Georgia. 
Formerly  assigned  to  West  Virginia  Department 
of  Health. 

o N.  H.  Dyer,  M.  D.,  M.  P.  H.,  Director,  West 
Virginia  Department  of  Health,  Charleston. 

• Jack  Basman,  M.  D.,  Director,  Division  of 
Maternal  and  Child  Health,  West  Virginia  De- 
partment of  Health,  Charleston. 


numbers  of  births  and  birth  rates  could  lead 
one  erroneously  to  believe  that  West  Virginia 
does  not  need  family  planning  clinics. 

Because  of  the  correlation  between  low  eco- 
nomic status  and  the  low  utilization  of  birth 
control  services  from  private  medical  sources, 
we  wanted  to  find  out  what  had  happened  in 
an  area  that  coidd  have  been  most  adversely 
affected  by  shifts  in  the  state’s  coal  mining 


Figure  1.  Birth  rates,  United  States  and  West  Virginia, 
1943-1965. 
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economy.  In  one  of  these  areas,  McDowell 
County,  dramatic  changes  in  demographic  para- 
meters were  found. 

There,  in  the  decade  from  1950  to  1960,  the 
birth  rate  had  dropped  from  30.3  to  24.6,  a drop 


AGE  OF  MOTHER 


Figure  2.  Age  specific  fertility  rales,  West  Virginia,  1950 
and  1960;  McDowell  County,  West  Virginia,  1960. 


of  19  per  cent,  and  the  absolute  number  of  births 
had  fallen  from  3,000  to  1,800,  a drop  of  41  per 
cent.  But  McDowell  County’s  total  population 
had  shrunk  from  99,000  to  71,000,  a 28  per  cent 
loss. 

Age-Specific  Fertility  Rates 

One  very  important  aspect  of  fertility  analysis 
is  a close  examination  of  age-specific  fertility 
rates.  (The  age-specific  fertility  rate  is  the  num- 
ber of  births  to  women  in  a specified  age  group 
related  to  the  total  number  of  women  in  that 
same  age  group. ) Figure  2 shows  the  age- 
specific  rates  for  West  Virginia  in  1950  and 
1960,  and  for  McDowell  County  in  1960.  The 
fertility  rates  for  the  State  were  slightly  higher  in 
1960  than  in  1950,  with  the  greatest  change  of 
the  decade  being  demonstrated  as  an  increase 
in  the  fertility  of  women  in  the  most  productive 
age  range,  women  20-24  years  old.  Although 
there  was  a marked  reduction  in  the  birth  rate 
in  West  Virginia  in  this  decade,  the  age-specific 
fertility  rate  actually  increased  for  one  group 
and  had  remained  almost  the  same  for  the 
others. 

The  fertility  pattern  for  McDowell  County  in 
1960  is  remarkable  in  that  the  age-specific  fer- 
tility for  every  age  group  was  higher  than  that 
for  the  State  as  a whole.  Also,  there  were  291 
live  births  for  every  1,000  women  in  the  20-24 
age  range,  a fertility  rate  comparable  to  that 
found  in  the  developing  parts  of  the  world.1 

This  paradox  of  falling  birth  rates  and  con- 
stant or  rising  fertility  rates  led  to  further  in- 
vestigation of  the  definitions  of  rates  used  in 
the  problem.  For  both  rates  the  numerator  is 
the  number  of  live  births  for  a specific  popula- 
tion, but  in  the  crude  birth  rate  the  total  pop- 
ulation of  an  area  is  used  as  the  population  at 
risk.  Since  the  total  population  includes  men 
and  children  as  well  as  women  who  are  not 


Figure  3.  Female  population  of  child-bearing  age,  by  five-year  groups,  West  Virginia.  1950  and  1960,  and  McDowell 
County,  West  Virginia,  1950  and  1960. 
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fertile,  it  includes  many  persons  who  are  not 
at  risk  of  pregnancy.  In  the  age-specific  fer- 
tility rate,  the  population  at  risk  is  defined  more 
correctly  as  the  number  of  females  in  the  speci- 
fied age  range,  those  who  could  be  mothers. 

Figure  3 shows  the  potential  childbearing 
female  population  by  five-year  age  groups  in 
West  Virginia  in  1950  and  I960  (on  the  left) 
and  in  McDowell  County  in  1950  and  1960  (on 
the  right).  The  line  for  West  Virginia  in  1950 
shows  the  expected  distribution  of  females  of 
childbearing  age  with  a slow  decline  in  num- 
bers with  age;  the  line  for  West  Virginia  in 
1960,  however,  shows  a remarkable  decrease  in 
the  number  of  potential  mothers  in  all  age 
groups,  particularly  in  the  highly  fertile  years 
from  20  to  30.  In  one  decade,  1950  to  1960,  the 
number  of  females  15-44  in  residence  in  West 
Virginia  fell  by  17  per  cent,  from  452,000  to 
374,000,  and  the  number  of  females  in  the  peak 
childbearing  years  of  20-24  fell  33  per  cent, 
from  83,000  to  56,000.  In  the  same  time  period, 
the  number  of  females  15-44  in  McDowell 
County'  dropped  38  per  cent,  and  the  number  in 
the  20-24  age  range  dropped  59  per  cent. 

One  additional  method  of  studying  the  changes 
in  population  composition  is  to  follow  specific 
cohorts  over  time.  Figure  4 shows  the  female 
population  born  between  1905  and  1940  who 
resided  in  West  Virginia  in  1950  and  1980  on 
the  left  and  in  McDowell  County  on  the  right. 


Along  the  horizontal  axis  are  plotted  the  years 
of  birth  for  women  in  the  five-year  cohorts. 
Below  each  birth  year  plotted  on  the  abscissa 
are  two  ages  for  women  bom  in  the  year  speci- 
fied. The  number  in  front  of  the  slash  is  the 
age  of  a person  in  19.50  who  was  born  in  the 
year  stated  above,  and  the  number  following 
the  slash  is  that  person’s  age  in  1980.  The  num- 
ber of  females  per  five-year  age  group  is  plotted 
along  the  vertical  axis. 

Once  again,  both  West  Virginia  and  Mc- 
Dowell County  showed  an  expected  distribution 
of  females  by  age  in  1950;  ten  years  later,  both 
showed  dramatic  reductions  in  the  number  of 
females  per  cohort  still  in  residence.  In  the  first 
cohort  plotted,  women  who  were  10-14  years 
old  in  1950  and  20-24  in  1960,  West  Virginia 
showed  a remarkable  loss  of  40  per  cent  of  the 
females;  McDowell  County  suffered  a loss  of 
68  per  cent  of  the  women  in  that  same  age 
range.  The  patterns  of  change  both  for  the 
state  and  McDowell  County  are  very  similar, 
but  the  striking  difference  is  the  markedly  higher 
proportion  of  the  total  population  lost  by  Mc- 
Dowell County'  compared  with  the  state. 

In  both  instances  the  oft-touted  reductions  in 
births  and  crude  birth  rates  appear  to  be  caused 
by  the  loss  of  potential  mothers,  not  to  any 
decrease  in  fertility  of  the  population  at  risk. 

The  major  factors  affecting  a population  are 
births,  deaths,  and  migration.  West  Virginia 
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EAR  OF  BIRTH  FOR  FIVE-YEAR  COHORT  AGE  GROUPS 
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Figure  4.  Female  population  by  five-year  cohorts,  West  Virginia  and  McDowell  County,  West  Virginia,  1950  and  1960. 
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represents  a classic  example  of  the  influence  of 
net  out-migration  on  crude  fertility  rates. 

Figure  5 shows  the  distribution  of  the  state 
population  by  age  and  sex  in  1950  and  in  1960 


AGE 


PERCENT  OF  THE  TOTAL  POPULATION 


I960 

AGE 


Figure  5.  Population  composition  of  West  Virginia,  by  age 
and  sex. 


in  the  form  of  population  pyramids.  In  each 
pyramid  the  total  population  for  the  year  in 
question  is  defined  as  100  per  cent,  and  each  age 
group  by  sex  is  represented  as  a per  cent  of 
the  total  population  at  that  time.  Despite  the 
remarkable  loss  of  potential  mothers  (females 
15-44  years  old),  the  percentage  of  children  un- 
der 15  increased  from  31.7  per  cent  of  the  total 
population  in  1950  to  32.2  per  cent  in  1960. 

Summary 

Because  of  a very  high  rate  of  out-migration 
of  the  population  20-34  years  old  ( the  age  range 
which  includes  most  potential  parents),  the 
absolute  number  of  births  and  the  birth  rate  in 
West  Virginia  have  fallen  steadily  since  1947. 
The  fertility  of  those  potential  parents  remaining 
in  the  state  has  stayed  high,  however,  in  some 
areas  approximating  the  fertility  pattern  of  de- 
veloping countries  of  the  world.  In  McDowell 
County’  almost  one  out  of  every  three  potential 
mothers  in  the  20-24-year  age  range  delivered  a 
baby  in  1960. 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
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Rocky  Mountain 
spotted  fever 
scarlet  fever 
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sinusitis 

soft  tissue  infection 
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. ..don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AdirO'V 


Every  pharmacist  knows  ACHRO"  V stands  for  ACHROMYCIN4  V 
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liver  toxicity  is  possible,  lower  doses 
[are  indicated;  during  prolonged  therapy 
(consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromycinV 

Tetracycline 
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Multifocal  Atrial  Tachycardia 

Edward  K Chung,  M.  I).,  and  Sang-In  Lee,  M.  D. 


Ti  J"ultifocal  atrial  tachycardia  has  distinctly 
-*-*-*•  different  clinical  significance  in  comparison 
with  ordinary  atrial  tachycardia.  Multifocal  atrial 
tachycardia  has  been  called  “repetitive  multi- 
focal paroxysmal  atrial  tachycardia,”  “chaotic 
atrial  tachycardia  or  rhythm”  and  “wandering 
pacemaker  in  the  atria”  by  different  authors. 
However,  the  electrocardiographic  descriptions 
under  these  different  names  are  either  identical 
or  very  similar  to  each  other.  A case  of  multi- 
focal atrial  tachycardia  will  be  presented  and 
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diagnostic  criteria  as  well  as  its  clinical  signifi- 
cance are  briefly  discussed. 

Case  Report 

Figure  1 was  obtained  from  a 67 -year-old  fe- 
male with  a long  standing  chronic  cor-pulmonale. 
She  developed  intractable  congestive  heart  fail- 
ure in  spite  of  a careful  digitalization.  In  Figure 
1,  leads  II,  a and  b are  continuous.  Arrows 
indicate  P waves  of  ectopic  origin.  Note  that 
the  P-P  intervals  as  well  as  P wave  configuration 
vaiy.  In  addition,  there  are  frequent  ventricular 
premature  contractions  ( marked  X ) . 

Discussion1'  2 

The  electrocardiographic  criteria  for  the  diag- 
nosis of  multifocal  atrial  tachycardia  (Figure  1) 
are  as  follows: 

(1)  Two  or  more  ectopic  P waves  with  dif- 
ferent configurations  and  with  two  or 
more  different  ectopic  P-P  cycles. 


(2)  Atrial  rate  between  100  and  2.50  beats 
per  minute  (occasionally  slower  than  100 
beats  per  minute) 

(3)  Isoelectrical  line  present  between  P-P 
intervals 

(4)  Frequent  occurrence  of  varying  P-R  in- 
tervals and  A-V  block  of  varying  degree 
( non-condueted  ectopic  P waves) 

Multifocal  atrial  tachycardia  often  produces 
a relatively  slow  atrial  rate  and,  thus,  is  different 
from  an  ordinary  unifocal  atrial  tachycardia.  The 
mode  of  the  onset  of  multifocal  atrial  tachycardia 
is  usually  not  paroxysmal,  another  differential 
point.  Similarly,  the  ventricular  rate  in  multi- 
focal atrial  tachycardia  is  often  slower  than  in 
ordinary  atrial  tachycardia,  probably  because  of 
the  frequent  association  of  higher  degree  A-V 
block  in  addition  to  slower  atrial  rate  in  the 
former.  The  ventricular  rate  in  multifocal  atrial 
tachycardia  may  be  as  slow  as  50-60  beats  per 
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minute  but  in  most  cases,  it  ranges  between  100 
and  150  beats  per  minute. 

The  ectopic  P waves,  in  multifocal  atrial  tachy- 
cardia, are  often  peaked  and  tent-shaped  be- 
cause chronic  pulmonary  disease  is  a frequent 
underlying  disorder.  Rarely,  multifocal  atrial 
tachycardia  may  have  an  extremely  rapid  atrial 
rate  which  is  slightly  faster  than  250  beats  per 
minute.  In  this  case,  aberrant  ventricular  con- 
duction frequently  occurs  because  of  a partial 
refractory  period  in  the  intraventricular  con- 
duction system  due  to  the  rapid  rate.  Multi- 
focal atrial  tachycardia  with  aberrant  ventricular 
conduction  may  resemble  ventricular  tachycardia 
or  even  ventricular  fibrillation.  The  diagnosis  of 
multifocal  atrial  tachycardia  can  be  made  in  this 
circumstance  by  identifying  the  ectopic  P waves 
preceding  the  bizarre  QRS  complexes.  Rarely, 
two  atrial  ectopic  foci  may  produce  a double 
atrial  tachycardia  and  in  this  case,  two  different 
P waves  with  two  different  P-P  cycles  occur 
periodically  or  alternatively.  Multifocal  atrial 
tachycardia  is  often  initiated  by  multifocal  atrial 
premature  contractions. 

Multifocal  atrial  tachycardia  is  almost  always 
found  in  seriously  ill  elderly  individuals.  The  most 
common  underlying  cause  of  multifocal  atrial 
tachycardia  is  chronic  lung  disease  which  ac- 
counts for  approximately  60-85  per  cent.  In  this 
circumstance,  evidence  of  cor-pulmonale  is  al- 
most always  present  and  often  intractable  con- 
gestive heart  failure  exists.  Digitalis  intoxication 
is  another  common  cause  of  multifocal  atrial 
tachycardia  and  the  underlying  disease  is  again 
often  chronic  cor-pulmonale.  In  this  case,  A-V 
block  of  varying  degree  nearly  always  coexists 
to  produce  multifocal  atrial  tachycardia  with 
varying  A-V  block.  The  extremely  high  inci- 
dence of  digitalis  intoxication  in  chronic  lung 


disease  is  well  known.  Coronary  heart  disease 
is  also  an  often  underlying  heart  disease  which 
is  frequently  associated  with  severe  congestive 
heart  failure.  Multifocal  atrial  tachycardia  is 
not  uncommonly  observed  postoperatively  after 
general  anesthesia  and  this  is  attributed  to  hy- 
poxia. Less  commonly,  multifocal  atrial  tachy- 
cardia may  be  observed  in  electrolyte  imbalance, 
particularly  hypokalemia,  in  pulmonary  em- 
bolism with  or  without  pulmonary  infarction, 
in  hypertensive  heart  disease,  valvular  diseases 
and  septicemia. 

Multifocal  atrial  tachycardia  is  often  refrac- 
tory to  the  usual  management  and  treatment 
toward  the  underlying  disease  is  more  impor- 
tant than  the  use  of  antiarrhythmic  drugs.  Since 
chronic  lung  disease  is  frequently  the  under- 
lying pathology,  improvement  of  pulmonary 
function  and  control  of  superimposed  infection 
are  usually  more  beneficial  than  various  anti- 
arrhythmic drugs. 

Summary 

A case  of  multifocal  atrial  tachycardia  was 
presented  and  the  subject  was  briefly  discussed. 
The  fundamental  mechanisms  responsible  for 
the  production  of  this  arrhythmia  are  almost 
always  chronic  cor-pulmonale  and/or  digitalis 
intoxication. 
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George  W.  Rose,  M.  I).,  General  Practitioner,  Clarksburg;  and 
Ray  A.  Harron,  M.  I).,  Radiologist,  Itridgeporl. 


Doctor  Rose: 

This  40-year-old  male  came  to  me  in  January 
1964  complaining  of  epigastric  pain  and  bouts 
of  diarrhea.  At  that  time  an  infectious  diarrhea 
was  quite  prevalent  in  this  area.  Past  history 
revealed  chronic  duodenal  ulcer  diagnosed  in 
October  1962  by  G1  Series.  At  that  time  a barium 
enema  was  negative. 

A GI  Series  was  done  showing  reactivation  of 
the  duodenal  ulcer.  The  diarrhea  subsided  but 
a barium  enema  was  done  to  complete  the  work 
up. 


Doctor  Harron: 

These  films  show  typical  carcinoma  of  the 
tranverse  colon. 


Doctor  Rose: 

The  lesion  was  resected  and  the  pathology 
showed  adenocarcinoma  of  the  colon. 


Comments 

There  was  no  family  history  of  colon  polyps 
or  carcinoma.  This  patient  is  alive  and  well  six 
years  after  surgery  with  no  evidence  or  recur- 
rence. 
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CONTINUING  MEDICAL  EDUCATION 

/Continuing  education  is  still  one  of  the  main  problems  con- 
fronting  most  state  medical  associations.  This  is  the  impres- 
sion I have  received  from  visiting  surrounding  state  meetings  and 
the  AMA  Conference  on  Medical  Education  held  recently  in 
Chicago.  Just  how  to  attain  this  goal  is  one  of  organized  medi- 
cine’s greatest  problems  at  the  present  time. 

Probably  one  of  the  most  revolutionary  programs  is  the  one 
put  into  effect  this  year  by  the  Oregon  State  Medical  Association. 
This  is  a mandatory  program  in  which  members  must  present 
evidence  of  continuing  education  in  order  to  maintain  their  mem- 
bership. Everybody  will  be  looking  with  interest  to  the  results 
of  this  program. 

Many  states  have  employed  such  programs  as  radio  and 
television  lectures,  staff  programs  or  telephone  messages.  All 
seem  to  have  met  with  only  a moderate  degree  of  success.  They 
either  don’t  reach  enough  people  or  their  availability  is  limited. 

Some  type  of  audit  was  looked  upon  by  most  speakers  at 
the  AMA  session  as  one  of  the  best  methods  of  physician  educa- 
tion. Our  own  Council  has  approved  this  principle  and  your 
Medical  Education  Committee  is  now  studying  methods  to  im- 
plement this  program. 


Maynard  P.  Pride,  M.  D.,  President 
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EDITORIALS 


In  this  day  of  Interstates,  Express  Highways 
and  300  Horsepower  Cars,  it  is  interesting  to 
note  the  doctors'  reaction  to  their  mode  of 

transportation  65  years 
THE  AUTOMOBILE—  ago.  In  1906,  the  AMA 
HERE  TO  STAY!  asked  its  members  to 

comment  on  the  convey- 
ances that  were  available  to  them  in  their  par- 
ticular areas,  with  special  reference  to  the  ad- 
vantages of  the  horseless  carriage.  The  article 
is  a classic.  Sometime  when  yon  are  delayed  in 
the  hospital,  go  to  the  library  and  read  the  article 
in  the  April  22,  1906  issue  of  JAMA  entitled 
“Automobiles  for  Physicians’  Use.” 

This  was  the  day  of  the  house  call  when  the 
physician  spent  more  time  on  the  road  than  in 
the  office.  Each  trip  was  preceded  by  the  chore 
of  harnessing  the  horse  or  winding  up  the  two- 
cylinder  car  with  a hand  crank.  In  either  case, 
the  preliminaries  required  some  skill  as  a hostler 
or  a mechanic.  Inasmuch  as  a single  call  might 
consume  the  whole  day,  any  improvement  in 
pace  and  comfort  was  a blessing. 

It  is  interesting  to  note  the  large  number  of 
physicians  that  were  using  automobiles  on  a year- 
round  basis,  in  all  parts  of  the  country.  These 
were  in  the  majority  but  most  of  them  kept  the 
horse  for  those  frustrations  when  the  horseless 
carriage  was  incapacitated. 


A doctor  from  South  Carolina  states  that  his 
little  one-cylinder  job  can  cover  twice  the  ground 
in  a day,  can  be  left  unattended  and  only  costs 
15  to  20  dollars  per  month  to  operate.  Another 
physician  states  a good  stableman  can  be  a lousy 
mechanic,  however,  the  ear  attuned  to  percussion 
and  ausculation  services  the  doctor  well  as  an 
automobilist. 

Like  today,  there  is  no  unanimity  in  the  virtues 
of  any  brand  or  type  automobile.  One  man 
complained  of  the  cost  of  $200  for  a set  of  tires— 
“this  cost  without  doubt  represents  a big  graft 
made  possible  by  the  rubber  trust.’  It  sounds 
familiar  to  this  age.  The  Chicago  doctor  says  the 
ideal  car  shoidd  have  two  cylinders,  it  must  be 
light  and  air  cooled,  able  to  run  in  street  car 
tracks  and  average  three  professional  calls  to 
one  call  to  the  repair  shop.  A Detroit  man 
comments,  “Next  to  fishing,  keeping  the  car  in 
shape  is  the  most  relaxing  way  to  forget  your 
work.”  An  Indiana  physician  voices  a frequent 
complaint,  “the  trouble  is  the  Manufacturer  after 
getting  your  money  does  not  seem  to  care 
whether  the  machine  runs  or  not.”  After  all,  it 
took  61  years  to  find  a Ralph  Nader.  In  Minne- 
sota, a doctor  is  all  mixed  up.  His  car  ran  3,000 
miles  without  a breakdown  and  he  would  not 
accept  a team  as  a gift;  but  in  the  winter,  a car 
is  worse  than  useless.  A Cairo  physician  says, 
“Never  buy  a car  unless  you  get  a chauffeur 
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with  it."  A California  doctor  with  great  per- 
spective and  50  years  ahead  of  the  times,  finds 
the  electric  car  the  only  vehicle  for  practical 
business  use  and  a Massachusetts  doctor  keeps 
up  steam  in  his  Old  Stanley  from  dawn  to  bed- 
time. The  Steamer  is  just  as  reliable  as  a horse, 
but  be  sure  to  carry  a large  fire  extinguisher. 

There  was  a great  difference  of  opinion  con- 
cerning air-cooled  and  water-cooled  cars,  solid 
tires  versus  pneumatic  tires,  gasoline,  steam  or 
electric  power  and  whether  to  buy  a car  for 
$500  or  $3,000. 

One  doctor  found  his  motorcycle  to  be  the 
transportation  of  choice.  “I  have  travelled 
thousands  of  miles  and  never  walked  home” 
and  he  waxes  poetic— “the  white  road  spinning 
beneath  my  wheel— the  dark  shadows  fleeing 
before  the  light— the  night  air  blowing  in  the 
face  had  added  not  a little  sport  to  the  occasion’ 
(of  the  night  call).  Doctor  Gallagher  of  New 
York  says,  “I  am  satisfied  that  my  experience 
with  the  horse  is  much  cheaper  and  a thousand 
times  more  reliable.  A St.  Paul  doctor,  “Fell 
among  thieves  who  rolled  up  the  repair  hours 
for  the  most  trivial  parts.”  He  settled  for  an 
electric.  A Georgia  physician  who  used  two 
horses  had  to  buy  a third  to  tow  his  automobile. 

Like  doctors  of  all  times  who  like  to  organize, 
there  is  a physician  who  wanted  to  form  a 
society,  “The  Doctors  Automobilist  Association  of 
America.”  Some  doctors  were  so  impressed  they 
wanted  to  form  a company  to  make  their  own 
cars  and  incidentally  to  sell  stock  to  the  public. 
A San  Francisco  doctor  says  that  buying  a car 
was  a greater  graft  than  anything  outside  the  life 
insurance  business. 

The  AMA  in  an  editorial  has  the  last  word.  “If 
a standard  make  of  car  was  once  adopted,  so 
that  the  parts  could  be  made  in  large  quantities, 
the  present  prices  could  be  cut  in  half  and  a 
good  profit  remain.  There  is  no  doubt  that  a 
good  practical  physician’s  car  can  be  made  and 
sold  for  $500.  It  must  be  durable,  able  to  climb 
any  hill  that  a horse  and  buggy  will  climb,  simple 
of  construction  so  that  all  parts  may  be  reached 
and  so  that  the  average  man  can  care  and  under- 
stand its  every  detail.  Such  a car  will  save 
money,  temper  and  time.” 

We  looked  in  vain  for  a response  from  a West 
Virginia  physician.  Maybe  we  were  still  in  the 
horseback  days.  Perhaps  our  politicians  hadn't 
heard  that  clamor,  More  and  Better  Roads.  Any- 
way, country-wide  opinion  seemed  to  indicate 
that  the  horse  and  buggy  days  were  over  and 
the  gasoline  carriage  was  here  to  stay! 

So,  “oil’s  well  that  ends  well.” 


Congratulations  to  Mrs.  Joe  N.  Jarrett,  Presi- 
dent of  your  Auxiliary,  on  the  well  deserved 
recognition  of  their  project  “Operation  Back- 
yard,” that  appeared  in  the 
OPERATION  March  issue  of  MD’s  Wife.  We 

BACKYARD  have  long  felt  that  the  people 

to  people  approach  in  extending 
help  was  far  superior  to  the  grand  overall  de- 
sign that  so  often  bogs  down  before  it  reaches 
the  people  for  whom  it  was  intended.  Mrs. 
Jarrett  and  her  local  auxiliary  are  to  be  com- 
mended for  demonstrating  the  value  of  this 
concept  in  a pilot  program. 

This  is  a well  told  story  of  a worked  out 
mining  town,  just  over  the  ridge  from  Oak 
Hill.  When  the  mines  closed  the  people  were 
left  stranded  without  occupation,  and  without 
incentive  or  physical  will  to  seek  a new  environ- 
ment and  new  jobs.  Through  the  neighborly 
concern  of  the  doctors’  wives  in  this  region  they 
have  been  taught  the  secret  of  better  nutrition 
and  new  skills  to  overcome  their  handicaps.  It  is 
the  ty  pe  of  home  help  that  transforms  individual 
and  community  lethargy  into  hope  and  action. 

If  your  wife  has  not  already  shown  you  this 
article,  ask  her  about  it. 


“If  you  don’t  go  to  sleep  in  15  minutes— take 
Napnow  for  restful  sleep.”  Those  of  you  who 
waste  time  in  front  of  the  television  have  heard 
this  blurb  a score  of  times. 
PILL  PUSHING  ON  The  distributors  of  the 

THE  BOOB  TUBE  Proprietary  that  inspires 

this  ballyhoo,  flaunt  them- 
selves as  experts  in  the  physiology  of  sleep  in- 
timating that:  if  you  don’t  go  to  sleep  in  15 
minutes,  there  is  something  wrong  with  you,  and 
make  statements  that  researchers  in  this  field 
would  hesitate  to  contemplate.  We  now  must 
develop  with  the  aid  of  pills,  a new  sleep  habit- 
thanks  to  the  misguided  squawk-box. 

Gone  is  that  delightful  period  of  reflection 
when  you  first  hit  the  sack— a review  of  the  day’s 
accomplishments  and  failures,  planning  for  the 
morrow,  a short  basking  in  conjugal  bliss,  a little 
time  to  recall  the  delights  of  your  home,  your 
children,  your  friends,  your  boss  and  perhaps 
your  God.  No  indeed,  if  you  are  not  asleep  in 
15  minutes— take  a sleeper  and  forget  the  world 
until  you  are  clocked  out  in  the  morning. 

For  the  past  10  years,  FDA  has  been  cracking 
down  on  new  drugs  and  combinations  of  old 
ones.  There  were  only  nine  new  drugs  released 
for  sale  in  1969.  Drugs  of  long  use  are  now  so 
hedged  by  Warning,  Adverse  Effects,  etc.,  that 
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one  has  to  read  the  fine  print  to  find  the  indica- 
tions and  effects  of  the  drug  on  disease;  but 
preparations  may  be  sold  over  the  counter  and 
under  the  counter,  without  regulation  whatever. 
These  remedies  are  a cure  for  everything  from 
alopecia  to  hemorrhoids  and  insomnia  to 
euphoria.  They  are  spat  at  you  with  increasing 
frequency  and  duration  from  sunrise  to  mid- 
night, in  a manner  that  make  Mein  Kampf  pro- 
paganda sound  like  nursery  talk. 

The  young  are  being  persuaded,  cajoled, 
threatened  and  punished  to  stay  away  from  Pot 
and  Acid,  so  it  must  be  a joke  for  the  teenager 
to  see  their  parents  and  grandparents  falling 
for  a line  of  guff  that  promotes  the  sale  and  use 
of  pills  without  therapeutic  value. 

The  use  of  drugs  without  indication  or  direc- 
tion is  drug  abuse. 

In  a recent  address  given  before  the  Asso- 
ciation of  American  Medical  Colleges  in  Cincin- 
nati at  its  80th  meeting,  Dr.  Robert  J.  Glaser, 
Vice  President  of  Medical  Affairs  and  Dean  of 

the  School  of  Medi- 
CURRENT  TENURE  OF  cine  of  Stanford  Uni- 
MEDICAL  SCHOOL  DEANS  versify,  spoke  about 

changes  in  the  office 
of  the  dean  of  medical  schools  during  the  past 
10  to  15  years.  Among  other  things  he  spoke 
about  the  current  tenure  of  medical  school  deans. 
In  the  10  years  between  1949  and  1959  only  11 
new  deans  were  appointed  to  medical  schools, 
but  between  the  years  1959  to  1969  there  were 
67  new  appointments  and  this  did  not  include 
deans  of  the  new  developing  medical  schools. 
In  regard  to  tenure  of  medical  deans  he  stated 
that  in  1962  the  average  tenure  was  seven  years 
and  the  median,  5.5  years.  Currently  the  aver- 
age figures  are  4.2  years  and  the  median,  three 
years. 

This  is  rather  shocking  but  is  not  quite  as 
serious  as  it  sounds,  because  seven  current  deans 
served  in  the  same  capacity  in  another  school, 
and  in  four  instances  the  dean  was  elevated  to 
vice  president  of  medical  affairs  which  meant 
that  a new  dean  had  to  be  appointed  to  fill  his 
place.  Doctor  Glaser  pointed  out  that  before 
World  War  II  medical  schools  were  small  and 
rather  uncomplicated.  The  deans  could  carry 
out  their  administrative  duties  and  devote  the 
remainder  of  their  time  to  teaching  or  research. 
This  period  apparently  ended  with  Federal  en- 
trance into  research  financing.  The  Federal 
money  was  not  equally  distributed  between  the 
departments  of  the  medical  school  so  that  some 
departments  became  hypertrophic  and  some 
stunted  causing  an  undesirable  imbalance. 


Dr.  Glaser  believes  that  outside  influence  and 
internal  asymmetry  have  undermined  the  in- 
fluence of  many  medical  deans.  When  the 
amount  of  money  for  research  grants  was  greatly 
reduced,  other  means  of  financing  became  nec- 
essary. In  most  instances  the  funds  had  to  come 
from  the  budget  of  the  medical  school.  This 
created  a hardship  in  some  institutions.  He 
feels  that  a medical  deanship  is  not  the  most 
likely  post  for  one  who  seeks  quiet  and  peace 
and  for  that  matter  long  tenure.  Presently  he 
stated  that  nine  medical  schools  are  looking  for 
deans.  The  position  of  dean  once  was  desirable 
and  sought  after,  but  apparently  now  many  of 
the  best  men  do  not  find  such  a post  attractive. 
He  pointed  out  that  the  time  may  soon  come 
when  the  dean  can  no  longer  be  the  titular  head 
of  the  entire  enterprise  concerning  himself  with 
both  academic  as  well  as  the  financial  side  of 
the  operation.  He  may  need  expert  financial 
help,  for  a medical  complex  is  now  big  business. 

The  matter  of  tenure  of  medical  deans  poses 
an  interesting  philosophical  problem.  There  was 
a time  when  many  deans  served  for  two  decades 
or  longer.  Currently  it  appears  that  the  tenure 
of  a medical  dean  is  constantly  growing  shorter. 
It  is  rather  difficult  to  suggest  how  long  a medi- 
cal dean  should  hold  office,  for  it  probably  de- 
pends somewhat  upon  the  local  institution.  It 
does  seem,  however,  that  three  or  four  years  as 
chief  administrative  officer  is  insufficient  time 
for  him  to  create  and  develop  his  policies.  It 
would  appear  that  a period  of  from  seven  to 
ten  years  would  be  more  appropriate.  It  is  pos- 
sible, of  course,  that  in  some  instances  a some- 
what longer  term  might  be  desirable,  but  it 
probably  is  well  for  a medical  dean  not  to 
remain  in  office  too  long.  One  is  reminded  of 
the  statement  made  by  Dr.  Lawrence  A.  Kiinp- 
ton,  former  president  of  the  University  of  Chi- 
cago, when  he  retired  from  the  presidency,  he 
stated: 

"...  the  head  of  a university  can  do  his  most 
effective  work  for  it  within  a reasonably  short 
term.  Universities  require  changing  leaders  who 
can  apply  fresh  and  sharply  objective  appraisals, 
starting  anew,  free  of  the  associations,  friend- 
ships, and  scars  of  common  struggles.  Commit- 
ments to  ideas  and  goals  become  unconsciously 
grooved  . . .” 

While  it  is  true  that  the  duties  of  a university 
president  are  more  complicated  than  that  of  a 
dean  of  a school  of  medicine,  nevertheless,  they 
have  at  least  two  matters  in  common,  namely 
administrative  duties  and  creation  of  policies. 
Therefore  what  Doctor  Kimpton  has  stated  may 
well  apply  to  deans  of  medical  schools. 
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Two  Additional  Speakers  Selected 
For  103rd  Annual  Meeting 

Two  prominent  physicians  have  been  added  to  the 
list  of  guest  sneakers  for  the  103rd  Annual  Meeting 
at  The  Greenbrier  in  White  Sulphur  Springs,  August 
20-22. 


Dr.  Robert  J.  Fleming  of  Morgantown,  Chairman 
of  the  Program  Committee,  announced  that  Dr.  Robert 
B.  Greenblatt  of  Augusta,  Georgia,  and  Dr.  Victor  A. 
Politano  of  Miami,  have  accepted  invitations  to  present 
papers  during  the  three-day  meeting. 

Robert  B.  Greenblatt,  M.  D. 

Dr.  Robert  B.  Greenblatt,  Professor  and  Chairman  of 
the  Department  of  Endocrinology  at  the  Medical  Col- 
lege of  Georgia,  is  a native  of  Montreal,  Canada. 

He  received  his  M.  D.  degree  in  1932  from  the 
McGill  University  Faculty  of  Medicine.  He  took  post- 
graduate work  in  pathology  in  Montreal  and  Boston 
and  also  served  a residency  in  obstetrics  and  gyne- 
cology at  University  Hospital  in  Augusta. 

Doctor  Greenblatt  has  been  associated  with  the 
Medical  College  of  Georgia  since  1936  and  at  one 
time  served  as  Assistant  Professor  of  Pathology  and 
Gynecology.  Since  1946  he  has  served  as  Professor 
and  Chairman  of  the  Department  of  Endocrinology. 

During  World  War  II,  he  served  with  the  Medical 
Corps  of  the  United  States  Coast  Guard  (Pacific  Fleet) 
and  now  serves  as  Consultant  to  the  Office  of  the 
Surgeon  General,  United  States  Army  and  the  Veterans 
Administration. 

Doctor  Greenblatt  is  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology.  He  has  con- 
tributed 350  articles  to  scientific  journals  as  well  as 
two  dozen  chapters  to  medical  texts.  He  is  the  author 
of  a text,  “Office  Endocrinology,”  and  a monograph 
on  the  “Minor  Venereal  Diseases”  now  in  the  third 
edition. 

Victor  A.  Politano,  M.  D. 

Dr.  Victor  A.  Politano,  Professor  of  Surgery  and 
Chief  of  the  Division  of  Urology  at  the  University  of 
Miami,  is  a native  of  Point  Marion,  Pennsylvania. 

Doctor  Politano  has  many  friends  in  West  Virginia 
as  he  attended  Marshall  University  and  received  an 
A.B.  degree  from  that  institution  in  1940.  From  1946 
to  1950  he  was  engaged  in  general  practice  in  Milton, 
West  Virginia. 

He  received  his  M.  D.  degree  in  1943  from  Duke 
University  School  of  Medicine  and  served  his  intem- 


Victor  A.  Politano,  M.  D. 


Robert  B.  Greenblatt,  M.  D. 


ship  and  residency  training  at  Duke  Hospital.  He 
served  with  the  Medical  Corps  of  the  United  States 
Navy,  1945-46,  and  was  recalled  in  1953  serving  as 
Senior  Medical  Officer  of  the  United  States  Naval 
Amphibious  Forces  (Atlantic  Fleet). 

He  served  on  the  faculties  at  the  Duke  University 
School  of  Medicine  and  Harvard  Medical  School  from 
1953  to  1962  at  which  time  he  was  named  to  his  present 
position.  He  also  is  Chief  of  the  Urological  Service 
at  Jackson  Memorial  Hospital  in  Miami.  He  is  Cer- 
tified by  the  American  Board  of  Urology  and  is  a 
Fellow  of  the  American  College  of  Surgeons.  He  also 
is  a member  of  the  Florida  State  Medical  Association, 
American  Medical  Association  and  the  American 
Urological  Association. 

Additional  Guest  Speakers 

Doctor  Fleming  announced  previously  that  Dr. 
Walter  C.  Bornemeir  of  Chicago  and  Dr.  Prince  B. 
Woodard  of  Charleston  would  be  honor  guests  during 
the  Annual  Meeting. 

Doctor  Bornemeier  will  be  installed  as  President  of 
the  American  Medical  Association  during  the  annual 
meeting  in  June.  He  will  speak  at  the  first  session 
of  the  House  of  Delegates  on  Wednesday  afternoon, 
August  19.  Doctor  Woodard,  Chancellor  of  the  West 
Virginia  Board  of  Regents,  will  deliver  the  keynote 
address  at  the  first  scientific  session  on  Thursday 
morning,  August  20. 

It  also  was  announced  that  scientific  papers  will  be 
presented  by  Dr.  Perry  C.  Talkington,  Clinical  Pro- 
fessor of  Psychiatry  at  the  University  of  Texas  South- 
western Medical  School,  and  Dr.  Jerome  F.  Wiot, 
Director  of  the  Department  of  Radiology  at  Cincinnati 
General  Hospital. 
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Seminar  on  Legal  Medicine 

Two  of  the  nation’s  most  prominent  trial  attorneys 
have  accepted  invitations  to  participate  in  a “Seminar 
on  Legal  Medicine”  which  will  be  held  on  Thursday 
afternoon,  beginning  at  three  o’clock. 

Mr.  Albert  Averbach  of  New  York  City  will  repre- 
sent the  plaintiff  attorneys  and  the  defense  lawyers 
will  be  represented  by  Mr.  William  E.  Knepper  of 
Columbus,  Ohio. 

The  Moderator  for  the  Seminar  will  be  Dr.  Charles 
J.  Frankel  of  Charlottesville,  Associate  Professor  of 
Orthopedic  Surgery  at  the  University  of  Virginia 
School  of  Medicine.  Doctor  Frankel  also  received  an 
LL.B.  degree  in  1957  from  the  University  of  Virginia 
Law  School. 

Business  Meetings  Scheduled 

The  Pre-Convention  Meeting  of  the  Council  will  be 
held  on  Wednesday  morning,  August  19,  and  the  first 
session  of  the  House  of  Delegates  on  Wednesday  after- 
noon. The  second  session  of  the  House  of  Delegates 
will  be  held  on  Saturday  afternoon,  August  22. 

Further  details  concerning  the  103rd  Annual  Meet- 
ing at  The  Greenbrier  will  be  announced  in  future 
issues  of  The  Journal. 


Heart  Association  Announces 
Deadline  for  Abstracts 

A deadline  of  June  5 has  been  set  for  receipt  of 
abstracts  of  papers  and  applications  for  scientific  ex- 
hibits and  cardiovascular  films  to  be  considered  for 
presentation  at  the  American  Heart  Association’s  1970 
Scientific  Sessions.  The  four-day  meeting  is  scheduled 
from  Thursday,  November  12  through  Sunday,  Novem- 
ber 15  in  Atlantic  City,  New  Jersey. 

Papers  intended  for  presentation  must  be  based  on 
original  investigations  in  the  cardiovascular  or  related 
fields.  The  project’s  results  and  the  investigator’s  con- 
clusions should  be  summarized  in  the  abstract  and 
submitted  on  official  AHA  forms. 

Official  forms  for  submitting  abstracts,  films  and 
scientific  exhibits  may  be  obtained  from  the  Depart- 
ment of  Medical  Education  at  the  Association’s  National 
Office,  44  East  23rd  Street,  New  York,  New  York  10010. 


Another  $500  Contribution 
To  Scholarship  Fund 

The  Medical  Arts  Supply  Company  of  Hun- 
tington has  made  a contribution  of  $500 
to  the  Charles  Lively  Memorial  Scholarship 
Fund  of  the  West  Virginia  State  Medical 
Association.  This  is  the  twelfth  consecutive 
year  that  the  Company  has  contributed  the 
sum  of  $500  to  the  Scholarship  Fund. 

Under  the  program,  20  students  already 
have  been  awarded  scholarships  of  $4,000 
each  to  the  West  Virginia  University  School 
of  Medicine. 


Malpractice  Seminar  at  WVU 
Saturday,  May  9 

A Seminar  on  Malpractice  will  be  held  at  the 
Medical  School  Auditorium  in  Morgantown  on  Satur- 
day, May  9,  beginning  at 
10  A.  M. 

The  Seminar  is  being 
presented  by  the  Univer- 
sity’s College  of  Com- 
merce in  cooperation  with 
the  College  of  Law  and 
the  School  of  Medicine. 

Medical  practitioners,  ad- 
ministrators, attorneys, 
and  representatives  of 
the  insurance  industry 
are  expected  to  attend. 

The  program  will  be  as 
follows: 

“The  Problems  of  Medical  Professional  Liability” — 
Dr.  Paul  Selby,  Dean  of  the  WVU  College  of  Law. 

“The  Problems  of  Medical  Professional  Liability 
Insurance” — Professor  Fred  Wright,  WVU  College 
of  Commerce. 

“Prophylaxis  for  Medical  Professional  Liability” — 
Dr.  Edward  Watson,  Michigan  State  University. 

“The  Peer  Review  Panel,  A Possible  Solution” — Dr. 
Robert  L.  Nolan,  Chairman,  Division  of  Public 
Health  and  Preventive  Medicine,  WVU  School  of 
Medicine. 

Assisting  with  the  program  planning  are:  Dr.  David 
Z.  Morgan,  Assistant  Dean,  WVU  School  of  Medicine; 
Dr.  Maynard  P.  Pride  of  Morgantown,  President  of 
the  West  Virginia  State  Medical  Association;  John  R. 
Goodwin,  Professor  of  Business  Law,  College  of  Com- 
merce; and  Robert  Conner,  Director  of  Special  Pro- 
grams, College  of  Commerce. 

The  Seminar  will  be  repeated  in  the  Auditorium 
of  the  new  Charleston  National  Plaza  in  Charleston 
on  Saturday,  May  23,  beginning  at  10  A.M. 

Seats  in  State  Legislature 
Sought  by  Three 

Two  members  of  the  West  Virginia  State  Medical 
Association  and  the  wife  of  one  member  are  seeking 
nominations  for  seats  in  the  Legislature  in  the  May  12 
primary  election. 

The  only  physician  candidate  for  the  State  Senate 
is  Dr.  David  E.  Wallace  of  Madison,  who  seeks  the 
Democratic  nomination  for  the  Seventh  District  (Lin- 
coln, Boone  and  Logan  Counties)  seat.  Among  his 
three  opponents  for  the  nomination  is  Senate  President 
Lloyd  G.  Jackson  of  Hamlin. 

Dr.  Milton  Lilly  of  Charleston  is  one  of  33  Republi- 
can candidates  for  nomination  for  Kanawha  County’s 
14  seats  in  the  House  of  Delegates. 

In  Raleigh  County,  Mrs.  Charles  W.  Merritt,  whose 
husband  is  a Beckley  obstetrician,  is  seeking  the 
Democratic  nod  for  one  of  four  House  seats  at  stake. 
There  are  10  other  candidates  in  the  Democratic  race. 
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Health  Dept.  Tries  To  Meet 
Needs  of  Elderly 

The  65  and  over  age  group  has  an  increasingly  un- 
fulfilled need  for  health  care,  according  to  the  State 
Health  Department,  which  is  attempting  to  meet  these 
needs. 

These  Home  Health  Services  are  administered 
through  certified  agencies  in  local  health  departments 
and  include  patients  who  are  eligible  for  Medicare. 

To  meet  these  needs  the  following  other  agencies 
are  also  involved: 

Social  Security  Administration: 

Social  Security  Administration  is  responsible  for 
the  overall  administration  and  coordination  of  Medi- 
care as  well  as  the  home  health  benefits  part  of  this 
program.  It  also  is  responsible  for  setting  requirements 
agencies  must  meet  in  the  interest  of  the  health  and 
safety  of  the  Medicare  beneficiaries. 

SSA  through  its  Bureau  of  Health  Insurance  desig- 
nates the  State’s  Medicare  Agency.  Local  SSA  offices 
serve  as  “information  centers”  for  both  home  health 
agencies  and  Medicare  beneficiaries.  These  are  public 
offices  and  they  assist  persons  over  65  in  qualifying 
for  Medicare  benefits.  They  furnish  beneficiaries  with 
coverage  information  and  make  the  appropriate  Medi- 
care referrals. 

State  Health  Department,  Health  Insurance  Benefits 

The  Health  Insurance  Benefits  Unit  of  the  State 
Department  of  Health  is  responsible  for  certifying 
Home  Health  Agencies  for  participation  in  the  Medi- 
care Program. 

To  participate  as  a Home  Health  Agency  in  the 
Health  Insurance  for  the  Aged  Program,  the  facility 
must  be  a home  health  agency  within  the  meaning  of 
Section  1861  (o)  of  the  Social  Security  Act. 

An  agency  wishing  to  participate  should  contact  the 
Health  Insurance  Benefits  Unit  for  booklet  “Condi- 
tions for  Participation,”  application  packet,  and  con- 
sultation relative  to  overall  program. 

Also,  a Home  Health  Agency  must  have  been  in 
operation  a minimum  of  60  days  before  certification 
can  be  granted. 

Fiscal  Intermediary  (Medicare)  Blue  Cross 

The  Intermediary,  by  the  terms  of  its  contract  with 
the  Secretary  of  Health,  Education,  and  Welfare, 
makes  payments  to  providers  for  covered  items  and 
services  on  the  basis  of  reasonable  cost  determination 
and  assists  in  the  application  of  safeguards  against 
unnecesary  utilization  of  covered  services. 

The  Intermediary  must  review  all  bills  submitted 
for  payment  and  identify  any  which  contain  a request 
for  payment  for  what  appears  to  be  non-covered  or 
excluded  services. 

“Through  the  breadth  of  its  coverage,  Medicare  has 
facilitated  the  physician’s  choice  of  the  most  appro- 
priate level  of  care  for  the  Medicare  patient  and 
thereby  contributed  towards  making  the  health  sys- 
tem a more  effective  instrument.” 


Medical  Scholarships  Awarded 
To  Two  Students 

Two  young  West  Virginia  men  have  been  awarded 
four-year  scholarships  to  the  West  Virginia  University 
School  of  Medicine  by  the  West  Virginia  State  Medical 
Association. 


Roger  P.  Bennett 


Dr.  Martha  J.  Coyner  of  Harrisville,  Chairman  of 
the  Association’s  Committee  on  Medical  Scholarships, 
said  the  recipients  of  this  year’s  awards  will  be 
Roger  Paul  Bennett  of  Bolair,  Webster  County,  and 
Richard  Darrell  Hayes,  Jr.,  of  Nitro.  They  will  receive 
$1,000  apiece  for  each  of  their  four  years  at  the  School 
of  Medicine  for  a total  of  $4,000  each. 

Both  men  have  been  accepted  by  the  School  of 
Medicine  to  begin  studies  next  fall  leading  toward 
M.  D.  degrees. 

Hayes,  22,  is  a native  of  Charleston  and  is  the  eldest 
of  three  sons  of  Mr.  and  Mrs.  Richard  D.  Hayes  of 
Nitro.  A graduate  of  Nitro  High  School  in  the  class 
of  1966,  he  will  receive  a B.  A.  degree  in  zoology  at 
WVU  next  month. 

Bennett,  21,  is  married  to  the  former  Susan  Ander- 
son, and  they  are  the  parents  of  one  child.  Both  are 
enrolled  at  Fairmont  State  College,  where  the  scholar- 
ship recipient  will  receive  a B.  S.  degree  in  biology 
this  spring.  He  is  a 1966  graduate  of  Webster  Springs 
High  School. 

Bennett,  a native  of  Cleveland,  is  one  of  eight  chil- 
dren of  Mr.  and  Mrs.  William  P.  Bennett  of  Bolair. 

Hayes  and  Bennett  are  the  21st  and  22nd  deserving 
students  to  receive  grants  since  the  Medical  Associa- 
tion started  the  program  several  years  ago. 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning  any 
change  in  address.  Notices  should  be  mailed 
to  Box  1031,  Charleston,  West  Virginia  25324. 


Richard  D.  Hayes,  Jr. 
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W.  Va.  Ob.-Gyn.  Society 
Meets  in  Virginia 

The  West  Virginia  Obstetrical  and  Gynecological 
Society  will  hold  a joint  meeting  with  its  Virginia 
counterpart  at  the  University  of  Virginia  School  of 
Medicine  in  Charlottesville,  May  8-10. 

There  will  be  a social  hour  Friday  evening.  May  8. 
The  scientific  program  for  the  following  day  will  be 
as  follows: 

“Pitfalls  in  the  Diagnosis  of  Identical  Twins” — 

U.  G.  Turner,  M.  D.,  and  Shannon  Allen,  M.  D. 

“Induction  of  Ovulation” — James  D.  Kitchin,  III, 
M.D. 

“Experience  with  Tubal  Ligation  and  Vaginal 
Hysterectomy  as  Methods  of  Conception  Con- 
trol.”— Siva  Thiagarajah,  M.  D. 

“Modern  Approach  of  Induction  of  Labor” — 
Charles  H.  Hendricks,  M.  D. 

“Maternal  Hemodynamics  of  Labor” — George  W. 
Cornwell,  D.  Sc. 

“Treatment  of  Toxemia  of  Pregnancy” — Guy  M. 
Harbert,  Jr.,  M.  D. 

“Fertilization  of  Ovum” — Charles  E.  Hamner,  Jr., 

D.  V.  M„  Ph.  D. 

“Placental  Transmission  of  Atenuated  Rubella 
Virus” — R.  L.  M.  Coleman,  M.  D. 

There  will  be  a social  hour  and  dinner  that  evening. 

Additional  information  about  the  program  may  be 
obtained  by  contacting  Dr.  A.  J.  Villani,  Secretary- 
Treasurer,  West  Virginia  Obstetrical  and  Gynecological 
Society,  Stevens  Clinic  Hospital,  Welch,  West  Virginia. 


Doctor  Hall  on  AAGP  Committee 

Dr.  Carl  B.  Hall  of  Charleston  has  been  appointed 
to  a one-year  term  on  the  Committee  on  Insurance 
of  the  American  Academy  of  General  Practice.  Doctor 
Hall  has  been  a member  of  the  AAGP  Delegate  As- 
sembly for  several  years. 


International  Congress  Plans 
Announced  by  ACP 

The  American  College  of  Physicians  has  announced 
plans  for  the  11th  International  Congress  of  Internal 
Medicine  in  New  Delhi  and  the  Post  Convention  Tour 
Around  the  World. 

Dates  for  the  activities  are  October  18  through 
November  12. 

The  per  person  charge  is  $1,935.  Members  of  the 
ACP,  their  friends  and  any  other  interested  physician 
may  attend. 

Cities  on  the  visitation  schedule  include  Beirut,  New 
Delhi,  Bangkok,  Hong  Kong,  Kyoto,  Hakone  and 
Tokyo. 

Additional  information  may  be  obtained  by  writing 
to  American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pennsylvania. 


Pan-Pacific  Surgical  Assn. 

Lists  1972  Meeting 

The  Pan-Pacific  Surgical  Association  has  announced 
that  its  12th  Congress  will  be  held  at  the  Hilton 
Hawaiian  Village  Hotel  in  Honolulu,  February  26 
through  March  3,  1972. 

Concurrent  meetings  will  be  held  in  anesthesiology, 
colon  and  rectal  surgery,  general  surgery,  neurosur- 
gery, obstetrics  and  gynecology,  ophthalmology,  ortho- 
pedic surgery,  otolaryngology,  plastic  surgery,  tho- 
racic and  cardiovascular  surgery,  and  urology. 

Additional  information  may  be  obtained  by  writing 
to  Pan-Pacific  Surgical  Association,  236  Alexander 
Young  Building,  Honolulu,  Hawaii  96813. 


Looking  Back  10  Years  . . . 


Dr.  Morris  Fishbein  of  Chicago,  former  Editor  of  the  Journal  of  the  American  Medical  Association  (third  from  left), 
was  guest  speaker  at  a meeting  of  the  Ohio  County  Medical  Society,  which  was  held  in  Wheeling  10  years  ago.  Other 
physicians  in  the  photograph  are,  left  to  right:  the  late  Dr.  Robert  J.  Reed,  Jr.,  a Past  President  of  tiie  State  Medical 
Association:  Dr.  D.  E.  Greeneltch,  who  at  the  time  was  Vice  President  of  the  Association;  Dr.  L.  A.  Lyon;  Dr.  J.  P. 
McMullen,  a Past  President  of  the  Association;  and  Dr.  J.  C.  Huffman  of  Buckliannon,  who  at  the  time  was  President  of 
the  Association. 
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College  of  Physicians  Lists 
Three  May  Courses 

The  American  College  of  Physicians  will  sponsor 
three  postgraduate  medical  education  courses  during 
the  month  of  May. 

Courses,  dates  and  locations  are  as  follows: 

May  6-7 — “A  Workshop-Type  Symposium  on  Medi- 
cal Intensive  Care,”  at  Vancouver,  British  Columbia. 

May  20-22 — “Clinical  Aspects  of  Infectious  Diseases,” 
at  Seattle,  Washington. 

May  27-29 — “Heart  Disease — Clinical  and  Patholog- 
ical Correlation,”  at  Washington,  D.  C. 

Fees  include  $60  for  members  of  the  ACP  and  $100 
for  non-members. 

Information  about  these  and  other  ACP  courses  may 
be  obtained  by  writing  to:  Dr.  Edward  C.  Rosenow, 
Executive  Director,  American  College  of  Physicians, 
4200  Pine  Street.  Philadelphia,  Pennsylvania  19104. 


Cleveland  PG  Program 
Ends  This  Month 

Courses  in  heart  and  skin  disease  will  complete  the 
Cleveland  Clinic  Educational  Foundation’s  schedule  of 
postgraduate  courses  for  1969. 

The  final  courses  will  be  “Progress  in  Cardiovascular 
Disease,”  May  6-7,  and  “Advances  in  Dermatology,” 
May  21-22. 

Information  may  be  obtained  by  communicating  with 
Director  of  Education,  The  Cleveland  Clinic  Educa- 
tional Foundation,  2020  East  93rd  Street,  Cleveland, 
Ohio  44106. 


Diabetes  Meeting  in  Florida 

The  Annual  Meeting  of  the  Florida  Diabetes  Asso- 
ciation will  be  held  at  the  Hotel  Sheraton  in  Ft. 
Lauderdale,  October  9-10. 

Dr.  George  P.  Heffner,  formerly  of  Charleston,  is 
currently  serving  as  President  of  the  Florida  Diabetes 
Association.  He  has  extended  a cordial  invitation  to 
all  West  Virginia  physicians  to  attend  the  two-day 
meeting. 

Further  information  may  be  obtained  by  writing  to 
Doctor  Heffner,  4602  North  Federal  Highway,  Ft. 
Lauderdale,  Florida  33308. 


Doctor  Pollen  Larger  Certified 

The  American  Board  of  Psychiatry  and  Neurology 
has  certified  Dr.  Arthur  L.  Poffenbarger  of  Charleston, 
a neurologist,  as  a result  of  examinations  conducted  in 
Cleveland  in  March. 

Doctor  Poffenbarger,  a member  of  the  West  Virginia 
State  Medical  Association,  received  his  M.  D.  degree 
from  the  University  of  Maryland  and  had  residency 
training  at  University  Hospital  in  Baltimore. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

May  10-14 — Am.  Urological  Assn.,  Philadelphia. 

May  11-15 — Am.  Psychiatric  Assn.,  San  Francisco. 

May  11-15 — Ohio  Medical,  Columbus. 

May  24-27 — Am.  Thoracic  Soc.,  Cleveland. 

May  25-27 — Am.  Gyn.  Soc.,  Hot  Springs,  Va. 

May  28-30 — Am.  Oph.  Soc.,  Hot  Springs,  Va. 

June  13-14 — Am.  Diabetes  Assn.,  St.  Louis. 

June  15-17 — Am.  Neurological  Assn.,  Atlantic  City. 
June  21-25 — AMA,  Chicago. 

July  17-18 — Rocky  Mtn.  Cancer  Conf.,  Denver. 

Aug.  12-15 — 4th  World  Conf.  on  Gen.  Prac.,  Chicago. 

Aug.  20-22 — 103rd  Annual  Meeting,  W.  Va.  State  Medi- 
cal Association,  The  Greenbrier,  White  Sulphur 
Springs. 

Sept.  9-11- — Med.  Soc.  of  D.C. 

Sept.  10-12 — Am.  Assn,  of  Ob.  & Gyn.,  Hot  Springs,  Va. 
Sept.  11-19 — Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  11-19 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  14-17 — Am.  Hosp.  Assn.,  Houston. 

Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-26 — Ohio  Chap.,  ACS,  Columbus. 

Sept.  25-Oct.  1 — AAGP,  San  Francisco. 

Oct.  1 — Rural  Health  Conference,  Jackson’s  Mill. 

Oct.  3-4 — Am.  Assn,  of  Oph.,  Las  Vegas. 

Oct.  4-8 — Pa.  Medical,  Lancaster. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  9-10 — Florida  Diabetes  Assn.,  Ft.  Lauderdale. 
Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16— ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 

Oct.  26-30 — Am.  Assn,  of  Pub.  Health  Phys.,  & Am. 
Pub.  Health  Assn.,  Houston. 

Nov.  10-17 — Am.  Heart  Assn.,  Atlantic  Citv. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago 
Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  17-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Feb.  3-7— Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-27 — Am.  Soc.  of  Clin.  Path  & Col.  of  Am.  Path., 
Las  Vegas. 

March  6-11 — Am.  Acad,  of  Orth.  Surg.,  San  Francisco. 
March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  26-28 — Am.  Soc.  of  Int.  Med.,  Denver. 

March  28-April  2 — ACP,  Denver. 

March  29-April  3 — Am.  Col.  of  Rad.,  St.  Louis. 

March  31-April  2 — Md.  Medical,  Baltimore. 

April  18-22 — Am.  Assn,  of  Neu.  Surg.,  Houston. 

April  26 — May  1 — Am.  Acad,  of  Neurology,  New  York. 
April  26-28 — Am.  Assn,  for  Thoracic  Surg.,  Atlanta. 
April  29 — May  1 — Am.  Ped.  Soc.,  Atlantic  City. 
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Fast.  Jong-lasting 
relief  of  aches 
and  pains  4 

of  colds  and  flu  ^ 


with  the  unique 

timed-release 

aspirin 

Double  strength  Measurin  timed-release  aspirin 

offers  a new  kind  of  control  for  your  patients  with  cold 

and  flu  discomforts.  In  each  10-grain  tablet  are  over 

6,000  microscopic  reservoirs  that  release  aspirin  at  a 

controlled  rate— some  right  away  and  some  later 

on.  This  means  fast  relief  of  symptoms, 

followed  by  hours  of  comfort.  Throughout 

the  day,  Measurin  gives  your  patients 

freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.J.  07022 


r 


REON 


ftilwMIl  BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 


WVU  Medical  Center 
-News- 


Thirty  members  of  the  faculty  of  the  School  of 
Medicine  have  received  promotions  in  academic 
rank  in  a list  released  recently  by  WVU  President 
James  G.  Harlow.  The  promotions  are  effective 
July  1. 

Advancements  are  as  follows: 

Associate  Professor  to  Professor — Edward  K.  Chung, 
John  E.  Jones  and  W.  Keith  Morgan,  Department  of 
Medicine;  Walter  H.  Moran,  Jr.,  Department  of  Sur- 
gery and  Department  of  Physiology  and  Biophysics; 
Richard  A.  Currie,  Department  of  Surgery;  Hugh  A. 
Lindsay,  Department  of  Physiology  and  Biophysics; 
John  E.  Hall,  Department  of  Microbiology;  John  A. 
Thomas,  Department  of  Pharmacology;  Edgar  F.  Heis- 
kell,  Lawrance  S.  Miller  and  Maynard  P.  Pride,  (clin- 
ical) Department  of  Surgery;  and  Clement  A.  Smith, 
(clinical)  Department  of  Radiology. 

Assistant  Professor  to  Associate  Professor — William 
Beresford  and  Carlin  Pinkstaff,  Department  of  An- 
atomy; George  Easley  and  Thomas  J.  Tamay,  Depart- 
ment of  Surgery;  Ludwig  Gutmann,  Department  of 
Physiology  and  Biophysics;  James  Martin,  Department 
of  Neurology;  Joseph  J.  McPhillips,  Department  of 
Pharmacology;  Ruth  M.  Phillips,  Department  of  Pedi- 
atrics; Stanley  R.  Shane,  Department  of  Medicine;  0. 
Lee  Trick,  Department  of  Psychiatry;  Donald  M.  Kop- 
pel,  (clinical)  Department  of  Medicine;  Isaiah  A.  Wiles, 
(clinical)  Division  of  Public  Health  and  Preventive 
Medicine;  and  James  Hugh  Wiley,  (clinical)  Depart- 
ment of  Surgery. 

Instructor  to  Assistant  Professor — Morton  H.  Fried- 
man, Department  of  Anatomy;  Norah  M.  Gutrecht, 
Department  of  Pediatrics;  Catalino  B.  Mendoza,  De- 
partment of  Surgery;  Lauralee  Sherwood,  Department 
of  Physiology  and  Biophysics  and  Division  of  Public 
Health  and  Preventive  Medicine;  and  Victoria  S. 
Maisog,  (clinical)  Department  of  Pediatrics. 

Visiting  AOA  Professor 

Alpha  Omega  Alpha,  the  honor  medical  society, 
recognized  its  WVU  chapter  last  month  by  sponsoring  a 
visiting  professor. 

Dr.  Calvin  M.  Kunin  of  Charlottesville,  Professor 
and  Chairman  of  the  Department  of  Preventive  Medi- 
cine and  Professor  of  Medicine  at  the  University  of 
Virginia  School  of  Medicine,  presented  a series  of 
lectures,  April  13-18. 

His  subjects  were  “Review  of  Antimicrobial  Therapy,” 
“Antimicrobial  Agents  in  Patients  with  Renal  Failure,” 
“The  Significance  of  Serum  Protein  Binding  of  Anti- 
biotics,” “Tissue  Binding  of  Antibiotics,”  “Epidemi- 
ology and  Natural  History  of  Urinary  Tract  Infections,” 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


and  “Prevention  of  Catheter  Induced  Urinary  Tract 
Infections.” 

Doctor  Kunin  serves  on  the  editorial  boards  of 
Hospital  Practice,  Antimicrobial  Agents  and  Chemo- 
therapy, and  The  Journal  of  Infectious  Diseases. 

PT  Division  Is  Organized 

A Division  of  Physical  Therapy  has  been  organized 
in  the  School  of  Medicine. 

The  Division  will  offer  the  final  two  years  of  a 
baccalaureate  program  leading  to  a degree  in  physical 
therapy.  It  is  expected  that  16  students  will  be  ac- 
cepted for  the  class  beginning  next  fall,  but  enrollment 
eventually  will  reach  30  students  per  class. 

Sixty-eight  or  more  credit  hours  in  English  and 
the  physical  and  social  sciences  will  be  required  for 
admission  to  the  curriculum.  Students  will  be  chosen 
during  the  second  semester  of  their  sophomore  year 
on  a competitive  basis,  with  priority  to  be  given  to 
West  Virginia  students. 

Graduates  of  the  program  must  complete  three 
months  of  internship  in  a clinic  before  they  can  be 
accepted  into  the  American  Physical  Therapy  Associa- 
tion or  apply  for  a license. 

Mrs.  Marylou  Barnes  will  be  director  of  the  pro- 
gram. Enrollment  forms  are  available  from  the  Medi- 
cal Center  Associate  Registrar’s  Office. 

Dr.  Leavell  Is  Visiting  Speaker 

Dr.  Byrd  S.  Leavell  of  Charlottesville,  Virginia, 
spoke  at  the  Medical  Center  on  April  3 on  the  subject 
of  “Aplastic  Anemia.” 

Doctor  Leavell  is  Professor  of  Medicine  and  Physi- 
cian-in-Charge  of  the  Hematology  Section  at  the 
University  of  Virginia  School  of  Medicine. 

Resident  Wins  Award 

Dr.  Harry  M.  Lowell,  Resident  in  Neurosurgery  at 
WVU,  won  the  President’s  Award  at  the  annual 
meeting  of  the  Southern  Neurosurgical  Society,  which 
was  held  in  March  in  Durham,  North  Carolina. 

Doctor  Lowell  was  recognized  for  his  paper  on 
“The  Effect  of  Increased  Intracranial  Pressure  on 
Cerebral  Vascular  Hemodynamics.” 
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For  intense,  concentrated, 
surgical  illumination 
without  heat 


THE  A.C.M.I. 

Fiber  Optic 
Surgical  Light 


The  ACM  I Fiber  Optic  Surgical  Light  transmits  illumination 
from  its  high  intensity  parabolic  lamp  through  a bundle 
of  approximately  200,000  flexible  optical  fibers,  and 
through  a condensing  lens  that  controls  the  size  and 
focus  of  the  spot  of  light.  The  supporting  arm  may  be 
adjusted  to  the  position  desired. 

This  unit  gives  the  surgeon  brilliant,  cold  “spot-light" 
illumination  for  localized  surgical  fields,  with  these  unique 
advantages: 

• Intense  light— provides  5200  foot-candlepower  at  a 
distance  of  5 inches  from  end  of  carrier  bundle. 

• No  heat— avoids  causing  tissue  dehydration  and 
damage. 

• Mobility— permits  surgeon  to  concentrate  intense 
light  at  operative  site  without  shadowing  or  diffusion. 

• Versatility— facilitates  superior  lighting  in  a wide 
variety  of  surgical  and  diagnostic  procedures. 

The  ACMI  Surgical  Light  is  particularly  useful  for  provid- 
ing better  illumination  for  deep  wounds  and  general 
surgery. ..  for  ophthalmic,  neurologic,  gynecologic  and 
orthopedic  surgery. . .for  diagnostic  procedures,  or  trans- 
illumination . . . and  for  special  situations  in  which  cold,  in- 
tense, concentrated  light  can  prove  helpful. 

For  further  information,  consult  your  dealer  or  write  to 


dhncxiam  Cystoscope  JHafcvisJnc. 

8 Pelham  Parkway,  Pelham  Manor  (Pelham),  N.Y. 


A table  model  (Catalog  No.  FO-5300)  is  avail- 
able, as  illustrated  (right).  A transformer  in  the 
power  supply  cabinet  reduces  voltage  from 
110  volts,  60  cycles  AC,  to  21  volts;  and  a 
Variac  regulates  this  voltage  supply  from  0 to 
21  volts,  as  required. 

The  power  supply  is  not  explosion  proof  and 
should  be  mounted  5 ft.  off  the  floor  in  areas 
where  explosive  gaseous  mixtures  are  used.  A 
stand  (Catalog  No.  FCB-100-S)  which  can  be 
attached  to  the  operating  room  table  is  avail- 
able for  this  purpose  (as  illustrated  above). 
Additional  light  carrier  bundles  for  special  uses 
are  also  available,  in  Vs.  lA  and  %-inch  diam- 
eter, in  72-inch  lengths. 


HIGH  INTENSITY  PARABOLIC  LAMP 
IN  POWER  SUPPLY  CABINET 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 

CHARLESTON,  WEST  VIRGINIA 


The  Month 

in  Washington 


The  Nixon  Administration  proposed  that  prepaid, 
closed-panel  group  practice  health  care  be  au- 
thorized under  both  Medicare  and  Medicaid.  The 
American  Medical  Association  recommended  to  the 
House  Ways  and  Means  Committee  a new  Medicaid 
plan  utilizing  existing  private  health  insurance 
mechanisms  to  replace  the  present  program  of  health 
care  assistance  for  the  medically  indigent. 

Robert  H.  Finch,  Secretary  of  Health,  Education  and 
Welfare,  said  Congress  would  be  asked  to  approve 
legislation  authorizing  “health  maintenance  contracts 
guaranteeing  health  services  for  the  elderly  and  the 
poor  at  a single  fixed  annual  rate  for  each  person 
served.” 

“In  the  case  of  Medicare,”  Finch  said,  “the  patient 
will  be  entitled  under  such  a contract  to  all  of  the 
usual  Medicare  services  plus  preventive  services.  The 
contract  price  will  be  negotiated  in  advance  at  an 
amount  less  than  the  Social  Security  Administration 
presently  pays  for  conventional  Medicare  benefits  in 
the  locality. 

“Similarly  under  Medicaid  we  are  seeking  au- 
thority for  the  states  to  offer  to  the  poor  the  option 
of  securing  services  under  such  health  maintenance 
contracts.  We  propose  to  work  with  the  individual 
states  toward  the  modification  of  their  present  pro- 
grams in  this  regard  and  to  encourage  their  use  of 
the  experimental  authority  previously  mentioned  for 
the  testing  of  a variety  of  different  contractual  ar- 
rangements. 

“The  cornerstone  of  this  new  option  in  federal 
health  purchasing  will  be  the  opportunity  for  con- 
sumers to  choose  between  alternatives.  The  ultimate 
goal  will  be  to  give  every  beneficiary  of  these  pro- 
grams a choice  between  obtaining  services  from  a 
health  maintenance  organization  or  arranging  for 
them  in  the  usual  way  from  individual  doctors  and 
hospitals.  He  will  have  the  choice  of  withdrawing 
from  enrollment  in  a health  maintenance  organiza- 
tion if  he  finds  the  service  unsatisfactory.  The  govern- 
ment will  have  the  choice  of  entering  into  arrange- 
ments with  individual  health  maintenance  organiza- 
tions, subject  to  special  standards  including  assurance 
that  every  contractor  will  serve  persons  of  high  medi- 
cal risk  as  well  as  the  healthy.” 

Earlier,  HEW  Under  Secretary  John  G.  Veneman 
told  the  House  committee  that  it  was  planned  to  call 
the  new  approach  under  Medicare  Part  C — to  provide 
all  services  covered  under  Parts  A and  B “plus  pre- 
ventive services.”  He  estimated  a saving  of  about 
$15  per  person,  but  some  committee  members  were 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


skeptical  that  more  services  could  be  provided  at  less 
cost. 

Both  Finch  and  Veneman  made  clear  that  one  of 
the  main  objectives  is  a fundamental  change  in  the 
nation’s  system  of  health  care  delivery.  They  said 
states  would  ask  to  repeal  existing  laws  restricting 
prepaid  group  practice.  They  said  that  future  federal 
Medicaid  funds  might  be  made  contingent  on  states 
eliminating  “legal  barriers  to  all  forms  of  health  de- 
livery organizations.” 

Dr.  Russell  B.  Roth,  Speaker  of  the  AMA  House  of 
Delegates,  told  the  House  committee  that  Medicaid 
"has  demonstrated  some  weaknesses  which  badly  need 
correction.” 

A new  program,  he  said,  should:  “provide  the  Con- 
gress with  a basis  for  reasonable  predictable  costs; 
ease  the  harden  on  the  states;  assure  total  implemen- 
tation; and  while  maintaining  a level  of  quality,  insure 
that  the  costs  of  the  program  remain  within  the 
range  of  acceptability.” 

The  program  recommended  by  the  AMA  had  these 
features: 

1.  Each  eligible  person  (or  family)  would  receive 
a certificate  to  be  redeemed  by  a qualified  health  in- 
surance company  offering  a health  insurance  policy  or 
contract  of  certain  basic  health  benefits  such  as 
hospitalization,  medical  care,  preventive  care,  and 
diagnostic  and  outpatient  care. 

2.  The  premium  cost  for  such  policy  or  contract 
would  be  assumed  by  the  federal  government  from 
its  general  revenue  fund. 

3.  The  states,  freed  from  the  expense  of  financing 
the  basic  costs  of  health  care  for  their  indigent  and 
medically  indigent  residents,  could  provide  supple- 
mentary benefits.  These  might  include,  for  example, 
skilled  nursing  home  care  and  dental  services. 

4.  The  determination  that  an  insurance  policy  or 
contract,  and  the  company  offering  same,  are  “quali- 
fied” would  be  made  by  a state  agency  which  cus- 
tomarily has  that  authority.  However,  changes  in  the 
scope  of  benefits,  and  guidelines  or  standards  to  be 
used  by  the  insurance  departments  in  judging  the 
company  and  the  plan  it  offers,  would  be  established 
by  a national  board  appointed  by  the  President. 

(Continued  on  Page  xxiii) 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


SAINT  ALBANS 


PSYCHIATRIC  HOSPITAL 


Radford,  Virginia 


James  P.  King, 
William  D.  Keck,  M.  D. 

Clinical  Director 
Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 


M.  D.,  Director 

Edward  E.  Cale,  M.  D. 
Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D 
Delano  W.  Bolter,  M.  D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Card  McGraw,  Ph.  D. 
David  F.  Strahley,  Ph.  D. 
James  E.  Dublin,  Ph.  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 


Bluefield  Mental  Health  Center  1 09  E.  Main  Street,  Beckley,  W.  Va. 

525  Bland  St.,  Bluefield,  W.  Va.  Beckley  Mental  Health  Center 

David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 

Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.  D. 
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TRIPLE  DUTY 


The  new  Burdick  electrocardiograph  gives  you  a pre- 
cision recorder  of  high  fidelity.  And,  while  it  is  designed 
primarily  to  record  electrocardiograms,  the  same  unit 
with  auxiliary  equipment  can  be  used  to  record  phono- 
cardiograms  (heart  sound)  and  photomotograms 
(Achilles  tendon  reflex). 

So  let  your  electrocardiograph  do  triple  duty!  When  you 
purchase  your  new  Burdick  ECG,  include  the  PC-IOO 
Heart  Sound  Preamp  and  FM-1  Photomotograph. 
Have  the  benefits  of  your  own  office  diagnostic  grouping 
for  better  patient  service. 

♦ 

WRITE  US  TODAY  FOR  COMPLETE  INFORMATION. 

THE  MEDICAL  ARTS  SUPPLY 
COMPANY 

706-16  Fourth  Avenue  Phone:  522-8341 
HUNTINGTON,  WEST  VIRGINIA 


Obituaries 


IVAN  R.  HARWOOD,  M.  D. 

Dr.  Ivan  R.  Harwood,  a retired  urologist,  died  at 
his  home  in  Huntington  on  April  6.  He  was  70. 

Born  at  Sandstone,  West  Virginia,  Doctor  Harwood 
attended  Marshall  University  and  received  his  M.  D. 
degree  from  the  Medical  College  of  Virginia  in  1930. 

Doctor  Harwood  was  an  honorary  member  of  the 
Cabell  County  Medical  Society,  the  West  Virginia 
State  Medical  Association  and  the  American  Medical 
Association.  His  other  professional  memberships  in- 
cluded the  American  Urological  Association. 

During  World  War  I,  he  served  in  the  U.  S.  Marines. 

Survivors  include  the  widow,  Mrs.  Jane  Hoy  Har- 
wood; a son,  Capt.  Ivan  R.  Harwood,  Jr.,  with  the 
Air  Force  in  Texas;  daughters,  Mrs.  David  E.  Haden 
of  Charleston  and  Mrs.  Robert  Kemp  Morton  of  Hun- 
tington; sisters,  Mrs.  Thomas  Wilding  of  Logan,  Mrs. 
Norris  Thompson  of  Charleston,  Mrs.  L.  L.  Sullivan 
of  Coral  Gables,  Florida,  and  Mrs.  Jacob  Wright  of 
Huntington;  and  three  grandchildren. 

* * * * 

RALPH  EVERETT  PENCE,  M.  D. 

Dr.  R.  E.  Pence,  64,  died  at  his  home  in  South 
Charleston  on  Easter  Sunday.  He  had  practiced  medi- 
cine for  35  years. 

Doctor  Pence  was  born  in  Alderson  and  attended 
Randolph  Macon  College.  He  received  his  M.  D. 
degree  in  1932  from  the  Medical  College  of  Virginia. 
He  received  internship  and  residency  training  at 
Charleston  General  Hospital. 

A Fellow  of  the  American  College  of  Surgeons, 
Doctor  Pence  also  was  a member  of  the  Kanawha 
Medical  Society,  the  West  Virginia  State,  Southern 
and  American  Medical  Associations. 

Survivors  include  the  widow,  Lillian  Mitchell 
Pence;  a daughter,  Mrs.  Penelope  Bauer  of  Baltimore; 
and  a son,  Sgt.  P.  Frederick  Pence,  with  the  U.  S. 
Army  in  Germany. 

* * * * 

LaVERN  LAKE  SWIGART,  M.  D. 

Dr.  L.  Lake  Swigart  of  Williamson  died  on  February 
23  at  the  age  of  51. 

A native  of  Illinois,  Doctor  Swigart  attended  the 
University  of  Illinois  and  received  his  M.  D.  degree 
from  the  Northwestern  University  Medical  School 
in  1944. 

He  interned  at  Wesley  Memorial  Hospital  in  Chicago 
and  served  residencies  at  Cook  County  and  Passavant 
Memorial  Hospitals,  also  in  Chicago. 

A Diplomate  of  the  American  Board  of  Surgery  and 
a Fellow  of  the  American  College  of  Surgeons,  Doctor 
Swigart  was  a member  of  the  Mingo  County  Medical 
Society,  which  he  served  as  Secretary  in  1965-66;  the 
West  Virginia  State  Medical  Association;  and  the 
American  Medical  Association. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $1,500  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR-10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

Me  DONOUGH-CAPERTON -SHEPHERD-GOLDSMITH 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims 


County  Societies 


CABELL 

Dr.  Malcomb  A.  McKinsey,  Associate  Professor  of 
Medicine  at  the  University  of  Cincinnati  College  of 
Medicine,  was  guest  speaker  at  the  regular  monthly 
meeting  of  the  Cabell  County  Medical  Society,  which 
was  held  on  February  13  at  the  Hotel  Frederick. 

Doctor  McKinsey  gave  an  interesting  talk  on  “Pro- 
tein Abnormalities  of  the  Blood”  with  special  emphasis 
on  the  immunal  globulence. — Thomas  F.  Scott,  M.D., 
Secretary. 

* * * * 

McDowell 

Dr.  E.  Lyle  Gage,  Jr.,  of  Bluefield,  was  guest  speaker 
at  the  regular  monthly  meeting  of  the  McDowell 
County  Medical  Society,  which  was  held  on  March 
11  at  Doctors  Memorial  Hospital  in  Welch. 

Doctor  Gage  gave  an  interesting  talk  on  “Modern 
Advances  in  Neurosurgery.”  Sixteen  members  were  in 
attendance. 

Dr.  Maynard  P.  Pride  of  Morgantown,  President  of 
the  West  Virginia  State  Medical  Association,  was  guest 
speaker  at  a meeting  of  the  McDowell  County  Medical 
Society,  which  was  held  at  Stevens  Clinic  Hospital  on 
April  7. 

Doctor  Pride  gave  an  interesting  talk  on  the  many 


problems  and  programs  handled  by  officers  of  the 
State  Association. 

Twenty  members  and  guests  attended  the  meeting. 
— J.  C.  Ray,  M.  D.,  Secretary. 

★ ★ rfc 

MERCER 

Mr.  J.  Mark  Dern  of  Roanoke,  Virginia,  was  guest 
speaker  at  the  regular  monthly  meeting  of  the  Mercer 
County  Medical  Society,  which  was  held  at  the  West 
Virginian  Hotel  in  Bluefield  on  March  16. 

Mr.  Dern  discussed  the  process  of  disability  hearings. 
He  emphasized  that  experts  review  all  medical  facts 
in  a case  before  a decision  is  rendered. 

The  Society  admitted  to  membership  Drs.  Kerry 
McCluney  and  E.  Lyle  Gage,  Jr. — John  J.  Mahood, 
M.D.,  Secretary. 

* * * * 

MONONGALIA 

Dr.  Maynard  P.  Pride  of  Morgantown,  President  of 
the  West  Virginia  State  Medical  Association,  paid  his 
official  “visit”  to  the  Monongalia  County  Medical 
Society  at  its  meeting  on  February  3. 

Wives  of  members  also  were  present  and  they  heard 
a report  from  Doctor  Pride  on  medical  affairs  at  the 
State  level. 

Drs.  Arsenio  M.  Orteza,  Josefina  M.  Orteza,  and 
Roy  James  Stevens  were  admitted  to  membership  in 
the  Society. 


Dr.  Wilford  W.  Spradlin,  Professor  and  Chairman  of 


HIGHLAND  HDSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  con- 
vulsive therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and 
well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 
High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited 
through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  city  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Cordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.  D.  (3)  Charles  W.  Neville,  Jr.,  M.  D. 
Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704—254-3201 
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COUNTY  SOCIETIES— (Continued) 

the  Department  of  Psychiatry  at  the  West  Virginia 
University  Medical  Center,  presented  the  scientific 
program  at  the  Monongalia  County  Medical  Society’s 
March  3 meeting. 

Doctor  Spradlin’s  talk  on  “Management  of  Drug 
Abuse”  was  well  received  by  all. — W.  Gene  Klingberg, 
M.  D.,  Secretary. 

.*  * * * 

RALEIGH 

Dr.  N.  Allen  Dyer  of  Bluefield  was  guest  speaker 
at  the  regular  monthly  meeting  of  the  Raleigh  County 
Medical  Society,  which  was  held  at  Henry’s  Restau- 
rant in  Beckley  on  March  19  with  50  members  in 
attendance. 

Doctor  Dyer  described  the  activities  of  the  Southern 
West  Virginia  Regional  Health  Council,  with  which 
he  is  associated. 

Dr.  C.  Richard  Daniel  reported  on  a meeting  of  the 
State  Medical  Association’s  West  Virginia  University 
Liaison  Committee  in  Morgantown  in  March. 

The  following  physicians  were  admitted  to  active 
membership  in  the  Raleigh  County  Medical  Society: 
Drs.  Vincente  S.  Verzosa,  Ruperto  E.  Perez,  Jr.,  G. 
Sri  Rama  Gupta,  Alfredo  Lopez  Soyangco,  and 
Shoukry  L.  Francis. — C.  Richard  Daniel,  M.D.,  Secre- 
tary. 


THE  MONTH  IN  WASHINGTON— (Cont.) 

5.  All  individual  and  families  below  a certain  level 
of  income  would  be  eligible  to  participate.  A simple 
determination  of  eligibility  could  be  made  by  the 
appropriate  federal  agency  on  the  basis  of  income, 
or  an  even  more  refined  criterion  could  be  used  such 
as  tax  liability.  The  program  could  require  marginal 
needy  families  to  participate  in  the  expense  of  the 
premium  charge  by  paying  a small  part  of  it,  varying 
such  participation  in  direct  proportion  to  this  tax 
liability. 

6.  For  the  lower  income  family  there  would  be  no 
deductibles  and  no  co-insurance  features. 

7.  To  insure  a high  level  of  quality  and  to  prevent 
cost  escalation,  the  program  would  provide  for  a 
system  of  “peer  review,”  organized  and  conducted  in 
a manner  to  assure  its  success. 

As  to  those  services  and  charges  which  are  within 
the  purview  of  the  medical  profession,  appropriate 
medical  societies  would  be  given  the  task  of  estab- 
lishing a peer  review  mechanism  that  would,  among 
other  things,  review  individual  charges  and  services 
wherever  performed;  review  hospital  and  skilled 
nursing  home  admissions  as  to  their  medical  necessity, 
and  stays  in  hospitals  and  skilled  nursing  homes  as 
to  their  continued  medical  necessity;  and  review  the 
need  for  the  professional  services  provided  in  the 
institution. 


Ef- 

fic- 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's  — 144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

L 319  South  Fourth  Street.  St  Louis,  Missouri  63102 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 

Internal  Medicine: 

John  E.  Lenox,  M.  D. 

Ernest  G.  Guy,  M.  D. 

Young  J.  Song,  M.  D. 

Pediatrics: 

Donald  F.  Manger,  M.  D. 

Anesthesiology:  Dentistry: 
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"Mommy, 

I don’t  feel 
so  good  ’’ 


■■ 


LABORATORIES  DIVISION 


New  York.  N Y 10017 


Young  heads  and  stomachs  often  can’t  manage  the 
pace  of  hurry-up-and-stop  for  the  light .. . 
orgoing  up  hill,  down  hill,  and  around  the  curve. 

All  too  quickly  a pleasant  drive  can  become 
an  upsetting  trip.  Motion  sickness  makes  children— 
and  their  parents— absolutely  miserable. 

You  can  help  make  young  patients 
^ better  passengers  with 

(MECLIZINE  HCI) 

Bonine  protects  most  patients— young  or  old— 


against  nausea  and  vomiting  up  to  24  hours 
with  asingle  dose.  Pleasant-tasting  Boninetablets 
are  chewable.  They  can  be  taken  anytime, 
anywhere,  without  water.  In  difficult  cases, 
multiple  daily  doses  may  be  necessary 
for  maximum  response. 


Precautions:  Although  the  Incidence  of  drowsiness  and  atropine-like  side 
effects  such  as  dry  mouth  and  blurring  of  vision  is  low,  the  physician  should 
alert  the  patient  to  the  need  for  due  precautions  when  engaging  in  activities 
where  alertness  is  mandatory.  Use  in  women  of  childbearing  age:  In  weigh- 
ing potential  benefits  vs.  risk  in  women  of  childbearing  age,  consider  the 
fact  that  a review  of  available  animal  data  reveals  that  meclizine  exerts  a 
teratogenic  response  in  the  rat.  In  one  study  a dose  of  50  mg. /kg. /day  (50 
times  the  maximum  recommended  human  dose)  produced  cleft  palate  in  2 
of  87  fetuses  when  administered  to  the  rat  at  critical  times  during  the  first 
15  days  of  gestation.  At  doses  of  125  mg. /kg. /day,  meclizine  will  produce 
100%  incidence  of  cleft  palate  in  the  rat.  At  doses  of  25  mg. /kg. /day,  de- 
creased calcification  of  the  vertebrae  and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts  disagree  as  to  whether  this  is  a 
teratogenic  response.  While  available  clinical  data  are  inconclusive,  scien- 
tific experts  are  of  the  opinion  that  this  drug  may  possess  a potential  for 
adverse  effects  on  the  human  fetus.  Consequently,  consideration  should  be 
given  to  initial  use  of  a nonphenothiazine  agent  that  is  not  suspected  of 
having  a teratogenic  potential.  In  any  case,  the  dosage  and  duration  of 
treatment  should  be  kept  to  a minimum. 

Supply:  25  mg.  scored  tablets. 

More  detailed  professional  information  available  on  request. 
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Woman’s  Auxiliary 

to  the 

WEST  VIRGINIA  STATE  MEDICAL 
ASSOCIATION 

President:  Mrs.  Joe  N.  Jarrett,  Oak  Hill 
President  Elect:  Mrs.  Robert  J.  Tchou,  Williamson 
Vice  President:  Mrs.  M.  Bruce  Martin,  Huntington 
Eastern  Regional  Director:  Mrs.  Herbert  Stelling,  Romney 
Northern  Regional  Director:  Mrs.  Myer  Bogarad,  Weirton 
Western  Regional  Director:  Mrs.  Harold  Van  Hoose,  Man 
Southern  Regional  Director:  Mrs.  Robert  G.  Shirey,  Letvisburg 
Treasurer:  Mrs.  William  T.  Lawson,  Fairmont 
Recording  Secretary:  Mrs.  Harvey'  Martin, 

White  Sulphur  Springs 

Corresponding  Secretary:  Mrs.  B.  F.  Puckett,  Oak  Hill 
Parliamentarian:  Mrs.  A.  J.  Villani,  Welch 


HARRISON 

Mr.  Mark  Mills,  son  of  Dr.  and  Mrs.  Lawrence 
Mills,  was  guest  speaker  at  the  regular  monthly  meet- 
ing of  the  Woman’s  Auxiliary  to  the  Harrison  County 
Medical  Society,  which  was  held  at  the  Stonewall 
Jackson  Hotel  in  Clarksburg  on  April  2. 

Mr.  Mills,  Instructor  in  Communications  at  Salem 
College,  spoke  on  “Communication  in  the  Media  and 
Between  the  Generations.” 


Mrs.  Lawrence  B.  Thrush,  President  of  the  Auxiliary, 
presided  at  a brief  business  session. — Mrs.  William  N. 
Walker,  Jr.,  Publicity  Chairman. 


Mrs.  Mary  Merritt  was  guest  speaker  at  the  regular 
monthly  meeting  of  the  Woman’s  Auxiliary  to  the 
Kanawha  Medical  Society,  which  was  held  at  the 
Woman’s  Club  of  Charleston  on  March  10. 

Mrs.  Merritt  is  the  only  woman  inspector  in  the 
West  Virginia  Department  of  Labor’s  Division  of 
Weights  and  Measures.  She  described  the  work  of 
her  division  and  said  that  West  Virginia  is  one  of 
the  leading  states  in  the  weights  and  measures  field. 

Mrs.  Frederick  Reel  reviewed  the  Uniform  Anato- 
mical Gift  Act,  and  Mrs.  George  Hamrick,  Chairman 
of  the  Nominating  Committee,  presented  the  following 
slate  of  officers  for  next  year: 

Mrs.  W.  Alva  Deardorff,  President;  Mrs.  Julius  Berk- 
ley, President  Elect;  Mrs.  Robert  Leadbetter,  First 
Vice  President;  Mrs.  Rodolfo  Stock,  Second  Vice  Pres- 
ident; Mrs.  Clarence  Stennett,  Third  Vice  President; 
Mrs.  Roland  Birckhead,  Fourth  Vice  President;  Mrs. 
Douglas  Curnutte,  Treasurer;  and  Mrs.  Alfred  Magee, 
Corresponding  Secretary. — Mrs  D.  Brown  Barber,  Pub- 
licity Chairman. 


Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the 
insignia  of  the  West  Virginia  State  Medical 
Association,  is  kept  on  hana  at  all  times  at 
the  headquarters  offices  in  Charleston.  The 
price  of  each  emblem  is  $5.00  postpaid. 
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Urology: 
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Book  Reviews 


CURRENT  MEDICAL  DIAGNOSIS  AND  TREATMENT— By 

Brainerd,  et  al.  Lange  Medical  Publications,  Los  Altos, 

California.  1970. 

This  is  a 880-page  book  by  many  authors.  It  was 
first  published  in  1962  and  annual  revisions  are  pre- 
pared for  distribution  in  January  of  each  year.  It  has 
30  chapters,  including  one  on  medical  genetics.  There 
is  a small  appendix  on  medical  recommendations  for 
foreign  travel,  immunizations,  laboratory  interpreta- 
tions, as  well  as  the  usual  tables  and  heart-lung 
resuscitation.  This  is  not  a large  book  but  the  subjects 
are  very  numerous,  so  all  descriptions  must  be  brief. 
Treatment  is  short  but  precise.  There  are  many  help- 
ful differential  tables,  illustrations  are  few. 

References  are  numerous  and  presented  after  each 
subject  even  though  the  subject  rates  little  space  in 
the  chapter.  The  space  devoted  to  each  condition  must 
depend  on  the  author,  hence  some  very  important 
diseases  rate  less  diagnostic  and  therapeutic  space  than 
minor  ailments. 

The  book  should  be  helpful  to  many  of  us.  It  should 
be  a boon  for  the  doctor  who  requires  some  cramming 
for  licensure  examinations. 

* * * * 

HANDBOOK  OF  PSYCHIATRY,  1969— By  Philip  Solomon  and 

Vernon  D Patch,  Lange  Medical  Publications,  Los  Altos, 

California. 

This  soft-backed,  single  volume  of  623  pages  is  an 
excellent  compendium  of  current  psychiatric  informa- 
tion and  is  to  be  recommended  for  its  conciseness 
and  easy  readability.  The  table  of  contents  is  well 
organized  and  a busy  practitioner,  having  once  read 
through  the  book,  could  find  it  a quick  and  ready 
reference  for  the  current  and  pertinent  information  on 
most  psychiatric  subjects.  This  handbook  will  be  an 
excellent  review  for  the  candidate  for  Board  exams. 
For  the  medical  student  who  is  interested  in  mem- 
orizing only  the  significant  data  he  will  need  to  do 
well  on  examinations,  the  book  also  should  serve  well. 

Of  special  value  are  the  chapters  on  genetics  in 
psychiatry,  psychiatric  epidemiology,  and  a chapter 
on  statistics  in  psychiatry  is  brief,  concise  and  easy 
to  read.  Psychiatry  is  presented  not  only  from  the 
standpoint  of  the  various  syndromes,  but  also  from 
the  standpoint  of  common  psychiatric  symptoms  and 
signs  which  cut  across  the  usual  categorical  lines. 
The  book  has  an  undertone  of  psychoanalytic  orienta- 
tion but  it  is  abbreviated,  presented  in  a palatable 
form  with  consciseness,  and  attempts  have  been  made 
to  avoid  terms  that  have  idiosyncratic  meaning  for 
the  author  only. 

Although  the  book  is  to  be  complimented  on  its 
completness,  there  are  two  glaring  deficiences.  There 
is  no  chapter  at  all  and  barely  any  mention  of  the 
common  current  day  psychiatric  day  syndrome  of 
Borderline  State,  which  is  a very  tough  clinical  entity 
to  treat.  Involutional  disorders  of  depression  and 
paranoid  psychoses  also  are  barely  mentioned  and 
should  have  been  dealt  with  at  greater  length.  The 
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two  chapters  on  psychopharmacology  are  well  organ- 
ized and  labeled  but  suffer  from  brevity  and  don’t 
seem  to  deal  with  the  problem  of  how  to  explain  to 
the  patient  what  the  expected  results  are,  thus  in- 
suring his  cooperation  with  this  treatment  modality. 

This  Handbook  of  Psychiatry  appears  to  be  eligible 
for  psychiatry  courses  in  medical  school  wherein  the 
students  could  learn  the  basic  information  from  the 
book  while  it  was  being  embellished  and  broadened 
by  classroom  lectures. — Donald  C.  Carter,  M.  D. 


AMA  Specialty  Service  Dept. 
Seeks  Better  Liaison 

A Department  of  Specialty  Society  Services  has 
been  established  within  the  American  Medical  Asso- 
ciation to  strengthen  liaison  and  services  to  related 
medical  organizations. 

Heading  up  the  new  Department  is  Theodore  R. 
Chilcoat,  Jr.,  a member  of  the  AMA  staff  for  the  past 
five  years  whose  last  assignment  was  in  the  AMA 
Washington  office.  Mr.  Chilcoat  will  report  to  Dr. 
Richard  S.  Wilbur,  Assistant  Executive  Vice  President 
of  the  AMA. 

The  Department  will  serve  and  implement  the 
directives  of  the  Interspecialty  Committee  which  was 
created  in  1966.  Doctor  Wilbur  has  been  appointed 
Secretary  of  the  Committee,  succeeding  Dr.  Hugh  H. 
Hussey,  who  was  appointed  Director  of  the  AMA  Divi- 
sion of  Scientific  Publications  and  Editor  of  the  Journal 
of  the  American  Medical  Association. 

Commenting  on  the  appointments,  AMA  Executive 
Vice  President  Ernest  B.  Howard  said,  “The  estab- 
lishment of  this  special  department  is  an  important 
step  in  strengthening  AMA’s  relationship  with  the 
specialty  societies,  and  it  is  the  culmination  of  a long 
range  program  undertaken  to  upgrade  the  services  of 
the  AMA  to  the  specialty  societies.” 

After  the  founding  of  the  Interspecialty  Committee, 
the  House  of  Delegates  appointed  an  Ad  Hoc  Com- 
mittee to  Study  the  Modus  Operandi  of  the  Sections 
of  the  House  of  Delegates.  Its  report,  prepared  under 
the  direction  of  its  Chairman,  Dr.  William  F.  Quinn 
of  Los  Angeles,  called  for  the  creation  of  a group 
of  section  councils  to  provide  specialty  societies  with 
direct  representation  in  the  AMA  House  of  Delegates. 
The  report  was  adopted  in  July,  1969. 

The  Specialty  Services  Department’s  responsibilities, 
under  the  direction  of  Mr.  Chilcoat  and  a staff  aide, 
are  to  assist  Doctor  Wilbur  in  his  secretarial  services 
to  the  AMA  Interspecialty  Committee,  further  liaison 
with  specialty  groups,  and  advance  the  development  of 
the  section  councils  of  the  House  of  Delegates. 

Mr.  Chilcoat,  whose  new  department  is  a component 
of  the  AMA  Office  of  the  Executive  Vice  President, 
was  Assistant  Executive  Director  of  the  Medical  and 
Chirurgical  Faculty  of  Maryland  until  his  appoint- 
ment to  the  AMA  staff.  His  first  AMA  position  was 
as  a field  representative  for  the  states  of  Massa- 
chusetts, Rhode  Island,  Connecticut,  New  Jersey  and 
Delaware.  He  later  provided  AMA  liaison  with  na- 
tional specialty  societies  and  served  as  assistant  di- 
rector of  the  AMA  Department  of  Governmental 
Relations. 
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Massive  Gastrointestinal  Hemorrhage 
Due  to  Regional  Enteritis 

(Case  Report  and  Brief  Review  of  the  Literature) 

Siroos  Gerami,  M.  D.,  George  W.  Easley,  M.  D.,  Magdi  S.  Azer,  M.  I).,  and 
Catalino  R.  Mendoza,  Jr.,  M.  D. 


The  Authors 

• Siroos  Gerami,  M.  D.,  Department  of  Surgery, 
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A lthough  gross  intestinal  hemorrhage  is  not 
uncommon  in  patients  with  regional  enter- 
itis,1 massive  gastrointestinal  bleeding  is  very 
rare.  There  are  only  19  such  cases  reported  in 
the  literature.  Sauter,2  in  1966,  collected  17 
cases  and  added  one  of  his  own.  Since  then, 
only  one  case  has  been  reported.2 

Case  Report 

A 56-year-old  white  male  was  admitted  to  the 
Veterans  Administration  Hospital,  Clarksburg, 
West  Virginia,  on  10  different  occasions  between 
1962  and  1968.  The  patient,  in  1960,  had  ex- 
perienced profuse  rectal  bleeding  for  the  first 
time  and  had  received  eight  units  of  blood  by 
transfusion  at  a local  hospital.  The  cause  and 
origin  of  bleeding  had  not  been  determined.  In 
December  1962,  he  was  admitted  to  the  VA 
Hospital  with  massive  rectal  bleeding  and  after 
adequate  transfusion  he  was  explored.  Regional 
enteritis  of  the  terminal  ileum  was  found  and 
resected.  Two  years  later,  the  patient  again  bled 
massively  per  rectum,  requiring  more  than  20 
units  of  blood  by  transfusion.  At  that  time  he 
was  reexplored  and  recurrence  of  regional  enter- 
itis of  the  distal  ileum  (10  inches)  was  found, 
with  involvement  of  the  right  colon.  Resection 
of  the  involved  portion  of  ileum,  right  hemi- 
colectomy and  ileotransverse  colostomy  were 
performed.  Pathologic  examination  of  the  ulcer- 
ation near  the  ileocecal  valve  on  both  the  ileal 
and  cecal  sides  proved  this  to  be  regional  enter- 
itis. 

The  patient  did  well  until  October  1967,  when 
he  again  experienced  profuse  rectal  bleeding. 

Address  reprint  requests  to  Dr.  Siroos  Gerami,  Department 
of  Surgery,  West  Virginia  University  Medical  Center,  Mor- 
gantown, West  Virginia  26506. 


Barium  enema  showed  slight  narrowing  at  the 
site  of  the  ileotransverse  colostomy.  No  oper- 
ation was  performed  during  this  admission. 

The  patient  was  readmitted  in  April  1968 
with  massive  rectal  bleeding.  During  this  ad- 
mission he  received  approximately  30  units  of 
blood  by  transfusion.  Barium  enema  revealed 
a narrow  segment  at  the  site  of  the  previous 
anastomosis  which  was  felt  to  represent  localized 
regional  enteritis  (Figure  1). 

The  patient  was  reexplored  and  enterotomy 
and  colotomy  showed  the  presence  of  a 1-cm. 
ulcer  in  the  colon  approximately  an  inch  from 
the  anastomosis  (Figure  2).  A segment  of  ileum 
and  transverse  colon  with  the  narrowed  area 
was  removed  and  an  end-to-end  anastomosis 
performed.  Pathologic  diagnosis  of  the  ulcer  in 
the  colon  was  compatible  with  regional  enteritis. 

During  the  16  months  following  his  last  oper- 
ation, the  patient  has  remained  asymptomatic. 

Summary  and  Comment 

The  20th  case  of  regional  enteritis  with  mas- 
sive gastrointestinal  bleeding  is  presented.  Al- 
though it  has  not  been  mentioned  in  the  text- 
books, a variable  amount  of  gastrointestinal 
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Figure  I.  Barium  enema.  Arrow  shows  diseased  segment 
at  site  of  previous  anastomosis  (ileotransverse  colostomy). 


Figure  2.  Pointer  shows  ulcer  at  colonic  side  of  involved 

segment. 


and  melena.  It  is  thought  that  cases  with  in- 
volvement of  the  colon  are  more  prone  to  mas- 
sive bleeding.2  In  six  cases  reported  in  the 
literature  and  in  the  case  of  the  patient  we  are 
presenting,  the  colon  was  involved. 

The  authors  wish  to  emphasize  that  when 
lower  gastrointestinal  bleeding  produces  a diag- 
nostic dilemma,  the  possibility  of  regional  enter- 
itis should  be  considered  as  an  etiology. 


bleeding  is  not  uncommon  in  cases  of  regional 
enteritis.  Daffner  and  Brown, 4 in  reporting  100 
cases,  mentioned  34  patients  with  gastrointestinal 
bleeding.  Twenty-four  of  these  patients  had 
streaks  of  blood  in  the  stool,  six  had  profuse  red 
blood  in  the  stool,  and  four  had  tarry  stools. 

Meyers,  Ruble  and  Ashby1  reported  a four 
per  cent  incidence  of  gross  intestinal  bleeding  in 
89  patients  with  regional  enteritis.  Crohn  and 
Yarnis5  mentioned  that  4.5  per  cent  of  542  cases 
of  regional  enteritis  showed  profuse  bleeding 
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New  Offensive  Against  Smoking 

The  Medical  Society  of  the  District  of  Columbia  has  launched  a new  offensive  against 
smoking.  It  called  for  a ban  on  smoking  in  public  schools,  an  end  to  cigarette  sales 
in  hospitals,  and  for  separate  hospital  facilities  for  patients  sensitive  to  cigarette  smoke. 

The  Society  also  asked  that  physicians  place  “No  Smoking”  signs  in  their  offices,  that 
the  government  stop  using  tax  dollars  to  promote  the  U.  S.  tobacco  industry,  and  that 
the  Federal  Aviation  Administration  and  Congress  approve  petitions  and  bills  for  either 
separate  smoking  compartments  or  smoking  bans  aboard  commercial  airliners. 

Joining  the  Society  were  60  public  and  private  organizations  comprising  the  D.C. 
Interagency  Council  on  Smoking.  In  addition  to  all-out  educational  promotions,  physicians 
and  ministers  staffed  four  five-day  withdrawal  clinics,  sponsored  by  the  Seventh-Day 
Adventist  Church. 
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There  is  a vast  amount  of  misinformation 
about  snakebite  accidents.  It  has  only  been 
in  the  past  20  years  that  medical  scientists  have 
studied  this  problem  in  detail.  The  purpose  of 
this  article  is  to  provide  the  reader  with  infor- 
mation about  venomous  snakebites  so  he  can 
separate  fiction  from  fact. 

FICTION— Snakes  kill  more  people  annually 
in  the  United  States  than  any  other  venomous 
animals. 

FACT— In  terms  of  causing  fatalities,  snakes 
are  not  the  most  dangerous  venomous  animals 
in  the  United  States.  Of  460  fatalities  from 
venomous  animals  during  the  10-year  period, 
1950-1959,  Hymenoptera  insects  (bees,  wasps, 
yellow  jackets  and  hornets)  killed  229  people; 
snakes— 138  people;  spiders— 65  people;  scorpions 
—8  people;  venomous  marine  animals— 2 people; 
and  unidentified  venomous  animals  or  insects— 
18  people.1  While  a bee  sting  is  not  life-threaten- 
ing to  the  average  person,  it  may  produce  ana- 
phylaxis and/or  death  to  a person  allergic  to 
its  venom. 

Of  138  persons  killed  by  venomous  snakes,  94 
died  from  rattlesnake  bites,  8 from  cottonmouth 
bites,  3 from  bites  by  foreign  venomous  snakes, 
and  2 from  coral  snake  bites.  Since  that  time 
there  have  been  several  fatalities  from  copper- 
head bites. 

FICTION— Most  species  of  snakes  in  the 
United  States  are  venomous  and,  therefore,  are 
dangerous  to  man. 

FACT—Oi  the  species  of  snakes  native  to  the 
United  States,  only  about  10  per  cent  of  them 
are  venomous.2  Most  of  the  venomous  snakes  in 
this  country  are  pit  vipers,  so  named  because  of 
a tiny  pit  located  between  the  eye  and  nostril  on 
each  side  of  the  body.  The  pit  vipers  include  15 
species  of  rattlesnakes,  1 species  of  copperheads 
and  1 species  of  cotton  mouths.  The  only  other 
venomous  snakes  are  2 species  of  coral  snakes. 
Thus,  there  are  19  species  of  venomous  snakes 
in  the  United  States.  Every  state  except  Maine, 
Alaska,  and  Hawaii  has  one  or  more  species  of 
venomous  snakes. 

*Reprinted  with  permission  from  the  Journal  of  the  Mis- 
sissippi State  Medical  Association.  Copyright  1969,  Mississippi 
State  Medical  Association. 


FICTION  — The  most  dangerous  venomous 
snake  in  the  United  States  is  the  coral  snake. 

FACT— There  are  many  definitions  of  “the 
most  dangerous  snake”  including  the  snake  whose 
venom  is  most  toxic  drop  for  drop,  the  snake 
which  inflicts  the  most  bites  on  people,  and  the 
snake  which  kills  the  most  people  annually. 
Figure  1 shows  the  venomous  snakes  of  the 
United  States. 


There  is  a tremendous  amount  of  erroneous 
information  about  venomous  snakebites.  Patients 
often  ask  physicians  questions  about  snakebites. 
This  paper  separates  fiction  from  fact  for  the 
following  questions.  Are  snakes  the  most  danger- 
ous venomous  animals  in  the  United  States? 
What  is  the  most  dangerous  snake?  Can  a cot- 
tonmouth inflict  a bite  while  it  is  submerged? 
Do  bites  by  venomous  snakes  always  leave  two 
fang  punctures?  Is  it  true  that  a high  percentage 
of  snakebite  victims  die?  Does  a bite  by  a ven- 
omous snake  provide  permanent  immunity?  Do 
children  have  excessively  high  case-fatality  rates 
from  snakebites? 


It  is  true  that  drop  for  drop  the  coral  snake 
has  the  most  lethal  venom  of  any  venomous 
snake  in  the  United  States.3  However,  the  coral 
snake  produces  only  a small  amount  of  venom, 
it  has  short  fangs,  it  is  not  very  aggressive,  it  is 
native  to  only  11  states  in  the  southeastern  and 
southwestern  areas  of  the  United  States,  and  it 
bites  only  about  20  to  25  people  a year.  A study 
of  11  representative  coral  snake  bites  showed 
that  8 produced  no  venenation,  2 produced  mod- 
erate venenation,  and  1 resulted  in  severe  vene- 
nation.1 From  1950  through  1959  there  were 
138  snakebite  deaths  in  the  United  States,  of 
which,  only  2 were  inflicted  by  coral  snakes.  I 
rate  large  rattlesnakes  species  as  the  most  dan- 
gerous venomous  snakes  in  this  country. 
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FICTION— A cottonmouth  can’t  bite  a person 
while  the  snake  is  under  water. 

FACT  — The  cottonmouth,  sometimes  called 
“cottonmouth  moccasin,”  can  bite  a person  while 
it  is  submerged.  Numerous  case  histories  are  on 
file  to  attest  to  this  fact.  These  aquatic  ven- 
omous snakes  feed  on  fish,  turtles,  frogs,  and 
salamanders  which  the  cottonmouth  may  bite 
and  capture  while  submerged.  Of  course,  cot- 
tonmouths  also  can  inflict  fang  wounds  when 
their  heads  are  out  of  water  either  while  swim- 
ming or  on  land. 

FICTION  — Texas  has  the  highest  annual 
snakebite  rate  in  the  United  States. 

FACT— While  it  is  true  that  Texas  has  many 
species  of  venomous  snakes  and  about  1,400 
snakebite  accidents  a year,  one  must  remember 
that  Texas  has  a large  human  population.  The 
best  way  to  determine  the  extent  of  the  snakebite 
problem  of  a state  is  to  calculate  the  number  of 
bite  accidents  per  100,000  population  per  year. 
Using  this  measurement,  the  states  with  the  high- 
est incidence  of  snakebites  are:  North  Carolina— 


RATTLESNAKE 


18.79;  Arkansas— 17.19;  Texas— 14.70;  Georgia- 
13. 44;  West  Virginia— 11.29;  Mississippi— 10.83; 
and  Louisiana— 10.25. 5 

A measure  of  the  seriousness  of  a state’s  snake- 
bite problem  is  the  average  death  rate  from 
snakebites  per  million  people.  States  having  the 
highest  average  death  rates  are:  Arizona— 0.63; 
Georgia  — 0.60;  Florida  — 0.54;  Alabama  — 0.45; 
South  Carolina— 0.31;  and  Texas— 0.27. 1 These 
are  states  which  harbor  species  of  large  rattle- 
snakes. The  fact  that  North  Carolina  has  a high 
incidence  of  snakebite  accidents  but  a low  snake- 
bite death  rate  results  from  most  bites  being  in- 
flicted by  copperheads.  They  are  much  less 
deadly  than  rattlesnakes. 

FICTION  — Venomous  snakes  always  inflict 
two  fang  puncture  wounds  when  they  bite  a 
person, 

FACT— A venomous  snake  usually  bites  a per- 
son when  the  snake  is  disturbed,  handled,  or 
stepped  on.  Linder  these  circumstances  the  bite 
usually  is  an  instinctive,  defensive  reaction  rather 
than  a planned  bite  such  as  when  the  snake  is 
securing  food. 


COPPERHEAD 


CORAL  SNAKE 


COTTONMOUTH  MOCCASIN 


Figure  1 
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Victims  of  snakebite  accidents  may  present  a 
variety  of  tooth  marks  and  fang  punctures.  There 
are  case  histories  of  people  being  bitten  two  or 
three  times  or  more  by  the  same  snake.  Of  68 
people  bitten  by  rattlesnakes,  23  showed  one 
fang  puncture,  38  showed  two  fang  punctures, 
3 had  three  fang  punctures,  3 had  four  fang 
punctures,  and  1 had  five  fang  punctures. 

FICTION— Everyone  who  is  bitten  by  a ven- 
omous snake  develops  venom  poisoning. 

FACT— As  paradoxical  as  it  may  seem,  it  is 
possible  for  a venomous  snake  to  bite  a person 
without  injecting  enough  venom  to  produce 
signs  and  symptoms  of  venom  poisoning.  This 
accounts  for  about  30  per  cent  of  all  bites  by 
venomous  snakes  in  the  United  States.6  Formerly, 
it  was  thought  that  if  a person  showed  no  signs 
and  symptoms  of  venom  poisoning  he  must  have 
been  bitten  by  a harmless  snake.  Today  we 
know  he  may  have  been  bitten  by  a venomous 
snake.  This  unusual  phenomenon  is  not  com- 
pletely understood  at  the  present  time,  but  it 
may  result  from  an  indirect  hit  by  the  snakes 
fangs,  from  the  snake  having  empty  venom 
glands  from  recent  feedings,  from  broken  fangs, 
or  for  some  other  unexplained  failure  of  the 
venom  gland-fang  mechanism.  Dr.  H.  A.  Reid 
of  the  Liverpool  School  of  Tropical  Medicine 
has  reported  similar  findings  for  cobra  bites.7 

FICTION  — Of  people  bitten  by  venomous 
snakes,  a high  percentage  die  even  with  treat- 
ment. 

F ACT— An  estimated  6,680  people  are  bitten 
by  venomous  snakes  annually  in  the  United 
States,  yet  an  average  of  only  14  people  die  from 
this  cause  each  year.5  Thus,  of  those  bitten,  less 
than  one-fourth  of  one  per  cent  die.  This  is  a 
remarkably  good  record.  Most  of  those  who  died 
delayed  in  seeking  medical  treatment  or  received 
inadequate  amounts  of  antivenin. 

FICTION— Most  snakebite  accidents  occur  in 
the  woods  or  in  uninhabited  places. 

FACT— There  is  a place  pattern  for  bites  by 
various  species  of  snakes  in  the  United  States. 
For  example,  about  55  per  cent  of  copperhead 
bites  happen  on  the  victims'  immediate  premises 
( in  their  own  yards  or  in,  under,  or  on  the  porch 
or  patio  of  a building).  About  60  per  cent  of 
cottonmouth  bites  happen  in  or  near  water  and 
another  20  per  cent  are  in  the  victims’  own  yards 
which  probably  were  located  near  water.  The 
pattern  of  places  where  rattlesnake  bites  occur  is 
more  diversified.  About  27  per  cent  are  in  the 
victims’  own  yards,  35  per  cent  are  in  fields  and 
on  farms  away  from  the  house,  14  per  cent  are 
in  or  under  buildings,  13  per  cent  are  in  the 


woods  and  5 per  cent  are  on  or  near  roads.  The 
remaining  6 per  cent  happen  in  a variety  of 
places.  Also  most  coral  snake  bites  happen  in 
inhabited  places  while  people  were  handling 
the  snakes  or  while  picking  up  boards  or  logs 
from  the  ground,  or  while  working  in  their 
gardens. 

FICTION— Since  many  species  of  venomous 
snakes  feed  at  night,  most  snakebite  accidents 
occur  after  dark. 

FACT— Snakebites  result  from  an  interaction 
the  characteristics  of  snakes,  the  activities  of 
man,  and  environmental  circumstances.  The 
majority  ( 86  per  cent ) of  snakebite  accidents 
happen  between  6 a.m.  and  8:59  p.m.,  which  is 
the  period  when  people  are  most  active  out-of- 
doors.  Most  people,  especially  small  children, 
simply  do  not  have  much  exposure  to  the  possi- 
bility of  a bite  after  dark. 

FICTION— Few  bites  by  venomous  snakes  are 
inflicted  above  the  victims’  knees. 

FACT— A large  rattlesnake  can  strike  from  the 
ground  to  above  an  adult  s knee,  but  they  do  so 
rarely.  However,  many  people  are  bitten  while 
handling  a snake  or  engaged  in  activities  other 
than  walking.  About  60  per  cent  of  bites  by  ven- 
omous snakes  are  inflicted  on  the  victims’  lower 
extremities,  38  per  cent  on  the  upper  extremities 
and  the  remaining  2 per  cent  on  the  head,  face 
and  neck  or  trunk  of  the  body.5  Most  bites  on 
the  upper  extremities  are  below  the  elbow  and 
most  bites  on  the  lower  extremities  are  below 
the  knee.  It  is  interesting  that  more  bites  are 
inflicted  on  the  right  side  than  on  the  left  side 
of  the  body. 

FICTION— Most  snakebite  victims  who  die  do 
so  in  the  first  two  hours  following  the  bite. 

FACT— Many  people  erroneously  believe  that 
victims  of  venomous  snakebites  are  at  a high  risk 
of  dying  within  a few  minutes  up  to  two  hours 
after  the  bite.  This  simply  is  not  true  for  snakes 
found  in  the  United  States.  Usually  the  venom 
is  deposited  into  the  subcutaneous  tissues  of  the 
victim,  since  even  a large  snake’s  fangs  are  less 
than  an  inch  long.  It  usually  takes  several  hours 
after  a snakebite  before  the  full  toxic  effects  of 
the  venom  become  evident.  Of  138  people  who 
died  from  snakebites  in  the  United  States  during 
a 10-year  period,  only  4 per  cent  died  within  1 
hour  and  only  17  per  cent  died  within  6 hours. 
The  majority  (64  per  cent)  died  6 to  48  hours 
after  the  bite.1  Any  snakebite  victim  who  can 
obtain  medical  help  within  two  hours  following 
a snakebite  has  a very  good  chance  for  survival. 
Above  all  else,  victims  should  not  drive  reck- 
lessly to  the  hospital  as  there  is  a greater  risk 
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of  dying  from  an  automobile  crash  than  from  a 
snakebite. 

FICTION— Hunters  and  their  dogs  run  a high 
risk  to  snakebite  accidents. 

FACT— Relatively  few  hunters  and  their  hunt- 
ing dogs  are  bitten  by  venomous  snakes.  In 
most  states  the  hunting  season  does  not  begin 
until  about  October;  whereas  most  snakebite 
accidents  among  human  beings  and  dogs  happen 
between  April  and  September.  Moreover,  most 
hunters  wear  boots  and  heavy  trousers  which 
prevent  many  snakebites.  During  the  colder 
months  of  the  year  snakes  are  less  active  or  are 
hibernating.  Actually,  fishermen,  summer  camp- 
ers, and  hikers  have  a higher  risk  to  being  bitten 
by  venomous  snakes  than  hunters. 

FICTION— One  bite  by  a venomous  snake 
provides  permanent  immunity  against  subse- 
quent bites. 

FACT— Many  people,  especially  snake  han- 
dlers, believe  that  if  they  survive  one  bite  by  a 
venomous  snake,  they  develop  permanent  im- 
munity against  subsequent  biles.  This  is  not 
true!8  It  is  possible  to  immunize  human  beings 
against  snake  venoms,  but  they  must  receive 
frequent  injections  of  venom  to  maintain  a pro- 
tective level  of  antibodies.  If  they  stop  taking 
these  injections,  their  antibody  titers  decline  to 
low  levels  after  about  three  months.  In  snake 
venom  poisoning  there  is  a short  incubation  or 
latent  period  (5  to  30  minutes)  from  the  time 
of  the  bite  until  symptoms  appear.  This  does 
not  provide  sufficient  time  for  a “booster  effect" 
on  antibodies  such  as  is  found  in  communicable 
diseases,  like  tetanus,  where  the  incubation 
period  is  6 to  14  days.  A high  level  of  antibodies 
must  be  present  at  the  time  of  envenomation,  or 
shortly  thereafter,  in  order  to  neutralize  the 
venom.  While  active  immunization  of  human 
beings  to  snake  venoms  is  possible,  antivenin 


therapy  would  seem  to  be  a much  more  rationale 
approach  to  this  problem. 

FICTION  — Bites  by  venomous  snakes  are 
more  lethal  to  children  than  to  adults. 

FACT— In  theory  one  wovdd  expect  children 
to  have  a higher  case-fatality  rate  from  snake- 
bites than  adults.  If  the  same  amount  of  venom 
was  injected;  children  have  smaller  body  weights 
than  adidts  to  counteract  the  venom.  In  the 
United  States  this  hypothesis  simply  is  not  true 
in  practice.  This  can  be  explained,  in  part,  by 
the  fact  that  children  receive  approximately  the 
same  dose  of  antivenin  that  adults  received. 
The  case-fatality  rate  for  children  less  than  5 
years  of  age  is  1.5  per  cent,  the  rate  is  extremely 
low  for  children  5-14  years  of  age.  The  highest 
case-fatality  rates  are  found  for  adults  60-69 
years  of  age  ( 2.5  per  cent ) and  those  70  or  more 
years  of  age  (6.7  per  cent).  No  doubt  other 
diseases,  such  as  heart  disease,  in  older  persons 
are  contributing  factors  to  their  deaths. 
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of  Kentucky  College  of  Medicine,  Lexington. 


'"TpUBERCULOSis  and  histoplasmosis  remain  major 
disease  problems.  The  tuberculosis  case  rate 
has  been  dramatically  reduced  in  recent  years 
but,  with  the  reduction,  too  often  complacency 
has  resulted.  This  can  be  noted  in  the  gradual 
increase  in  rate  in  the  past  10  years.  Histoplas- 
mosis, which  can  mimic  tuberculosis  in  every 
way,  is  too  often  not  suspected.  Periodic  skin 
test  programs  can  document  both  prevalence  and 
incidence  rates  of  these  diseases  and  serve  to 
alert  physicians  and  public  health  workers  in 
the  area  as  to  their  current  status. 

Although  it  is  possible  for  a single  investi- 
gative team  to  carry  out  a screening  program 
and  immediate  follow-up  of  a population  group 
for  tuberculosis  and  histoplasmosis,  it  is  more 
often  expedient  and  complete  to  involve  a num- 
ber of  agencies  in  such  a program.  Various  or- 
ganizations can  offer  expert  assistance  in  the 
numerous  steps  involved;  for  example,  pre- 
screening educational  and  publicity  programs, 
assistance  in  performance  of  screening  proce- 
dures, and  assistance  in  follow-up.  The  follow- 
ing is  an  example  of  the  variety  of  agencies  that 
can  be  usefully  involved. 

In  December,  1968,  arrangements  were  made 
for  the  Division  of  Preventive  Medicine,  West 
Virginia  University  School  of  Medicine,  to  con- 
duct tuberculosis  and  histoplasmosis  screening 
of  the  personnel  of  the  Morgantown  Research 
Center  of  the  U.  S.  Bureau  of  Mines.  The  pro- 
gram was  augmented  by  collaboration  with  the 
Monongalia  County  Health  Department,  the 
Tuberculosis  Control  Program  of  the  West  Vir- 
ginia State  Department  of  Health,  the  Monon- 
galia County  Tuberculosis  and  Health  Associa- 
tion, the  Appalachian  Laboratory  for  Occupa- 
tional and  Respiratory  Diseases  (ALFORD)  of 
the  U.  S.  Public  Health  Service,  and  the  Depart- 
ment of  Public  Health  Nursing,  West  Virginia 
University  School  of  Nursing. 

The  initial  phase  of  the  program  was  carried 
out  by  the  Monongalia  County  Tuberculosis  and 
Health  Association  which  supplied  informational 
material  about  tuberculosis,  histoplasmosis,  and 

*Aided  in  part  by  a grant  from  the  National  Tuberculosis 
Association. 
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the  importance  of  screening  programs.  These 
materials  were  distributed  to  the  personnel  of 
the  center  with  a letter  from  the  unit  adminis- 
trative officer  outlining  the  program  and  in- 
cluding a return  form  indicating  willingness  to 
participate.  In  addition,  the  county  tuberculosis 
and  health  association  also  arranged  for  pub- 
licity' about  the  program  in  the  local  newspapers 
and  on  radio. 

The  skin-testing  was  carried  out  by  a County 
Health  Department  Nurse,  a State  TB  Nurse, 
and  a faculty  member  of  the  Department  of 
Public  Health  Nursing.  A faculty  member  and 
a Fellow  from  the  Division  of  Preventive  Medi- 
cine supervised  the  test  administration  and  read 
all  test  results  at  48  hours.  At  this  time  blood 
samples  were  taken  for  serologic  tests  on  all 
positive  histoplasmin  reactors. 

All  positive  reactors  to  the  tuberculin  skin 
test  and  all  positive  reactors  to  histoplasmosis 
serologic  tests  were  advised  to  have  a chest 
x-ray.  A mobile  x-ray  visit  supplied  by  ALFORD 
was  located  at  the  Research  Center.  The  ma- 
jority of  reactors  (and  previously  known  posi- 
tive reactors)  had  their  x-rays  taken  by  this 
unit.  A smaller  number  had  films  taken  at  the 
County  Health  Department  or  by  their  private 
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physician.  The  results  of  skin-testing  and  x-rays 
were  recorded  in  the  personnel  health  folders 
at  the  Center  and  supplied  to  private  physicians 
so  designated. 

Of  140  employees,  136  were  tested  with  OT 
Tine  Tests  (four  previously  known  positive  re- 
actors not  tested).  Twenty-three  persons  had 
positive  reactions  to  the  Tine  test  (over  2 mm. 
induration).  An  additional  20  persons  had  bor- 
derline reactions  approximately  1.5  mm.  indur- 
ation). On  retest  of  these  20  persons  with  inter- 
mediate strength  PPD  Mantoux  tests,  11  were 
positive  or  “presumptive”  (five  persons  over  10 
mm.  induration  and  six  persons  with  5-7  mm. 
induration ) . 

One  hundred  thirty-nine  persons  were  tested 
with  Histoplasmin  Tine  Tests  (one  previously 
known  positive  reactor  not  tested).  Twenty- 


seven  persons  had  positive  skin  test  reactions;  of 
25  reactors  tested  serologically,  two  were  posi- 
tive (one  band  only  on  agar-gel  precipitin  tests). 

All  34  tuberculin  reactors,  three  previously 
known  tuberculin  reactors,  and  the  two  histo- 
plasmosis serologic  reactors  received  chest  x-rays. 
No  evidence  of  active  disease  was  found. 

A veiy  successful  screening  program  for  tuber- 
culosis and  histoplasmosis  was  made  possible 
through  cooperation  of  seven  varied  agencies. 
Organization  interaction  was  felt  to  be  a key 
factor  in  the  degree  of  success  obtained  during 
the  study.  Of  140  employees  tested,  .no  active 
tuberculosis  or  histoplasmosis  was  found.  The 
skin  test  reactivity  of  each  person  tested  was 
recorded  for  future  reference  as  were  the  re- 
sults obtained  on  follow-up  studies  of  positive 
reactors. 


To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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The  Juvenile  T-Wave  Pattern 

Edward  K.  Chung,  M.  D.,  and  Freshnedie  J.  Valen,  VI.  D. 


A 31-vear-old  white  male  was  admitted  to  the  ^een  noted  as  far  back  as  1967  (at  age  29)  when 

University  Hospital  because  of  right  flank  pain.  ^ admjtted  for  the  first  time  because  of 

T7i  < i . i . tonsillitis  and  anxiety  state.  There  was  no  his- 

Electrocardiogram  done  routinely  showed  tory  of  rheumatic  fever  and  no  signs  or  svmp- 

1 -wave  inversions  in  the  precordial  leads  Vx  to  toms  referable  to  heart  disease. 
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Discussion 

The  inverted  T-waves  in  the  precordial  leads 
have  been  reported  in  patients  without  evidence 
of  clinical  heart  disease.  It  has  been  shown  con- 
sistently by  vectorcardiography  that  in  juveniles, 
normal  women,  and  Negroes,  the  T-axis  may  lie 
in  the  left  posterior  quadrant,  resulting  in  the 
inversion  of  the  T-waves  in  the  precordial  leads 
(Vi  to  V:1 ) . 1 The  cause  for  such  a change  has 
not  been  satisfactorily  explained.  It  is,  however, 
reported  to  be  associated  with  a variety  of  con- 
ditions which  have  been  reviewed.2'4  The  fol- 
lowing conditions  have  been  described  in  the 
medical  literature:  changes  in  the  position  of 
the  individual,  rotation  of  the  heart  in  a clock- 
wise position,  impact  of  the  cardiac  apex  against 
the  chest  wall,  effects  of  respiration,  upward 
replacement  of  the  diaphragm  such  as  seen  in 
obesity,  pregnancy  or  ascites,  anxiety  or  fear, 
hyperventilation,  exposure  to  cold  temperature, 
cooling  of  the  precordial  region,  drinking  of 
ice  water,  influence  of  intake  of  food,  ingestion 
of  carbohydrates,  smoking,  exposure  to  high 
altitudes,  exercise  in  healthy  children,  athletes 
or  marathon  runners,  mid  menstrual  cycle  period, 
autonomic  nervous  system  dysfunction,  influence 
of  certain  drugs.  These  T-wave  changes  in  the 
healthy  individuals  are  more  commonly  seen  in 
children,  adolescents,  women  and  in  Negroes. r,'{i 
They  have  been  called  benign,  functional,  inno- 
cent, or  juvenile  T-wave  change. 

Several  maneuvers  have  been  done  to  possibly 
differentiate  between  juvenile  T-wave  pattern 
and  pathologic  T-wave  abnormalities.7  Applica- 
tion of  various  maneuvers  such  as  (a)  Valsalva’s 
maneuver  (b)  (two-step  exercise  test)  Master’s 
test  (c)  change  in  posture  on  the  tilt  table  (d) 


amyl  nitrate  inhalation  (e)  infusion  of  solu- 
tions containing  potassium  (f)  administration  of 
atropine,  have  not  produced  consistent  residts 
to  be  of  value  in  clarifying  the  cause  as  well  as 
to  differentiate  the  normal  from  the  abnormal.4 

The  juvenile  T-wave  pattern  should  be  dis- 
tinguished from  pulmonary  embolism  and  an- 
tero-septal  myocardial  ischemia. 

Summary 

A case  of  a patient  without  a known  heart 
disease,  but  with  T-wave  inversions  in  the  pre- 
cordial leads  of  his  ECG  has  been  presented. 
Various  causes,  explanations  and  associated  con- 
ditions have  been  reported  in  the  medical  litera- 
ture. At  present,  there  is  no  satisfactory  explana- 
tion regarding  the  cause  of  such  a change  in  the 
so-called  “juvenile  T-wave  pattern.’’  The  juvenile 
T-wave  pattern  is  most  common  in  young  Ne- 
groes particularly  in  the  female. 
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Additional  Burden  on  States 

States  must  report  to  the  Internal  Revenue  Service  each  year  on  total  payments  to 
providers  of  Medicaid  services  under  new  regulations  issued  by  the  Department  of 
Health,  Education  and  Welfare.  Each  year,  states  will  file  Internal  Revenue  Service  Forms 
1096  and  1099  giving  amounts  paid  to  physicians,  dentists,  pharmacists,  opticians,  nursing 
homes,  hospitals  and  other  individuals  and  institutions  that  provide  service  to  Medicaid 
patients. 

States  will  be  required  to  identify  each  individual  provider  of  service  by  Social  Security 
number,  and  partnerships  and  corporations  by  an  employer  identification  number.  States 
also  must  establish  procedures  for  verifying  with  recipients  whether  services  billed 
by  providers  were  actually  received.  Such  verification  may  be  made  by  spot  checking. 
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W.  P.  Elkin,  M.  D.,  J.  D.  Kugel , M.D.,  W . A.  Deardor ff,  VI.  D. 
and  J.  L.  Church,  M.  I). 

Charleston,  W.  V a. 


^T^his  19-year-olcl,  well  developed  white  male 
(JAH),  6'  0"  tall,  187  pounds,  high  school 
graduate,  stated  that  he  had  always  been  in  good 
health  but  lately  had  a constant  desire  to  defe- 
cate. Physical  examination  revealed  a tender, 
fluctuant  mass  just  above  the  prostate  on  the 
right.  Physical  and  laboratory  findings  were  all 
otherwise  normal. 

An  aspiration  of  the  mass  through  the  rectal 
wall  revealed  130cc.  of  reddish,  dark  brown,  non- 
elotting  fluid  that  contained  RBG,  lymphocytes 
and  spermatazoa.  Following  the  aspiration,  80cc 
of  x-ray  opaque  was  injected  (Figure  1)  showing 
many  convoluted  tubules  low  in  the  right  pelvis 
and  with  two  of  these  extending  superiorly  out 
of  the  pelvis. 


Figure  1.  Following  injection  of  fluctuant  right  perirectal 
mass  through  rectal  wall. 


The  same  day,  an  intravenous  pyelogram  was 
done  (Figure  2)  showing  duplication  of  the  left 
renal  pelvis  and  ureter  and  large  left  kidney  but 
no  right  kidney  (the  previously  injected  opaque 
in  the  convoluted  tubules  remained  unchanged 
over  the  ensuing  six  to  eight  hours). 

A flat  film  of  the  abdomen  was  made  the  fol- 
lowing day  (Figure  3)  which  again  showed  the 
injected  opaque  remaining  in  the  pelvic  tubules 
but  the  vertical  ones  had  drained.  The  bladder 
was  distended. 

Surgery  was  performed  and  infected  double 
ureters,  seminal  vesicles  and  a segment  of  the 
vas  deferens  were  removed  along  with  what 
was  thought  to  be  a fragment  of  necrotic  ectopic 


“through  the  rectal  wall”  injection  of  mass. 
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kidney  with  the  notation  that  the  ectopic  ureters 
emptied  into  the  seminal  vesicles.  Postoperative 
course  was  stormy  with  high  temperature,  epi- 


Figure  3.  Flat  film  of  abdomen  made  24  hours  following 
intravenous  pyelogram  and  perirectal  mass  injection. 


didvmitis  and  infected  incisional  hematoma  but 
with  complete  recovery. 


Figure  4.  Postoperative  film. 


Coffee,  Tea  or  Smoke 

"^~t"1his  is,  uh,  your  Captain  speaking.  We  are  flying  at  35,000  feet,  and  if  you  look  out 
-L  the  port,  er,  left  side  of  the  aircraft  you  can,  uh,  see  the  Grand  Canyon.” 

All  heads  swivel  to  port  and  crane  for  a view.  Those  nearest  the  window  exclaim 
and  describe  the  scene,  but  many  of  the  others  are  looking  in  vain  through  a blue  haze 
of  cigarette  smoke. 

Recent  lawsuits  have  raised  the  question  of  a health  hazard  riding  in  the  closed  cabin 
of  a commercial  aircraft  with  cigarette  smokers  clouding  the  air.  Other  groups  are  peti- 
tioning the  airlines,  and  the  Federal  Aviation  Administration  to  require  separate  sections 
in  the  air  craft  for  smokers  and  non-smokers. 

In  the  days  of  deluxe  railway  travel,  smoking  was  confined  to  a special  smoking  car. 
In  a small  aircraft  such  an  arrangement  was  impractical.  Today  we  are  on  the  threshold 
of  new  super  jets  which  lend  themselves  to  the  concept  of  a separate  section  of  the  plane 
for  those  who  smoke,  and  it  might  be  well  for  state  medical  societies  to  go  on  record  as 
advocating  such  a policy.  This  is  one  more  area  where  physicians  can  add  a constructive 
voice  to  a matter  of  public  health.  Even  if  one  agrees  with  Alfred  Dunhill  who  described 
smoking  as,  “a  gentle  art,”  the  hazard  to  health  and  comfort  of  fellow  passengers  cannot 
be  denied.  Besides,  the  Martini  on  the  plane  tastes  better  when  one  is  not  surrounded 
by  a cloud  of  second-hand  smoke. — Robert  F.  Lorenzen,  M.  D..  Editor,  Arizona  Medicine. 
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—The  lowest  priced  tetracycline— nystatin  combination  available— 


HIGHLAND  HDSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 

Accredited  by  the  joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  con- 
vulsive therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and 
well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 
High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited 
through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  city  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Cordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.  D.  (3)  Charles  W.  Neville,  Jr.,  M.  D. 
Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 
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• Meet  the  Personal  and  Professional 
Challenge  of  the  1970’s 

These  scientific  sessions,  special  programs, 
exhibits  and  films  will  help  you  practice  better 
medicine.  Plan  now  to  attend  the  AMA 
Convention. 

• The  Comatose  Patient  and  the  Diagnosis  of 
Death 

• Conception  Control  and  Abortion 

• Delivery  of  Health  Care — The  Role  of  the 
Allied  Health  Personnel 

• The  Role  of  the  Physician  in  Family  Life, 
Education,  etc. 

• Kidney  Disease 

• Hepatitis 


• The  Suicidal  Patient 

• Drug  Interactions  and  Adverse  Reactions 

• Occupational  Diseases  of  Current  Interest 

• Plastic  and  Maxillofacial  Surgery 

• Nuclear  Medicine 

• Daily  Showing  of  newest  Medical  Films 

• 250  Scientific  Exhibits — the  latest  research 

• Multidiscipline  Research  Forum 

Complete  details  of  the  Scientific  Program  are 
in  the  May  4,  1970  issue  of  the  Journal  of  the 
American  Medical  Association. 

Check  it  carefully.  Then  use  the  housing  and 
advance  registration  forms  appearing  in  JAMA 
and  the  American  Medical  News  to  insure  your 
place  at  the  world's  largest  medical  convention. 
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103rd  ANNUAL  MEETING 


of  the 

West  Virginia  State  Medical  Association 


AUGUST  20-22,  1970 

PLAN  NOW  TD  ATTEND 
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THANK  YOU,  GOVERNOR  MOORE 


T would  like  to  thank  Gov.  Arch  A.  Moore,  Jr.,  for  taking  the 
time  recently  to  journey  to  Morgantown  to  encourage  students 
and  house  staff  at  the  University  to  stay  in  practice  in  West 
Virginia. 

He  spoke  to  the  students,  house  staff  and  faculty  and  pointed 
out  the  many  advantages  of  staying  here  in  West  Virginia.  He 
pointed  out  many  of  the  improvements  that  are  under  way  in 
many  areas  of  the  State  and  issued  a challenge  for  all  to  partici- 
pate in  the  health  care  of  our  people.  In  answering  all  questions 
directed  to  him  he  brought  out  some  of  the  changes  he  would 
like  to  see  in  the  State’s  health  care  structure.  Again,  our  thanks 
for  his  participation  in  our  never  ending  effort  to  keep  more 
physicians  in  the  State. 

The  question  of  peer  review  is  becoming  more  and  more 
pressing.  This  is  evident  from  the  communications  coming  from 
all  the  third  party  agencies.  As  you  know,  the  Council  recently 
endorsed  our  participation  in  the  voluntary  self-audit.  This  was 
done  after  a thorough  discussion  of  the  advantages  and  disad- 
vantages of  the  project. 

I believe  we  must  go  farther  and  do  this  fairly  rapidly.  If 
we  do  not,  others  will  do  it  for  us.  The  Society  of  Internal  Medi- 
cine and  other  specialty  groups  have  already  pledged  their 
support. 


Maynard  P.  Pride,  M.  D.,  President 
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EDITORIALS 


Dr.  Clark  K.  Sleeth  has  asked  to  be  relieved 
of  his  duties  as  Dean  of  the  School  of  Medicine, 
to  become  effective  June  30,  1970.  He  is  de- 
sirous of  returning 
CLARK  K.  SLEETH.  M.  D.  to  full-time  teach- 
RESIGNS  AS  DEAN  ing.  Doctor  Sleeth  is 

a native  West  Vir- 
ginian, having  been  born  in  Logansport.  He  re- 
ceived his  B.  A.  degree  from  West  Virginia  Uni- 
versity in  1933,  and  then  entered  the  two-year 
School  of  Medicine  and  was  graduated  with  the 
B.  S degree  in  1935.  He  completed  his  medical 
work  at  the  University  of  Chicago  and  took  his 
internship  and  residency  training  at  Henry  Ford 
Hospital. 

In  1942,  he  joined  the  U.  S.  Army  with  the 
rank  of  Captain  and  served  in  the  Armed  Forces 
until  1946,  then  returned  to  West  Virginia  Uni- 
versity. He  has  held  teaching  positions  in  the 
School  of  Medicine  in  various  departments— path- 
ology, physiology  and  medicine.  In  point  of  fact, 
he  progressed  serially  through  the  academic 
ranks  from  Instructor  to  full  Professor.  He  be- 
came associated  with  the  Student  Health  Service 
and  served  as  Associate  Director  from  1955  to 
1958.  For  a number  of  years  he  was  Chairman 
of  the  Admissions  Committee,  and  was  made 
Assistant  to  the  Dean  of  the  School  of  Medicine 
in  1958.  He  has  always  been  keenly  interested 


in  organized  medicine  and  one  year  served  as 
Vice  President  of  the  State  Medical  Association. 

Doctor  Sleeth  became  Dean  of  the  School  of 
Medicine  on  January  1,  1961,  and  at  the  time  of 
retirement  will  have  served  almost  10  years  in 
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that  position.  He  served  well  indeed  during  the 
formative  days  of  the  development  of  the  four- 
year  curriculum,  and  has  been  a tireless  worker. 
Among  his  accomplishments  are:  development 
of  the  Regional  Medical  Program,  his  leadership 
in  a thorough  and  significant  revision  of  the 
School’s  curriculum,  and  his  aid  in  the  develop- 
ment of  an  excellent  program  in  the  Department 
of  Psychiatry. 

After  he  has  been  relieved  of  his  administrative 
duties,  he  will  become  a full-time  Professor  in 
the  Department  of  Medicine.  He  is  recognized 
as  an  experienced  and  able  teacher.  Doctor 
Sleeth  will  be  missed  in  the  Dean’s  office  and  his 
faculty  and  students  will  remember  and  appre- 
ciate his  friendliness  and  sympathetic  under- 
standing of  their  problems.  We  wish  him  well 
in  his  coming  new  role  as  a full-time  teacher. 


An  article  captioned  “A  Crisis  Is  Developing 
Over  Malpractice  Suits”  appeared  in  the  Feb- 
ruary 2 issue  of  the  National  Observer.  This 
study,  in  depth,  was  pre- 
MALPRACTICE  SUITS  pared  by  J ohn  Peterson 
from  material  obtained  in 
California.  The  malpractice  problem  in  that  State 
has  reached  fantastic  proportions  and,  unfor- 
tunately, whatever  develops  in  California,  be  it 
tularemia,  Earl  Warren,  or  coccidiomycosis,  has 
a way  of  spreading  to  other  parts  of  the  country. 
This  means  that  unless  a solution  can  be  reached 
on  the  west  coast  and  the  epidemic  scotched  at 
its  origin,  we  may  expect  our  current  malpractice 
problems  in  Virginia  to  continue  to  intensify— a 
depressing  prospect. 


Reprinted  from  Virginia  Medical  Monthly 


In  recent  months  there  have  been  awards  of 
$1,200,000  and  $1,400,000  in  California.  The  sun- 
shine states  appear  especially  susceptible,  for 
Florida  has  had  two  awards  of  $1,000,000.  Nearly 
10,000  malpractice  claims  are  anticipated 
throughout  the  country  during  the  present  year. 
The  excessive  awards  in  California  have  boosted 
to  astronomical  figures  the  premiums  surgeons 
must  pay  for  malpractice  protection.  Surgeons 
operating  in  the  Los  Angeles  area  now  pay  about 
$4,000  annually  and,  according  to  Peterson,  doc- 
tors who  have  lost  one  or  more  malpractice  suits 
are  paying  as  much  as  $20,000  annually.  The 
situation  has  become  so  acute  in  Southern  Cali- 
fornia that  the  companies  writing  malpractice 
insurance  will  have  to  decide  within  the  next 
few  months  whether  they  will  continue  these 


policies,  according  to  John  C.  Allen,  president 
of  the  brokerage  company  handling  malpractice 
coverage. 

The  extension  of  the  doctrine  of  res  ipsa 
loquitur  (“it  speaks  for  itself”)  in  California  is 
doubtless  extending  to  other  parts  of  the  country. 
Ostensibly  this  was  done  to  offset  the  tendency 
of  doctors  not  to  testify  against  fellow  physicians 
but  it  also  has  brought  other  abuses  in  its  wake. 
Abolishing  the  statute  of  limitations  in  malprac- 
tice cases,  which  likewise  originated  in  Cali- 
fornia, has  now  extended  eastward— even  to  our 
adjoining  State  of  Maryland. 

Virginia  was  relatively  free  from  malpractice 
suits  until  a few  years  ago.  Now,  according  to 
one  incomplete  tabulation,  about  125  suits  are 
pending  in  the  State.  About  30  of  these  are  major 
suits  and  the  remainder  are  smaller  claims,  the 
majority  of  which  will  not  go  to  trial.  Many  will 
be  settled  out  of  court  for  it  is  estimated  that 
defending  a major  case  costs  the  insurance  com- 
pany in  the  neighborhood  of  $15,000— even  if  the 
case  is  won.  There  is  another  school  of  thought 
regarding  settlement  out  of  court.  Easy  settle- 
ments may  invite  more  nuisance  cases  and  ulti- 
mately cost  more  than  fighting  each  one  on  its 
own  merits. 

Tidewater  Virginia  has  the  worst  record.  There 
have  been  three  $100,000  awards  or  settlements 
in  this  area  during  the  past  three  years.  A suit 
for  $2,000,000  is  now  pending  in  Tidewater. 
These  cases  have  resulted  largely  from  the  many 
transients  in  and  about  Norfolk  who  feel  no  alle- 
giance to  any  physicians,  and  from  the  activities 
of  a legal  firm  in  that  city  which  has  been  ex- 
ceedingly zealous  in  this  field  of  endeavor.  It  is 
ironical  that  a member  of  this  firm  repeatedly 
berated  the  current  cost  of  insurance  premiums 
as  being  unduly  high  during  the  gubernatorial 
campaign  last  year.  Consistency,  thou  art  a 
jewel. 

Northern  Virginia  has  been  a close  second  to 
Norfolk  but  the  settlements  there  have  been 
somewhat  smaller.  Richmond  has  had  its  share 
of  suits  but  thus  far  it  has  been  a rather  modest 
third  in  the  State.  Roanoke  and  Southwest  Vir- 
ginia generally  have  been  relatively  free  of  these 
cases— thanks,  no  doubt,  to  a stable  population 
and  perhaps  to  a more  discreet  type  of  practicing 
physician. 

With  this  background  it  is  easy  to  understand 
why  our  premiums  have  risen  so  sharply  during 
the  past  few  years.  Surgeons  in  the  Richmond 
area  paid  about  $25  annually  for  this  protection 
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until  fairly  recent  times.  The  premium  for  sur- 
geons two  years  ago  was  $285  and  last  year  it 
rose  above  $400.  We  will  be  fortunate  if  it  is 
not  higher  this  year. 

Many  solutions  have  been  proposed  on  the 
west  coast  in  an  effort  to  curb  the  spiral  of  suits 
and  awards  but  none  has  been  effective.  Some 
physicians  attempt  to  protect  themselves  by 
making  admittedly  unnecessary  tests  and  taking 
costly  x-rays  with  the  inevitable  additional  cost 
to  the  patient.  A counsel  of  the  California  Med- 
ical Association  has  suggested  the  possibility  of 
each  patient  taking  out  a malpractice  policy 
upon  entering  the  hospital  “much  like  flight  in- 
surance.” Another  approach  has  been  the  sug- 
gested use  of  an  arbitration  panel  composed  of 
a doctor,  a lawyer  and  a professional  arbitrator. 
A decision  by  this  panel  would  establish  the 
award  if  it  should  appear  justified.  A beneficial 
aspect  of  this  method  would  be  to  minimize  the 
publicity  associated  with  such  cases,  for  mal- 
practice suits  multiply  when  large  verdicts  ap- 
pear in  the  newspapers.  It  should  be  remarked 
that  the  news  media  in  Virginia  have  been  gen- 
erally very  helpful  in  not  publicizing  such 
awards. 

Peterson  made  no  reference  to  a method  that 
was  adopted  eight  years  ago  by  our  Society.  The 
Medical  Society  of  Virginia,  in  conjunction  with 
the  Virginia  State  Bar,  developed  the  Joint  Med- 
ico-Legal Panel  for  screening  malpractice  cases. 
Despite  a detailed  article  in  the  June  1969  issue 
of  the  Virginia  Medical  Monthly  by  its  chair- 
man, Dr.  Carrington  Williams,  Jr.,  many  physi- 
cians in  Virginia  are  either  unaware  or  have 
failed  to  avail  themselves  of  the  provisions  of 
this  committee.  Dr.  Williams  stated  that  27  cases 
had  come  before  the  panel.  Nine  were  decided 
in  favor  of  the  patient  plaintiff  and  15  were  in 
favor  of  the  doctor  defendant,  while  three  were 
settled  prior  to  the  hearing.  Any  physician  who 
is  threatened  by  suit  should  contact  the  Screen- 
ing Panel  immediately.  If  there  is  no  merit  in 
the  case,  the  physician  will  avoid  trouble  and 
embarrassment  and  the  insurance  company  will 
be  spared  much  expense. 

An  ounce  of  prevention  is  always  worth  a 
pound  of  cure  and  it  is  surprising  that  no  men- 
tion was  made  in  the  California  article  regarding 
the  greatest  preventive  of  all— the  early  establish- 
ment of  a cordial  patient-physician  relationship 
with  continuation  of  this  happy  state  throughout 
the  period  of  treatment.  The  most  vulnerable 
physicians  are  the  ultrascientific  who  do  not  de- 
vote sufficient  time  to  the  patient  and  his  rela- 
tives and,  at  the  other  end  of  the  professional 


spectrum,  those  who  undertake  procedures  be- 
yond their  training  and  ability.  The  well  trained 
physician  who  endeavors  to  explain  each  aspect 
of  the  patient  s condition  and  treatment  and  who 
demonstrates  his  sincere  interest  in  the  welfare 
of  the  patient  will  have  little  reason  to  fear  a 
malpractice  suit.— H.  J.  W.,  in  Virginia  Medical 
Monthly. 


Services  were  held  on  April  30  for  Dr.  Robert 
J.  Fleming,  who  died  suddenly  earlier  in  the 
week,  and  we  doubt  that  the  void  he  leaves  in 

the  community  can 

DR.  ROBERT  J.  FLEMING  ever  be  adequately 

filled. 

Doctor  Fleming  had  perhaps  the  largest  prac- 
tice of  any  local  doctor,  not  because  of  the 
financial  gain  he  might  have  realized  but  be- 
cause he  could  not  bring  himself  to  turn  away 
anyone  who  needed  or  wanted  medical  help  or 
advice.  His  office  was  almost  always  full,  and 
hundreds  and  hundreds  of  his  patients  now 
don’t  know  where  to  turn.  Certainly  they  will 
experience  great  difficulty  in  finding  another 
man  of  such  unfailing  kindness  and  unselfish 
devotion  to  their  well-being. 

The  community  at  large  will  also  miss  Doctor 
Fleming’s  great  enthusiasm  for  all  things  good 
for  the  people  he  loved.  He  served  numerous 
civic  groups  well  and  faithfully  as  his  physical 
stamina  and  time  permitted. 

Poor  people  in  particular  will  miss  him.  He 
gave  that  little  extra  attention  to  all  who  sought 
his  help,  rich  and  poor  alike. 

All  of  us  mourn  his  passing,  and  we  mourn 
also  for  the  community  he  served,  because  that 
community  will  never  again  be  quite  as  wealthy 
as  it  was.  Doctor  Fleming  made  it  a much 
better  place  because  of  his  service  and  his 
contributions  to  the  people  who  live  here.— 
Morgantown  Post. 


Medicare  Payments 

Private  health  insurance  companies  paid  a record 
sum  last  year  under  the  medical  section  of  Medicare. 
According  to  a Health  Insurance  Institute  survey, 
more  than  $582  million  was  paid  by  insurance  com- 
panies under  part  B of  Medicare  during  1969.  This 
was  an  increase  of  12  per  cent  over  the  benefits  paid 
a year  earlier. 

The  14  insurance  companies  acting  as  fiscal  agents 
for  the  Federal  government  processed  a total  of  13.8 
million  claims  during  1969,  over  a million  more  than 
the  previous  year.  They  also  paid  more  than  10  million 
claims  last  year,  up  1.4  million  over  a year  earlier. 

Part  B is  Medicare’s  voluntary  portion  under  which 
an  elderly  person  pays  $4.00  a month  for  benefits  cov- 
ering 80  per  cent  of  physicians’  charges.  The  insured 
person  pays  the  first  $50. 
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GENERAL  NEWS 


Symposium  on  Diabetes  Planned 
For  103rd  Annual  Meeting 

A Symposium  on  Diabetes  has  been  scheduled  to 
be  held  during  one  of  three  general  scientific  sessions 
at  the  103rd  Annual  Meeting  of  the  West  Virginia 

State  Medical  Association 
which  will  be  held  at  The 
Greenbrier  in  White  Sul- 
phur Springs,  August 
20-22. 

The  Program  Commit- 
tee has  announced  that 
Dr.  James  B.  Field  of 
Pittsburgh  and  Drs.  Mar- 
garet J.  Albrink  and  Rob- 
ert R.  Trotter,  members 
of  the  faculty  at  the 
WVU  School  of  Medicine, 
have  accepted  invitations 
to  participate  in  the  Sym- 
posium. 

Janies  B.  Field.  M.  I). 

Dr.  James  B.  Field,  Professor  of  Medicine  and  Di- 
rector of  the  Clinical  Research  Unit  at  the  University 
of  Pittsburgh  School  of  Medicine,  is  a native  of  Fort 
Wayne,  Indiana. 

He  attended  Harvard  College  and  received  his  M.  D. 
degree  in  1951  from  Har- 
vard Medical  School.  He 
interned  and  served  a 
residency  at  Massachu- 
setts General  Hospital  in 
Boston.  He  served  a year 
as  Assistant  in  Medicine 
at  Kings  College  Hospital 
in  London,  England,  and 
served  for  several  years 
with  the  United  States 
Public  Health  Service  and 
the  National  Institutes  of 
Health.  He  joined  the 
faculty  of  the  University 
of  Pittsburgh  School  of 
Medicine  in  1962  and  was 
named  to  his  present  position  in  1966. 

Doctor  Field  was  certified  by  the  American  Board 
of  Internal  Medicine  in  1961  and  he  is  a member  of 
the  American  Society  for  Clinical  Investigation,  As- 
sociation of  American  Physicians,  and  the  American 
Federation  for  Clinical  Research.  He  received  the 


Margaret  J.  Albrink,  M.  D. 


Eli  Lilly  Award  of  the  American  Diabetes  Association 
in  1958.  He  is  a member  of  the  Board  of  Directors  of 
the  American  Diabetes  Association. 


Margaret  J.  Albrink,  M.  D. 

Dr.  Margaret  J.  Albrink,  Professor  of  Medicine  at 
the  WVU  School  of  Medicine,  is  a native  of  Bisbee, 
Arizona. 


She  was  graduated  from  Ratcliffe  College  and  also 
received  an  M.  S.  degree  in  physiological  chemistry 
from  Yale  University.  She  received  her  M.  D.  degree 
in  1946  from  Yale  University  School  of  Medicine  and 
an  M.  P.  H.  degree  from  the  same  institution  in  1951. 
She  interned  at  New  Ha- 
ven Hospital  and  served 
as  a Fellow  for  two  years 
at.  the  Yale  University 
School  of  Medicine.  She 
was  a member  of  the 
faculty  of  the  Yale  Uni- 
versity School  of  Medi- 
cine from  1952  until  1961 
when  she  joined  the  fac- 
ulty at  the  WVU  School 
of  Medicine. 

Doctor  Albrink  served 
as  an  Established  Investi- 
gator of  the  American 

Heat  t Association,  1958-  Robert  R.  Trotter,  M.  D. 
63,  and  received  a Re- 
search Career  Award  of  the  U.  S.  P.  H.  S.  in  1963.  She 
is  a member  of  the  American  Society  for  Clinical  In- 
vestigation, American  Federation  for  Clinical  Research 
and  the  American  Society  for  Clinical  Nutrition.  She 
has  done  considerable  research  in  the  field  of  meta- 
bolic diseases  and  lipid  metabolism,  and  has  been  a 
responsible  investigator  of  several  research  grants 
from  the  National  Institutes  of  Health. 


Robert  R.  Trotter,  M.  D. 

Dr.  Robert  R.  Trotter,  Professor  of  Surgery  and 
Chairman  of  the  Division  of  Ophthalmology  at  the 
WVU  School  of  Medicine,  is  a native  of  Morgantown. 

Doctor  Trotter  attended  the  University  of  Pennsyl- 
vania and  was  graduated  from  West  Virginia  Univer- 
sity. He  attended  the  two-year  WVU  School  of  Medi- 
cine and  received  his  M.  D.  degree  in  1942  from  Temple 
University  School  of  Medicine.  He  interned  at  The 
Pennsylvania  Hospital  in  Philadelphia  and  served  a 
residency  at  the  Massachusetts  Eye  and  Ear  Infirmary 
in  Boston.  He  served  as  a Captain  in  the  Medical 
Corps  of  the  United  States  Army,  1943-46. 
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He  was  a member  of  the  faculty  at  Harvard  Medical 
School  from  1956  to  1960  when  he  joined  the  faculty 
at  the  WVU  School  of  Medicine.  He  was  named  to 
his  present  position  in  1965. 

Doctor  Trotter  was  certified  by  the  American  Board 
of  Ophthalmology  in  1958  and  he  is  a member  of  the 
American  College  of  Surgeons,  American  Academy  of 
Ophthalmology  and  Otolaryngology  and  the  American 
Association  of  University  Professors. 

Scientific  Program  Nearly  Completed 

The  Program  Committee  announced  that  plans  for 
the  three  general  scientific  sessions  have  been  com- 
pleted and  the  officers  of  the  sections  and  affiliated 
societies  are  in  the  process  of  lining  up  speakers  for 
the  afternoon  meetings. 

In  addition  to  Drs.  Field,  Albrink  and  Trotter,  the 
following  physicians  and  surgeons  will  appear  as  guest 
speakers  at  the  meeting: 

Dr.  Robert  B.  Greenblatt,  Professor  and  Chairman 
of  the  Department  of  Endocrinology  at  the  Medical 
College  of  Georgia. 

Dr.  Victor  A.  Politano,  Professor  of  Surgery  and 
Chief  of  the  Division  of  Urology  at  the  University  of 
Miami. 

Dr.  Perry  C.  Talkington,  Clinical  Professor  of  Psy- 
chiatry at  the  University  of  Texas  Southwestern  Medi- 
cal School. 

Dr.  Jerome  F.  Wiot,  Director  of  the  Department  of 
Radiology  at  Cincinnati  General  Hospital. 

Honor  Guests  to  Attend  Meeting 

Two  honor  guests  have  accepted  invitations  to  de- 
liver addresses  during  the  three-day  meeting. 

Dr.  Walter  C.  Bornemeier  of  Chicago,  who  will  be 
installed  as  President  of  the  American  Medical  Asso- 
ciation in  Chicago  later  this  month,  will  speak  at  the 
first  session  of  the  House  of  Delegates  on  Wednesday 
afternoon,  August  19. 

Dr.  Prince  B.  Woodard,  Chancellor  of  the  West  Vir- 
ginia Board  of  Regents,  will  deliver  the  keynote  ad- 
dress at  the  first  scientific  session  on  Thursday  morn- 
ing, August  20. 

Members  of  the  Auxiliary  and  other  guests  attending 
the  meeting  at  The  Greenbrier  are  cordially  invited 
to  listen  to  the  addresses  by  Drs.  Bornemeier  and 
Woodard. 

Dr.  Maynard  P.  Pride  of  Morgantown,  President  of 
the  West  Virginia  State  Medical  Association,  will  de- 
liver his  Presidential  Address  at  the  second  and  final 
session  of  the  House  of  Delegates  on  Saturday  after- 
noon, August  22. 

Seminar  on  Legal  Medicine 

Dr.  Charles  J.  Frankel,  Associate  Professor  of  Ortho- 
pedic Surgery  at  the  University  of  Virginia  School  of 
Medicine,  will  serve  as  Moderator  at  a “Seminar  on 
Legal  Medicine”  which  will  be  held  on  Thursday 
afternoon,  beginning  at  three  o’clock. 

The  other  participants  will  be  Mr.  Albert  Averbach 
of  New  York  City  and  Mr.  William  E.  Knepper  of 
Columbus,  Ohio.  Both  are  attorneys. 

Further  details  concerning  the  103rd  Annual  Meet- 
ing at  The  Greenbrier  will  be  announced  in  future 
issues  of  The  Journal. 


Action  Due  in  August  on  Proposed 
Constitutional  Amendment 

One  amendment  to  the  Constitution  of  the  West 
Virginia  State  Medical  Association,  offered  at  the 
102nd  Annual  Meeting  at  The  Greenbrier  in  White 
Sulphur  Springs,  August  21-23,  1969,  will  be  acted 
upon  finally  by  the  House  of  Delegates  at  the  103rd 
Annual  Meeting  at  The  Greenbrier,  August  20-22, 
1970. 

The  proposed  amendment  follows: 

Article  V 

Amend  Article  V,  Section  1,  by  deleting  Sub-Section 
(2)  which  reads  as  follows:  “ex-presidents  for  a period 
of  10  years  following  their  tenure  of  office,  providing, 
however,  that  ex-presidents  who  were  elected  prior 
to  1953  shall  remain  as  life-time  members  of  the 
House  of  Delegates;  and,” 

If  approved,  past  presidents  of  the  Association  would 
have  to  be  elected  as  delegates  by  their  component 
societies  in  order  to  have  a vote  at  meetings  of  the 
House. 


Air  Pollution  Conference 
In  Charleston  in  1971 

The  Fourth  Mid-Winter  Conference  on  Chest  Disease 
will  be  held  at  The  Daniel  Boone  Hotel  in  Charleston 
on  Sunday,  January  31,  1971,  under  the  sponsorship 
of  the  West  Virginia  University  Medical  Center,  the 
West  Virginia  Thoracic  Society  and  the  West  Virginia 
State  Medical  Association. 

Drs.  Ralph  H.  Nestmann  and  Joseph  T.  Skaggs  of 
Charleston  are  co-chairmen  for  the  course. 

Dr.  Charles  E.  Andrews,  Provost  of  Health  Sciences 
at  West  Virginia  University  and  President  of  the 
Thoracic  Society,  said  that  the  1971  Conference  will 
deal  with  air  pollution.  Speakers  have  not  been  an- 
nounced. 

Doctor  Andrews  said  it  is  planned  to  have  an  air 
pollution  conference  for  lay  people  on  the  preceding 
day,  Saturday,  January  30,  but  arrangements  have 
not  been  worked  out. 

A registration  fee  of  $10  will  be  charged  physicians 
attending  the  Sunday  conference. 

Additional  details  about  the  two  meetings  will  be 
announced  in  future  issues  of  The  Journal. 


Dr.  C.  A.  Hoffman  Heads 
AMA  Committee 

Dr.  C.  A.  (Carl)  Hoffman  of  Huntington  has  been 
appointed  Chairman  of  the  Committee  on  Professional 
Liability  of  the  American  Medical  Association’s  Board 
of  Trustees. 

Also  on  the  Committee  are  Dr.  John  M.  Chenault 
of  Alabama  and  Dr.  John  R.  Kemodle  of  North  Caro- 
lina. 

The  Committee  met  for  the  first  time  on  April  25, 
and  again  on  May  14.  It  hopes  to  report  to  the  AMA 
House  of  Delegates  this  month  on  the  possibility  of 
an  AMA-sponsored  professional  liability  insurance 
program. 
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Two  State  Surgical  Groups 
Elect  New  Officers 


Heavy  Room  Reservations 
At  The  Greenbrier 


Two  state  medical  organizations  held  spring  meetings 
at  The  Greenbrier  in  April  and  elected  officers  to 
serve  during  the  coming  year. 

The  West  Virginia  Chapter  of  the  American  College 
of  Surgeons  elected  Dr.  Herbert  G.  Dickie  of  Wheeling 
as  President  and  Dr.  Charles  D.  Hershey,  also  of 
Wheeling,  as  Governor. 

Other  State  ACS  officers  are  Dr.  David  B.  Gray  of 
Charleston,  Vice  President;  and  Dr.  Alvin  Watne  of 
Morgantown,  Secretary-Treasurer. 

Dr.  Philip  M.  Sprinkle  of  Morgantown,  Professor 
and  Chairman  of  the  Division  of  Otolaryngology  at 
the  West  Virginia  University  Medical  Center,  is  the 
new  President  of  the  West  Virginia  Academy  of  Oph- 
thalmology and  Otolaryngology.  He  succeeds  Dr. 
Charles  M.  Polan  of  Huntington. 

Dr.  Nime  K.  Joseph  of  Wheeling  is  Vice  President, 
and  Dr.  J.  Elliott  Blaydes,  Jr.,  of  Bluefield  was  re- 
elected Secretary-Treasurer.  Directors  are  Drs.  Albert 
C.  Esposito  of  Huntington,  Worthy  W.  McKinney  of 
Beckley;  and  William  C.  Morgan,  Jr.,  of  Charleston. 


Medical  Center  Doctor  Certified 

Dr.  O.  Lee  Trick  of  Morgantown,  Assistant  Pro- 
fessor of  Psychiatry  at  the  West  Virginia  University 
Medical  Center,  was  certified  in  April  by  the  American 
Board  of  Psychiatry  and  Neurology.  Doctor  Trick  is 
a graduate  of  the  Indiana  University  School  of  Medi- 
cine and  is  a member  of  the  Monongalia  County 
Medical  Society  and  the  West  Virginia  State  and 
American  Medical  Associations. 


Reservations  for  the  103rd  Annual  Meeting  of  the 
West  Virginia  State  Medical  Association  at  The  Green- 
brier in  White  Sulphur  Springs,  August  20-22,  had 
passed  the  450  mark  as  this  issue  of  The  Journal  went 
to  press. 

The  management  has  assured  Association  officials 
that  every  effort  will  be  made  to  arrange  accommoda- 
tions for  all  those  interested  in  attending  the  conven- 
tion. It  is  important,  however,  that  reservations  be 
made  as  soon  as  possible  so  that  some  idea  may  be  had 
by  the  management  concerning  the  total  number  of 
rooms  that  will  be  needed  to  house  those  attending 
the  meeting  in  August. 

Requests  for  rooms  should  be  mailed  directly  to  the 
Reservation  Manager,  The  Greenbrier,  White  Sulphur 
Springs,  West  Virginia  24986. 


Vaccine  Complications  Shown 
In  Training  Kit 

The  West  Virginia  Department  of  Health  is  making 
available  a training  kit  on  the  complications  of  the 
Smallpox  Vaccine. 

State  Health  Director  N.  H.  Dyer  said  the  kit  con- 
tains pertinent  literature  for  a self-teaching  slide 
series  with  representative  case  material  and  is  helpful 
for  teaching  physicians,  nursing  personnel  and  health 
workers. 

Use  of  the  kit  is  available  on  a loan  basis  through 
the  Division  of  Maternal  and  Child  Health,  West  Vir- 
ginia Department  of  Health,  Charleston,  West  Virginia 
25305. 


These  officers  of  the  West  Virginia  Academy  of  Ophthalmology  and  Otolaryngology  got  together  for  a picture  during 
the  organization’s  National  Spring  Meeting  at  The  Greenbrier  in  April.  Left  to  right:  Drs.  J.  Elliott  Blaydes,  Jr.,  of 
Bluefield,  Secretary-Treasurer;  Charles  Polan  of  Huntington,  President;  Nime  K.  Joseph  of  WTieeling,  Vice  President; 
William  C.  Morgan,  Jr.,  of  Charleston,  Worthy  W.  McKinney  of  Beckley,  and  Albert  C.  Esposito  of  Huntington,  Members 
of  the  Executive  Committee. 
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Spring  Meeting  of  the  Council 
In  Charleston  on  May  3 

The  Spring  Meeting  of  the  Council  was  held  at  the 
Heart-O-Town  Motor  Inn  in  Charleston  on  Sunday, 
May  3,  1970,  with  the  Chairman,  Dr.  Richard  W.  Corbitt 
of  Parkersburg,  presiding. 

Doctor  Corbitt  introduced  a new  member  of  the 
Council,  Dr.  Jack  Leckie  of  Huntington,  who  was 
named  to  fill  the  unexpired  term  of  Dr.  William  L. 
Neal.  He  also  introduced  Mr.  James  S.  Imboden  of 
Columbus,  Field  Representative  of  the  American  Med- 
ical Association. 


Election  of  Honorary  Members 

The  following  physicians  were  elected  to  honorary 
membership  in  the  West  Virginia  State  Medical  As- 
sociation: 


Name 

Wease  L.  Ashworth 
Basil  Page 
Guy  Stalnaker 
C.  T.  Clark 


Address 
Buckhannon 
Buckhannon 
Glenville 
Lexington,  Ky. 


Society 

Central  W.  Va. 
Central  W.  Va. 
Central  W.  Va. 
McDowell 


Workshop  on  School  Health  Services 

It  was  reported  that  a workshop  on  “Understanding 
School  Health  Services”  will  be  held  at  Pleasant  Point 
Resort  at  Pt.  Pleasant,  October  2-4. 

Dr.  P.  A.  Haley,  Director  of  School  Health  Services 
for  Kanawha  County  Schools,  said  the  purpose  of  the 
organizational  meeting  will  be  to  establish  a new 
society  to  be  known  as  the  West  Virginia  School 
Health  Association  which  in  turn  may  affiliate  with 
the  American  School  Health  Association.  In  an  effort 
to  stimulate  attendance  of  interested  physicians,  Doc- 
tor Haley  invited  the  State  Medical  Association  to  be 
cosponsor  of  the  meeting. 

The  Council  voted  unanimously  to  join  with  the 
West  Virginia  Department  of  Education  and  the  School 
Nurses  Section  of  the  West  Virginia  Nurses  Associa- 
tion as  co-sponsors  of  the  meeting. 

Conference  on  Chest  Diseases 

It  was  reported  that  the  Fourth  Mid-Winter  Con- 
ference on  Chest  Diseases  would  be  held  at  The  Daniel 
Boone  Hotel  in  Charleston  on  Sunday,  January  31, 
1971,  under  the  sponsorship  of  the  Association,  the 
West  Virginia  Thoracic  Society  and  the  West  Virginia 
University  Medical  Center.  The  program  will  be  on 
air  pollution. 

This  will  be  preceded  on  Saturday,  January  30.  by 
an  air  pollution  conference  for  lay  groups. 

Self-Audit  Project  Approved 

Dr.  Pat  A.  Tuckwiller,  Chairman  of  the  Committee 
on  Medical  Education  and  Hospitals,  and  Dr.  Daniel 
Hamaty,  a member  of  that  Committee,  appeared  before 
the  Council  to  discuss  a proposed  statewide  extension 
of  the  Charleston  Self-Audit  Project,  in  which  several 
Charleston  area  physicians  participated. 

It  was  noted  that  Council,  in  a mail  poll,  had  au- 
thorized the  Association’s  officers  to  enter  into  an 
agreement  with  West  Virginia  University,  the  Regional 


Medical  Programs  grantee  in  this  State.  The  Associa- 
tion would  then  become  the  sponsor  of  the  statewide 
audit  if  and  when  it  is  approved  and  funded. 

Doctor  Hamaty  discussed  various  aspects  of  the 
proposed  audit  and  answered  questions  about  it  and 
his  experience  in  the  Charleston  project. 

He  and  Doctor  Tuckwiller  asked  the  Council  to 
reaffirm  its  support  for  the  proposed  audit.  On  motion 
adopted  unanimously,  the  Council  endorsed  the  As- 
sociations’ participation. 

In  another  motion,  the  Council  directed  the  Editorial 
Board  to  publicize  the  project  in  The  Journal,  prefer- 
ably as  a special  article.  This  would  be  supplemented 
by  an  editorial  by  either  one  of  the  editors  or  a guest 
contributor. 


Controversial  TV  Programs 

Doctor  Callender  discussed  at  length  two  hour-long 
telecasts  by  the  Columbia  Broadcasting  System  during 
the  week  of  April  20.  He  said  the  programs  were 
highly  critical  of  the  present  health  care  system  in 
the  United  States  and  did  not  point  out  the  many 
positive  efforts  being  made  to  improve  American 
health  care. 

He  said  the  American  Medical  Association  and  the 
National  Medical  Association  had  asked  CBS  for  equal 
time  to  explore  with  the  American  people  the  prob- 
lems in  health  care  and  the  solutions  that  are  being 
developed.  On  the  state  level,  letters  endorsing  the 
request  of  the  AMA  and  NMA  were  mailed  to  the 
managers  of  two  television  stations  in  West  Virginia 
which  telecast  the  programs.  The  letters,  signed  by 
Drs.  Pride,  Corbitt  and  Callender,  respectfully  asked 
that  if  the  request  for  equal  time  was  granted  that 
they  include  this  programming  in  their  schedules. 

Doctor  Callender  pointed  out  that  it  was  time  for 
the  medical  profession  to  educate  the  people  in  re- 
gard to  the  high  cost  of  medical  care.  He  said  prac- 
ticing physicians  face  many  obstructions — especially 
with  third-party  programs — in  attempting  to  render 
good  medical  care. 

He  also  said  the  public  should  be  made  aware  of 
the  great  need  for  qualified  men  and  women  in  the 
health  field  and  that  physicians  should  vigorously 
oppose  efforts  being  made  to  destroy  the  image  of 
the  medical  profession. 

Doctor  Callender  recommended  and  Council  ap- 
proved a proposal  to  establish  a committee  to  imple- 
ment the  recommendations  mentioned  above. 

Liaison  With  WVU  Graduates 

It  was  reported  that  secretaries  of  component  so- 
cieties had  been  sent  a list  containing  the  names  and 
addresses  of  the  59  men  and  women  who  were  sched- 
uled to  receive  their  M.  D.  degrees  from  the  WVU 
School  of  Medicine  in  May.  The  letter  encouraged 
physicians  throughout  the  state  to  develop  a close 
liaison  with  the  new  physicians  during  the  six-week 
period  between  graduation  and  the  beginning  of  their 
internships. 

The  following  members  of  the  Council  were  present: 
Dr.  Richard  W.  Corbitt  of  Parkersburg,  Chairman; 
Dr.  Maynard  P.  Pride  of  Morgantown,  President;  Dr. 
George  R.  Callender,  Jr.,  of  Charleston,  President 
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Elect;  Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  Vice 
President;  Dr.  Kenneth  G.  MacDonald  of  Charleston, 
Treasurer;  Dr.  Richard  E.  Flood  of  Weirton,  Junior 
Councilor  and  AMA  Delegate;  and  Drs.  Stephen  D. 
Ward  of  Wheeling;  William  T.  Lawson  of  Fairmont; 
S.  Elizabeth  McFetridge  of  Shepherdstown;  A.  Kyle 
Bush  of  Philippi;  J.  D.  H.  Wilson  of  Clarksburg;  Joseph 
B.  Reed  of  Buckhannon;  William  E.  Gilmore  of  Par- 
kersburg; Jack  Leckie  of  Huntington;  Joseph  A.  Smith 
of  Dunbar;  Worthy  W.  McKinney  of  Beckley;  John  J. 
Mahood  of  Bluefield;  and  Harold  Van  Hoose  of  Man; 
and  Mr.  William  H.  Lively  of  Charleston,  Executive 
Secretary;  and  Mr.  Edward  D.  Hagan  of  Charleston, 
Executive  Assistant. 

The  meeting  also  was  attended  by  Dr.  Frank  J.  Hol- 
royd  of  Princeton,  AMA  Delegate;  Dr.  Thomas  G. 
Reed  of  Charleston,  AMA  Alternate;  Dr.  A.  C.  Esposito 
of  Huntington,  AMA  Alternate;  Dr.  George  F.  Evans 
of  Clarksburg,  Editor  of  The  Journal;  Dr.  James  S. 
Klumpp  of  Huntington,  Parliamentarian;  Dr.  Mildred 
M.  Bateman  of  Charleston,  Director  of  the  Mental 
Health  Department;  Dr.  Pat  A.  Tuckwiller  of  Charles- 
ton, Chairman  of  the  Committee  on  Medical  Education 
and  Hospitals;  Dr.  Daniel  Hamaty  of  Charleston,  mem- 
ber of  the  Committee  on  Medical  Education;  Dr.  Seigle 
W.  Parks  of  Charleston,  a Past  President  of  the  Asso- 
ciation; and  Mr.  James  S.  Imboden  of  Columbus,  AMA 
Field  Representative. 


SMA  Calls  For  Abstracts 
For  64tli  Meeting 

The  Southern  Medical  Association  has  called  for 
abstracts  of  papers  suggested  for  presentation  at  its 
64th  Annual  Meeting,  which  will  be  held  in  Dallas, 
Texas,  November  16-19. 

Physicians  wishing  to  present  papers  should  submit 
to  the  Secretary  the  title,  names  and  addresses  of 
authors  and  a 200-word  abstract.  Presentation  of 
papers  will  be  limited  to  15  minutes  and  manuscripts 
must  be  turned  in  at  the  meeting  for  possible  pub- 
lication in  the  Southern  Medical  Journal. 

Physicians  may  also  participate  in  the  scientific 
program  by  discussing  a paper,  participating  in  a 
panel  discussion,  or  by  presenting  a scientific  exhibit. 

Southern  Medical  has  21  scientific  sections,  each  of 
which  will  have  a program.  In  addition,  there  will  be 
scientific  and  technical  exhibits,  and  the  SMA  Student 
Seminar,  as  well  as  other  activities. 

Dr.  Albert  C.  Esposito  of  Huntington,  a Past  Pres- 
ident of  the  West  Virginia  State  Medical  Association, 
will  be  installed  as  President  of  SMA  during  the 
meeting. 

Additional  information  may  be  obtained  by  writing 
to  Southern  Medical  Association,  2601  Highland 
Avenue,  Birmingham,  Alabama  35205. 


Dr.  Edward  J.  Kowalewski  of  Akron,  Pennsylvania  (seated  left).  President  of  the  American  Academy  of  General 
Practice,  was  one  of  the  principal  speakers  at  the  18th  Annual  Scientific  Assembly  of  the  West  Virginia  AAGP  Chapter 
in  Charleston  in  April.  Seated  center  is  Dr.  C.  Carl  Tully  of  South  Charleston,  retiring  President  of  the  West  Virginia 
group,  who  will  serve  as  Chairman  of  the  Board  for  the  coming  year.  Seated  at  right  is  Dr.  James  E.  Spargo  of  Wheel- 
ing, President.  Standing:  Dr.  Donald  P.  Brown  of  Kingwood,  Treasurer;  Dr.  Richard  E.  Flood  of  Weirton,  Secretary; 
Dr.  James  H.  Wolverton  of  Keyser,  Vice  President;  and  Dr.  Joe  N.  Jarrett  of  Oak  Hill,  President  Elect.  (Photo  courtesy 
The  Charleston  Daily  Mail). 
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ENT  Symposium  To  Be  Offered 
In  Charleston,  June  5-6 

A symposium  entitled  “The  Otolaryngological  Prob- 
lems of  the  Primary  Physician”  will  be  conducted 
June  5-6  at  Charleston  Memorial  Hospital  under  the 
sponsorship  of  the  hospital  and  the  Division  of  Oto- 
laryngology of  the  West  Virginia  University  Medical 
Center. 

Visiting  professors  will 
be  Dr.  Cary  Moon,  Jr.,  of 
the  University  of  Vir- 
ginia School  of  Medicine 
and  Dr.  Philip  Sprinkle, 
Professor  and  Chairman 
of  the  Division  of  Oto- 
lai'yngology  at  WVU. 

A registration  fee  of  $10 
will  be  charged,  with 
medical  students,  interns 
and  residents  exempt 
from  payment. 

Checks  should  be  made 
payable  to  Memorial  Hos- 
pital and  be  mailed  to 
the  Department  of  Medi- 
cal Education,  Charleston  Memorial  Hospital,  3200 
MacCorkle  Avenue,  S.  E.,  Charleston,  West  Virginia 
25304. 


ACP  Schedules  Five  Courses 
For  This  Mouth 

Five  postgraduate  courses  will  be  sponsored  by  the 
American  College  of  Physicians  during  the  month  of 
June.  They  will  be  the  final  seminars  on  the  ACP’s 
1969-70  schedule. 

Fees  will  be  $60  for  ACP  members  and  $100  for 
non-members.  The  June  courses,  dates  and  locations 
will  be  as  follows: 

June  3-5 — “Pathology,  Pathological  Physiology  and 
Clinical  Aspects  of  Renal  Disease” — Georgetown  Uni- 
versity Hospital,  Washington,  D.  C. 

June  8-12 — “Psychiatry  and  the  Internist” — Univer- 
sity of  Maryland  Hospital  and  Psychiatric  Institute, 
Baltimore. 

June  8-12 — "Internal  Medicine,  1970 — Old  Principles, 
New  Practice — A Tribute  to  William  B.  Bean,  M.  D.. 
FA.C.P.” — University  of  Iowa  School  of  Medicine, 
Iowa  City. 

June  15-17  — “Cardiac  Auscultation”  — New  York 
University  School  of  Medicine,  New  York  City. 

June  15-17 — “Blood  Transfusion  Therapy  and  Re- 
lated Immunology” — Michigan  State  University,  East 
Lansing. 

Information  may  be  obtained  by  communicating 
with  Dr.  Edward  C.  Rosenow,  Jr.,  Executive  Director, 
American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pennsylvania  19104. 


Cancer  Society  Announces  Revised 
Simplified  Service  Program 

The  following  article  was  submitted  by  I.  Braxton 
Anderson,  M.  D.,  Service  Chairman,  American  Cancer 
Society,  West  Virginia  Division,  Inc.,  for  publication 
in  the  Journal: 

Each  year  there  are  nearly  9,000  cancer  patients  in 
West  Virginia.  Due  to  the  devotion  and  energy  of  our 
volunteers  and  staff,  we  are  able  to  provide  com- 
passionate services  which  money  cannot  buy.  Our 
purpose  is  to  give  direction  to  a program  of  aid  and 
rehabilitation  based  on  the  volunteer  help  and  neigh- 
borliness for  which  West  Virginians  are  noted. 

While  the  financial  responsibility  for  medically  indi- 
gent patients  rests  with  government  agencies,  whether 
local,  county  or  federal,  it  is  the  role  of  the  volunteer 
health  agency  to  fill  in  on  an  emergency  and  interim 
basis  and  to  add  the  humanness  and  warmth  that  only 
our  kind  of  agency  can  produce.  This  kind  of  support, 
as  we  know,  can  often  be  more  important  than  any 
other  to  the  cancer  patient  and  the  family.  When  a 
West  Virginia  physician  diagnoses  cancer  in  a medi- 
cally indigent  patient,  he  may  request  from  his  County 
Unit  the  following  services,  which  are  available  with- 
out cost  or  obligation  to  the  patient  or  his  family: 

Part  1 

Material  Help 

A.  Cancer  Dressings — Because  of  the  devoted  service 
of  volunteers  in  collecting  the  materials  and  making 
the  dressings,  certain  dressings  are  available  to  aid 
patient  comfort.  Colostomy  and  ileostomy  dressings, 
limited  to  $15.00  per  month,  per  patient,  are  provided 
for  three  months  following  surgery. 

B.  Transportation — This  is  provided  for  outpatient 
medical  care  prescribed  by  the  attending  physician. 
Such  transportation  is  a volunteer  driving  service. 
Should  the  volunteer  need  gasoline,  etc.,  it  may  be 
supplied  for  not  more  than  $15.00  of  actual  cost  per 
month,  per  patient. 

C.  Other  Service  Problems  and  Transportation — 
Patients  using  public  transportation  and  traveling  more 
than  75  miles  outside  the  State  will  be  provided  trans- 
portation after  prior  approval  of  the  Unit  to  the  Divi- 
sion Service  Chairman  through  the  Division  Office. 

D.  Home  Care  Equipment — County  units  maintain 
loan  closets  providing  such  equipment  as  may  be 
needed  to  enable  the  family  to  better  care  for  the 
cancer  patient  at  home.  Included  in  these  materials 
are  such  items  as  hospital  beds,  bedpans,  wheelchairs, 
etc. 

E.  Medications — The  Division,  upon  request  of  the 
physician  and  approval  of  the  unit,  will  pay  for  medi- 
cations directly  associated  with  care  of  the  medically 
indigent  cancer  patient,  not  exceeding  $15.00  per  pa- 
tient, per  month.  Arrangements  are  made  for  the 
provision  of  the  medications  with  the  family  druggist. 

Part  2 

Service 

A.  Information  Service — Each  County  Unit  office 
maintains  an  information  service  concerning  the  facili- 
ties and  help  available  to  cancer  patients  in  the  County. 
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This  includes  the  knowledge  of  agencies  active  in  the 
fields  of  religion,  charity,  government,  and  fraternal 
organizations.  Public  tax-supported  agencies  include 
the  Federal — Veterans  Administration,  Military  Medi- 
cal benefits  (Champus),  Social  Security,  Medicare  and 
Medicaid;  State  agencies  of  Welfare,  Vocational  Re- 
habilitation and  Cancer  Control  and,  in  addition,  cer- 
tain area  health  projects  with  special  programs  for 
patients. 

Important:  All  questions  relating  to  diagnosis,  treat- 
ment or  prognosis  must  be  referred,  without  comment, 
to  the  family  doctor,  attending  physician  or  the  County 
Medical  Society. 

B.  Reach  to  Recovery — This  is  a program  of  selected 
and  trained  volunteers  who  have  been  satisfactorily 
cured  of  breast  cancer  and  who  are  available  to  the 
surgeon  to  help  in  the  immediate  rehabilitation  of  the 
new  mastectomy  patient.  This  program  is  active  in 
several  areas  of  the  State  and  in  the  formative  stage 
in  others.  Patient  oriented  instruction  books,  avail- 
able to  all  physicians,  may  be  obtained  from  the  Divi- 
sion Office  by  request. 

C.  Colostomy  and  Ileostomy  Patients — Dressings  are 
available  for  three  months  following  surgery,  not  to 
exceed  $15.00  per  month,  per  patient.  Fittings,  devices 
or  special  clothing  are  not  provided.  Plans  are  being 
made  by  the  Service  Committee  to  provide  selected 
and  trained  volunteers,  also  cured  of  the  disease,  to  be 
of  help  to  the  physician  in  the  immediate  rehabilitation 
of  these  patients  along  the  same  line  as  in  the  Reach 
to  Recovery  Program.  Patient  instruction  books  are 
also  available  to  the  physician  in  colostomy  care. 

D.  Laryngectomy  Patients — Patients  wishing  as- 
sistance in  speech  therapy  should  be  encouraged  by 
County  Units  or  Districts  under  the  direction  of  the 
Medical  Director  of  the  County  or  the  District,  to  join 
or  form  Lost  Chord  Clubs.  Manuals  used  by  the  Inter- 
national Association  of  Laryngectomees  will  be  pro- 
vided by  the  Division  office.  Staff  members  will  give 
whatever  help  may  be  needed  in  the  formation  of 
these  clubs  under  the  direction  of  a West  Virginia 
Physician. 

E.  Reading  Aids  for  the  Physician — The  following 
adaptations,  obtained  through  the  Division  office,  are 
available  to  physicians  to  help  in  the  rehabilitation  of 
their  cancer  patients;  all  apply  to  the  psychological 
impact  of  cancer  and  its  treatment: 

1.  The  Adaptation  of  Mothers  to  the  Threatened  Loss 
of  Their  Children  through  Leukemia:  Part  I 

2.  Adaptation  to  Radical  Mastectomy 

3.  Adaptation  of  the  Spouse  and  Other  Family  Mem- 
bers to  the  Colostomy  Patient. 

4.  Adaptation  to  Hysterectomy. 

Part  3 

Some  of  the  services  which  are  not  provided  within 
the  scope  of  our  service  program  are  as  follows: 

A.  Hospital  Fees — The  Division  does  not  pay  for 
hospital  bills  or  fees  for  any  patient. 

B.  Physician’s  Fees — The  Division  does  not  pay  for 
surgery,  x-ray,  examination,  diagnosis  or  treatment 
of  patients. 

C.  Nursing — The  Division  does  not  pay  for  the  cost 


AMA  Meeting  in  Chicago 
June  21-25 

The  119th  Annual  Meeting  of  the  American  Medical 
Association  will  be  held  in  Chicago,  June  21-25. 

Several  West  Virginia  physicians  will  be  in  attend- 
ance. The  West  Virginia  State  Medical  Association 
will  be  represented  in  the  policy-making  House  of 
Delegates  by  Drs.  Richard  E.  Flood  of  Weirton  and 
Frank  J.  Holroyd  of  Princeton. 


Richard  E.  Flood,  M.  D.  Frank  J.  Holroyd,  M.  D. 


Alternate  delegates  are  Drs.  Thomas  G.  Reed  of 
Charleston  and  Albert  C.  Esposito  of  Huntington. 

Another  West  Virginian  will  play  a key  role  at  the 
convention.  He  is  Dr.  C.  A.  Hoffman  of  Huntington, 
who  this  year  rounds  out  his  first  year  on  the  AMA 
Board  of  Trustees. 

The  scientific  program  will  open  Monday,  June  22, 
at  the  International  Amphitheatre  and  will  close  on 
Thursday,  June  25.  Scientific  exhibits  will  be  housed  at 
the  Amphitheatre. 

The  House  of  Delegates  will  have  its  opening  cere- 
mony on  Sunday,  June  21,  at  2 P.M..  at  the  Palmer 
House. 

Additional  sessions  of  the  House  will  be  held  on 
Tuesday,  June  23,  at  10  A.M.  and  on  Wednesday  and 
Thursday,  June  24-25,  at  9 A.M. 

Doctor  Flood  has  been  appointed  to  Reference  Com- 
mittee A,  one  of  10  committees  which  will  study  the 
multitude  of  resolutions  and  reports  which  will  be 
introduced. 

Details  of  the  program  were  published  in  the  May  4 
issue  of  The  Journal  of  the  American  Medical  Asso- 
ciation. 


of  providing  nurses  for  patients  either  at  home  or  in  a 
hospital. 

D.  Ambidance  Service — No  payments  are  made  for 
this  service. 

The  compassionate  volunteer  services  provided  within 
this  program  reflect  our  concern  for  our  fellow  man. 
With  the  help  of  many  institutions,  agencies  and 
churches  great  achievements  can  be  made  in  aiding 
and  rehabilitating  those  stricken  with  cancer  and  other 
diseases. 
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Thirteen  State  Investigators 
Receive  Heart  Grants 

Thirteen  West  Virginia  physicians  and  other  scien- 
tists are  engaged  in  research  as  a result  of  grants 
awarded  by  the  West  Virginia  Heart  Association, 
according  to  Dr.  Richard  V.  Lynch,  Jr.,  of  Morgan- 
town, President  of  the  agency. 

West  Virginia  investigators  participating  in  the  re- 
search program  are  Drs.  Joseph  McPhillips,  W.  Morton 
Caldwell,  Ping  Lee,  Gunther  N.  Franz,  Kenneth  C. 
Weber,  Thomas  J.  Tarnay,  Clifford  Sticknev,  Hugh  A. 
Lindsay,  Daniel  Upthegrove,  George  H.  Wirtz,  David 
W.  Northrup,  and  Jerome  G.  Johnson,  all  of  West 
Virginia  University,  and  Dr.  Willard  Pushkin  of 
Charleston. 

Noting  that  the  American  Heart  Association  and 
its  affiliates  have  always  had  a deep  interest  in  scien- 
tific research,  Doctor  Lynch  said,  “At  the  present, 
more  than  1,400  research  scientists,  through  Heart 
Fund  support,  are  searching  for  new  and  more  effective 
ways  to  prevent  and  control  heart  attack,  stroke, 
hardening  of  the  arteries,  high  blood  pressure,  rheu- 
matic fever,  inborn  heart  defects  and  other  heart  and 
blood  vessel  diseases.” 


SK&F  Film  on  German  Measles 

A new  10-minute  film,  “The  Case  Against  Rubella” 
is  available  on  a free-loan  basis  for  showing  to  or- 
ganizations through  Smith  Kline  & French  Labor- 
atories. 

The  intent  of  the  film  is  to  alert  the  public  to  the 
dangers  of  rubella  and  the  need  for  effective  im- 
munization campaigns.  When  requesting  prints,  a date 
at  least  four  weeks  in  advance  should  be  chosen. 

Films  may  be  obtained  by  writing  to  Smith  Kline 
& French  Laboratories,  Film  Center,  1500  Spring 
Garden  Street,  Philadelphia,  Pennsylvania  19101. 


These  officers  of  the  West  Virginia  Chapter  of  the  Amer- 
ican College  of  Surgeons  were  among  several  members  who 
attended  the  Chapter’s  Annual  Spring  Meeting  at  The  Green- 
brier in  April.  Left  to  right:  Dr.  Charles  D.  Hershey  of 

Wheeling,  Governor;  Dr.  John  Trenton  of  Kingwood,  re- 
tiring President;  Dr.  Herbert  Dickie  of  Wheeling,  the  new 
President;  and  Dr.  David  B.  Gray  of  Charleston,  Vice  Pres- 
ident. Absent  when  picture  was  taken  was  Dr.  Alvin  L. 
Watne  of  Morgantown,  Secretary-Treasurer. 


Tygart's  Valley  Medical  Society 
Lists  PG  Session 

The  21st  Annual  Postgraduate  Session  of  the  Tygart’s 
Valley  Medical  Society  will  be  held  on  Thursday, 
June  18,  at  the  Elks  Country  Club  in  Elkins.  The 
program  will  be  devoted  to  pneumoconiosis. 


E.  P.  Pendergrass,  M.  D. 

There  will  be  a golf  tournament  in  the  forenoon, 
followed  by  registration  for  the  seminar  at  1:30  P.M. 
The  first  speaker  will  be  Dr.  Maynard  P.  Pride  of 
Morgantown,  President  of  the  West  Virginia  State 
Medical  Association.  Doctor  Pride  will  discuss  “Cur- 
rent Problems  Facing  the  West  Virginia  State  Medical 
Association.” 

The  panel  discussion  on  “Soft  Coal  Workers  Pneu- 
moconiosis” will  be  moderated  by  Dr.  Vernon  E.  Duck- 
wall  of  Elkins.  Panelists  and  their  subjects  will  be: 

“Soft  Coal  Workers  Pneumoconiosis — A Patholo- 
gist’s View” — R.  L.  Naeye,  M.  D.,  Chairman, 
Department  of  Pathology,  Pennsylvania  State 
University,  The  Milton  S.  Hershey  Medical 
Center,  Hershey,  Pennsylvania. 

“Soft  Coal  Workers  Pneumoconiosis — A Radiolo- 
gist’s View” — Eugene  P.  Pendergrass,  M.  D., 
Emeritus  Professor  of  Radiology,  Hospital  of 
the  University  of  Pennsylvania. 

“The  Clinical  Aspects  of  Pneumoconiosis” — James 
H.  Walker,  M.  D.,  Charleston. 

There  will  be  a social  hour  and  banquet,  and  the 
banquet  speaker  will  be  Dr.  Maurice  Brooks,  Pro- 
fessor Emeritus,  Department  of  Forestry,  West  Vir- 
ginia University.  His  subject  will  be  “The  Appa- 
lachians.” 

Additional  information  about  the  program  may  be 
obtained  by  writing  to  Dr.  A.  Kyle  Bush,  Secretary, 
Tygart’s  Valley  Medical  Society,  The  Myers  Clinic, 
Philippi,  West  Virginia. 


AAP  Report  on  Infectious  Diseases 

The  American  Academy  of  Pediatrics  has  released 
the  newly-revised  16th  edition  of  the  Report  of  the 
Committee  on  Infectious  Diseases  (Redbook). 

Copies  are  available  at  $2.00  each  (10  per  cent  dis- 
count allowed  for  purchase  of  six  or  more  copies) 
from  Publications,  American  Academy  of  Pediatrics, 
P.  O.  Box  1034,  Evanston,  Illinois,  60204. 


Richard  L.  Naeye,  M.  D. 
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AMA  Auxiliary  Meelinji 
In  Chicago 

Mrs.  Joe  N.  Jarrett  of  Oak  Hill,  President  of  the 
Woman’s  Auxiliary  to  the  West  Virginia  State  Medical 
Association,  will  head  the  West  Virginia  delegation 
to  the  AMA  Auxiliary  meeting  in  Chicago  this  month. 

The  47th  Annual  Con- 
vention of  the  Woman’s 
Auxiliary  to  the  AMA 
will  be  held  June  21-25  in 
conjunction  with  the  An- 
nual Meeting  of  the  AMA. 

Mrs.  Jarrett  has  been 
appointed  to  the  National 
Necrology  Committee  and 
will  represent  the  Eastern 
Region  in  the  Memorial 
Service  at  the  convention. 

An  increase  in  member- 
ship has  been  sufficient  to 
allow  the  West  Virginia 
Auxiliary  an  additional 
delegate  and  alternate  this  year.  Delegates  representing 
the  West  Virginia  Auxiliary  at  the  business  sessions 
will  be  as  follows: 

Mrs.  Robert  J.  Tchou  of  Williamson,  President  Elect; 
Mrs.  M.  Bruce  Martin  of  Huntington,  Vice  President; 
Mrs.  Hu  C.  Myers  of  Philippi,  Past  President;  and 
Mrs.  Wilson  P.  Smith  of  Huntington,  also  a Past 
President. 

Alternate  delegates  will  be  Mrs.  Maynard  P.  Pride 
of  Morgantown,  Past  Corresponding  Secretary;  Mrs. 
George  A.  Curry,  also  of  Morgantown,  a Past  President; 
Mrs.  Albert  C.  Esposito  of  Huntington,  Southern 
Medical  Councilor;  and  Mrs.  J.  C.  Huffman  of  Buck- 
hannon,  Past  President. 

A program  for  the  Auxiliary  meeting  was  printed  in 
the  May  4 issue  of  The  Journal  of  the  American  Medi- 
cal Association. 


Two  Physicians  Successful 
In  Primary  Election 

Two  members  of  the  State  Medical  Association  and 
a member  of  the  Woman’s  Auxiliary  were  successful 
in  their  primary  election  races  for  seats  in  the  West 
Virginia  Legislature  on  May  12. 

Dr.  David  E.  Wallace  of  Madison  engineered  what 
many  observers  considered  to  be  one  of  the  greatest 
upsets  in  the  election  when  he  defeated  Senate  Presi- 
dent Lloyd  Jackson  of  Hamlin  for  the  Democratic 
nomination  for  the  Seventh  District  Senate  seat 
(Lincoln,  Boone  and  Logan  Counties).  Doctor  Wallace 
received  10,228  votes,  compared  with  Senator  Jackson’s 
9,047. 

Dr.  Milton  Lilly  of  Charleston  won  Republican 
nomination  for  one  of  Kanawha  County’s  14  seats  in 
the  House  of  Delegates.  Mrs.  Charles  W.  Merritt, 
whose  husband  is  a Beckley  obstetrician,  apparently 
led  the  field  of  Democratic  hopefuls  in  the  race  for 
nominations  for  Raleigh  County’s  four  House  seats. 


Three  New  Volumes  Published 
By  American  Heart  Assn. 

Three  new  volumes  have  been  published  in  the 
American  Heart  Association’s  Monograph  Series  as 
follows: 

Volume  24  “Cardiovascular  Surgery  1968,”  consists 
cf  the  proceedings  of  the  Association’s  Council  on 
Cardiovascular  Surgery  at  the  Scientific  Sessions  held 
in  1968.  Edited  by  Dr.  C.  Frederick  Kittle,  the  290- 
page  volume  contains  40  articles  by  the  world’s  out- 
standing surgeons. 

Volume  25  “A  Controlled  Clinical  Trial  of  a Diet 
High  in  Unsaturated  Fat  in  Preventing  Complications 
of  Atherosclerosis,”  the  report  of  an  eight-year  study 
in  Veterans  Administration  Hospitals  of  trials  of  a diet 
high  in  unsaturated  fat.  The  study  included  846  elderly 
and  middle-aged  men,  and  indicated  a drop  in  serum 
cholesterol  levels.  The  report  is  by  Drs.  Seymour 
Dayton,  Morton  Lee  Pearce,  Sam  Hashimoto,  Wilfred 
J.  Dixon  and  Uwamie  Tomiyasu. 

Volume  25  "The  Myocardium  in  Hyperfunction, 
Hypertrophy  and  Heart  Failure.”  Translated  from  the 
Russian  of  Professor  Felix  Z.  Meerson  of  the  Institute 
of  Normal  and  Pathological  Physiology  of  the  Academy 
of  Medical  Sciences  in  Moscow,  it  summarizes  im- 
portant contributions  to  the  understanding  of  myo- 
cardial metabolism  and  pathophysiology. 

The  volumes  are  available  through  local  Heart 
Associations  or  the  American  Heart  Association’s  Dis- 
tribution Department,  44  East  23rd  Street,  New  York, 
New  York  10010. 


The  Committee  on  Medical  Scholarships  met  in  Morgan- 
town, April  17-19  and  awarded  the  Association’s  two  annual 
scholarships  after  interviewing  more  than  25  applicants.  Dr. 
Clark  K.  Sleeth  (seated  left).  Dean  of  the  West  Virginia 
University  School  of  Medicine,  met  with  the  Committee. 
Also  seated  are:  Dr.  Martha  Jane  Coyner  of  Harrisville, 

Chariman  of  the  Committee;  and  Dr.  Robert  D.  Hess  of 
Bridgeport.  Standing:  Dr.  John  Mark  Moore  of  Wheeling; 
Dr.  Marshall  J.  Carper  of  Charleston;  Dr.  Thomas  J.  Hol- 
brook of  Huntington;  and  Dr.  Russel  Kessel  of  Charleston. 


Mrs.  Joe  N.  Jarrett 
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100  Tears  Ago  Today 

MINUTES  OF  THIRD  ANNUAL  MEETING 
of  the 

Medical  Society  of  the  State  of  West  Virginia 

Held  in  the  City  of  Parkersburg,  June  1st  & 2nd,  1870. 


The  Society  convened  in  the  First  Presbyterian  Church  at  2 o'clock,  P.  M.,  and  in 
the  absence  of  the  President,  (Dr.  J.  W.  Ramsey,  of  Clarksburg,)  was  called  to  order 
by  Dr.  E.  A.  Hildreth,  of  Wheeling,  first  Vice  President. 

The  Secretary,  Dr.  J.  M.  Lazzell,  of  Fairmont,  was  present. 

The  Session  was  opened  with  prayer  by  the  Rev.  Mr.  Reed. 

The  Committee  of  Arrangements,  through  their  Chairman,  Dr.  W.  Cales,  ot 
Parkersburg  welcomed  the  Society  in  the  following  remarks: 

Mr.  President: 

Custom  as  well  as  propriety  dictates,  that  as  representative  of  the  regular  members 
of  the  Medical  Profession  in  Parkersburg,  and  Wood  County,  I should  speak  a word 
of  welcome  to  you  in  their  behalf.  Remembering,  however,  the  affirmation  of  the 
fact,  that  “the  heart  speaks  most  when  the  lips  move  not,’  I shall  not  detain  you  with 
a long  address.  I need  only  assure  you  that  our  hearts  are  Filed  with  joy  and  gladness 
at  the  sight  of  so  many  of  the  intelligent  and  true  members  of  our  fraternity,  represent- 
ing as  they  do,  so  large  a portion  of  our  young  State;  and  we  trust  that  this  meeting 
may  yield  a rich  harvest  of  good  to  the  Medical  Brotherhood  of  West  Virginia.  It  is 
with  pride  and  pleasure  that  we  contemplate  the  fact,  that  this  auspicious  epoch  in 
our  Society,  will  go  down  to  history,  in  connection  with  your  meeting  in  Parkersburg. 

Gentlemen,  in  the  name  of  the  Wood  County  Medical  Society,  I extend  to  you  a 
fraternal  greeting,  and  in  behalf  of  our  citizens,  I bid  you  welcome  to  our  city. 

On  calling  the  roll,  by  the  Secretary,  the  following  named  members  answered,  viz: 


B.  W.  Allen  Wheeling  E.  S.  Moore  Wellsburg 

W.  E.  Allison New  Cumberland  I.  T.  Nicklin  . . Middlebourne 

J.  K.  Berkebile  Fairmont  P.  B.  Ogden  Worthington 

J.  H.  Brownfield  Fairmont  E.  D.  Safford  Parkersburg 

M.  Campbell  Parkersburg  W.  H.  Sharp  Volcano 

L.  R.  Charter  West  Union  A.  S.  Todd  Wheeling 

A.  G.  Clark  Parkersburg  A.  S.  Warder  Pruntytown 

J.  M.  Cooper  Wellsburg  D.  Baguley  Wheeling 

R.  H.  Cummins  Wheeling  Walter  Coles  Parkersburg 

John  Frissell  Wheeling  T.  A.  Harris  Parkersburg 

E.  A.  Hildreth  Wheeling  J.  T.  Cooper  Parkersburg 

J.  C.  Hupp  Wheeling  J.  A.  Williamson  Parkersburg 

J.  E.  Kendall  Wirt  C.  H.  Hugo  Koch  Parkersburg 

J.  M.  Lazzell  Fairmont  W.  C.  D.  Bond  Claysville 

J.  H.  Manown  Kingwood 


The  annual  address  was  then  delivered  by  Dr.  Hildreth,  the  acting  President,  as  follows: 
Gentlemen  of  the  Medical  Society  of  the  State  of  West  Virginia: 

. . . The  ground-work  of  this  Society  has  been  well  laid;  as  embodied  in  her  Constitution,  and 
the  adoption  of  the  National  Code  of  Ethics— although  still  open  to  correction,  we  do  not  think 
it  can  at  present  be  improved.  Medicine  is  universal— embracing  the  care  and  relief  of  the  whole 
human  family— the  mission  is  ours— let  us  give  all  diligence  to  its  faithful  accomplishment.  Let 
our  annual  meetings  be  a pleasant  reunion  of  hearts  and  hands— a professional  holiday  from 
our  daily  toils,  as  co-laborers  in  a noble  work.  Let  not  the  “root  of  bitterness,”  discord  or  jealousy, 
mar  or  distort  our  proceedings;  but  let  each  individual  member  consider  the  honor,  dignity  and 
progress  of  the  profession  and  of  this  society,  committed  to  his  care. 

Let  us  go  forward  and  perform  every  duty  assigned  us,  with  fidelity  and  care.  Let  the  humblest 
member  be  invited  and  encouraged  to  bring  his  offerings,  however  small,  and  lay  them  on  the 
common  altar.  . . . 


Looking  Back  10  Years  . . . 


Dr.  John  YV.  Hash  of  Charleston  (right)  was  installed  as 
President  of  the  West  Virginia  State  Medical  Association  10 
years  ago.  At  left  is  Dr.  E.  Vincent  Askey  of  Los  Angeles, 
California,  who  at  that  time  was  serving  as  President  of  the 
American  Medical  Association. 

The  Fourth  Criterion 

The  need  to  educate  our  patients  not  only  in  medical 
areas,  but  also  in  fields  of  socio-economics  and  the 
politics  of  medical  care  has  never  been  greater.  In 
many  cases  we  have  not  been  equal  to  the  challenge. 

We  are  living  today  in  an  era  in  which  all  estab- 
lished values  are  being  subjected  to  close  scrutiny. 
Some  of  this  examination  may  be  helpful  while  other 
attacks  represent  blind  destructive  efforts  offering  no 
constructive  suggestions  for  improvement.  The  medi- 
cal profession  has  not  been  immune  to  these  attacks. 
Politicians  offer  care  which  they  cannot  deliver,  and 
the  physicians  are  criticized.  Health  care  costs  soar, 
and  doctor’s  fees  are  blamed.  The  medical  profession 
is  accused  by  a Presidential  advisor  of  using  shoddy 
instruments  when  in  fact  medical  devices  are  under 
greater  quality  control  than  minimum  government 
standards. 

The  profession  can  no  longer  assume  that  it  serves 
the  public  only  by  delivering  medical  care.  The  phy- 
sician of  today  must  increase  public  knowledge  and 
awareness  of  who  is  actually  providing  medical  care, 
and  who  is  masquerading  under  the  protective  shade 
of  an  umbrella  of  economics,  or  politics.  Today’s  doctor 
owes  his  patients  time  to  help  them  evaluate  the  long 
term  results  of  health  care  plans.  He  must  be  able  to 
point  out  who  pays  the  bills  and  how  much  the  ultimate 
cost  will  be  for  “free  medical  care,”  and  when  new 
programs  are  supported  by  a physician,  he  must  tell  the 
public  why. 

It  has  been  said  that  the  true  physician  sometimes 
cures,  often  relieves,  and  always  consoles.  To  these 
three  criteria  should  be  added,  he  willingly  edu- 
cates.— Robert  F.  Lorenzen,  in  Arizona  Medicine. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

June  13-14 — Am.  Diabetes  Assn.,  St.  Louis. 

June  15-17 — Am.  Neurological  Assn.,  Atlantic  City. 
June  21-25 — AMA,  Chicago. 

July  17-18 — Rocky  Mtn.  Cancer  Conf.,  Denver. 

Aug.  12-15 — 4th  World  Conf.  on  Gen.  Prac.,  Chicago. 

Aug.  20-22 — 103rd  Annual  Meeting,  W.  Va.  State  Medi- 
cal Association,  The  Greenbrier,  White  Sulphur 
Springs. 

Sept.  9-11— Med.  Soc.  of  D.C. 

Sept.  10-12 — Am.  Assn,  of  Ob.  & Gyn.,  Hot  Springs,  Va. 
Sept.  11-19 — Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  11-19 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  14-17 — Am.  Hosp.  Assn..  Houston. 

Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-26 — Ohio  Chap.,  ACS,  Columbus. 

Sept.  25-26 — W.  Va.  Heart  Assn.,  Pipestem  State  Park. 
Sept.  25-Oct.  1 — AAGP,  San  Francisco. 

Oct.  1 — Rural  Health  Conference,  Jackson’s  Mill. 

Oct.  3-4 — Am.  Assn,  of  Oph.,  Las  Vegas. 

Oct.  4-8 — Pa.  Medical,  Lancaster. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  9-10 — Florida  Diabetes  Assn.,  Ft.  Lauderdale. 
Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16 — ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 

Oct.  26-30 — Am.  Assn,  of  Pub.  Health  Phys.,  & Am. 
Pub.  Health  Assn.,  Houston. 

Nov.  10-17 — Am.  Heart  Assn.,  Atlantic  Citv. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago 
Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  17-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Jan.  31 — 4th  Mid-Winter  Conf.  on  Chest  Diseases, 
Charleston. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-24 — Am.  Acad,  of  Allergy,  Chicago. 

Feb.  20-27 — Am.  Soc.  of  Clin.  Path  & Col.  of  Am.  Path., 
Las  Vegas. 

March  6-11 — Am.  Acad,  of  Orth.  Surg.,  San  Francisco. 
March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  26-28 — Am.  Soc.  of  Int.  Med.,  Denver. 

March  28-April  2 — ACP,  Denver. 

March  29-April  3 — Am.  Col.  of  Rad.,  St.  Louis. 

March  31 -April  2 — Md.  Medical,  Baltimore. 

April  18-22 — Am.  Assn,  of  Neu.  Surg.,  Houston. 

April  26 — May  1 — Am.  Acad,  of  Neurology,  New  York. 
April  26-28 — Am.  Assn,  for  Thoracic  Surg.,  Atlanta. 
April  29 — May  1 — Am.  Ped.  Soc.,  Atlantic  City. 

April  39-May  2 — W.  Va.  Chap.,  AAGP,  Wheeling. 

May  3-7 — Am.  Col.  of  Ob.  & Gyn.,  San  Francisco. 

May  16-19 — Am.  Thoracic  Soc.,  Los  Angeles. 

May  16-20 — Am.  Derm.  Assn.,  Sky  Top,  Pa. 

May  16-20 — Am.  Urol.  Assn.,  Chicago. 
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Fast.  ..long-lasting 
relief  of  aches 
and  pains  — 4 

of  colds  and  flu  ^ 


with  the  unique 

timed-release 

aspirin 


Double  strength  Measurin  timed-release  aspirin 

offers  a new  kind  of  control  for  your  patients  with  cold 

and  flu  discomforts.  In  each  10-grain  tablet  are  over 

6,000  microscopic  reservoirs  that  release  aspirin  at  a 

controlled  rate— some  right  away  and  some  later 

on.  This  means  fast  relief  of  symptoms, 

followed  by  hours  of  comfort.  Throughout 

the  day,  Measurin  gives  your  patients 

freedom  from  a 4-hour  aspirin  schedule. 

During  the  night,  its  8-hour  dosage 
schedule  holds  the  promise  of  sound  sleep 
without  awakening  to  take  extra  tablets. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.0.  Box  141 
Fairview,  N.i.  07022 


REON 


BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


■ 


Measurin 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in 
24  hours.  For  maximum  nighttime  pain  relief, 

2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


WVU  Medical  Center 
-News- 


All  but  two  of  the  59-member  graduating  class  at 
the  West  Virginia  University  School  of  Medicine 
are  beginning  their  internship  on  July  1. 

Instead  of  internships,  Drs.  Thomas  W.  Crosby  of 
Pittsburgh  and  J.  David  Ruffner  of  Morgantown  will 
begin  residency  training.  Doctor  Crosby  will  take 
residency  training  in  neurology  at  the  WVU  Medical 
Center,  and  Doctor  Ruffner  will  study  psychiatry  at 
the  Duke  University  Affiliated  Hospitals  in  Durham, 
North  Carolina.  The  American  Board  of  Psychiatry 
and  Neurology  has  dropped  the  requirement  for  in- 
ternship. 


James  C.  Bosley,  M.  D.  Earl  H.  Eye,  Jr.,  M.  D. 


The  other  52  men  and  five  women  in  this  year’s 
graduating  class  participated  in  the  National  Intern 
Matching  Program,  and  all  but  10  received  their  first 
choice  in  hospitals. 

Fifty-five  of  the  new  physicians  will  intern  at  31 
hospitals  in  17  states,  the  District  of  Columbia  and 
the  Canal  Zone.  Two  others  will  take  their  training 
at  military  hospitals. 

Neither  of  the  1966  winners  of  the  West  Virginia 
State  Medical  Association’s  medical  scholarships,  who 
graduated  this  year,  will  have  to  travel  far  for  intern- 
ship. Dr.  James  C.  Bosley  of  Keyser  will  train  at 
Washington,  Pennsylvania,  Hospital,  while  Dr.  Earl 
H.  Eye,  Jr.,  of  Franklin  moves  on  to  Montefiore 
Hospital  in  Pittsburgh  to  continue  his  medical  educa- 
tion. 

Other  members  of  the  graduating  class,  their  home 
towns  and  the  hospitals  where  they  will  take  additional 
training  are  as  follows: 

Drs.  Charles  L.  Beall,  Mannington  .Washington  (D.  C.) 
Hospital  Center;  William  A.  Brownlee,  Ravenswood, 
Sacred  Heart  Hospital,  Spokane,  Washington;  Robert 
K.  Bush,  Philippi,  University  Hospitals,  Madison, 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Wisconsin;  Homer  L.  Christian,  Huntington,  Washing- 
ton (Pennsylvania)  Hospital;  John  E.  Cooke,  Jr.,  Weir- 
ton,  Medical  College  of  Virginia  Hospital  Division, 
Richmond;  Robert  R.  Dennison,  Jr.,  Huntington,  Uni- 
versity of  Kentucky  College  of  Medicine  Medical  Cen- 
ter, Lexington;  Leon  A.  Dickerson,  Jr.,  Winchester, 
Virginia,  Charlotte  (North  Carolina)  Memorial  Hos- 
pital; 

Teresa  A.  D'Orazio,  Grantsville,  Baylor  University 
Medical  Center,  Dallas,  Texas;  James  D.  Evans,  New 
Creek,  Charlotte  (North  Carolina)  Memorial  Hospital; 
Thomas  E.  Fortner,  Stollings,  Memorial  Hospital, 
Charleston;  Paul  D.  Gatewood,  Glen  Dale,  Akron 
(Ohio)  City  Hospital;  Ralph  L.  Greene,  Jr.,  Morgan- 
town, Charlotte  (North  Carolina)  Memorial  Hos- 
pital; Boyd  N.  Hagen,  Devils  Lake,  North  Dakota, 
Washington  (Pennsylvania)  Hospital;  Kenton  E.  Harris, 
Gassaway,  Akron  (Ohio)  City  Hospital; 

William  D.  Hawley,  Jr.,  Fort  Meade,  Maryland, 
Altoona  (Pennsylvania)  Hospital;  Susan  L.  Hill,  South 
Charleston,  Memorial  Hospital,  Charleston;  Bernard 
Hirsch,  Pittsburgh,  Cincinnati  (Ohio)  General  Hospital; 
William  R.  Hobbs,  Chester,  Hartford  (Connecticut) 
Hospital;  John  N.  Hutzler,  Jr.,  Martinsburg,  Akron 
(Ohio)  City  Hospital;  Louis  V.  Kaufman,  Moundsville, 
Georgetown  University  Hospital,  Washington,  D.  C.; 
William  F.  Kellermeyer,  Jr.,  Wheeling,  University 
Hospitals  of  Cleveland,  Ohio;  Roy  R.  Kinder,  Jr., 
Charleston,  Lankenau  Hospital,  Philadelphia; 

Herman  L.  Leap,  Huntington,  WVU  Hospital;  David 
P.  Lee,  Nitro,  Memorial  Hospital,  Charleston;  David 
G.  Lewis,  Cumberland,  Maryland,  Hartford  (Con- 
necticut) Hospital;  Charles  R.  Loar,  Bridgeport,  Akron 
(Ohio)  City  Hospital;  John  L.  Lockhart,  Fairmont, 
Riverside  Hospital,  Newport  News,  Virginia;  Linda  A. 
Long,  Morgantown,  University  of  Minnesota  Hospitals, 
Minneapolis;  John  D.  Loucks,  Fargo,  North  Dakota, 
University  of  Kentucky  College  of  Medicine  Medical 
Center,  Lexington;  Gary  J.  Marcus,  Bethlehem,  Penn- 
sylvania, Wilford  Hall  USAF  Hospital,  San  Antonio, 
Texas; 

Jeffrey  L.  Marks,  Bridgeport,  Grady  Memorial  Hos- 
pital, Atlanta,  Georgia;  John  A.  Mathias,  Jr.,  Moore- 
field,  Charlotte  (North  Carolina)  Memorial  Hospital: 
(Continued  on  Page  xxii) 
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A valuable  hospital  antibiotic 
—when  there  is  no  time 


in  severe  systemic  infections— postoperative  bacteremia,  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis— Kantrex®  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after 


10  years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex* against 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


many 


Because  of  potential  ototoxicity, 
official  package  circular. 


carefully  as  outlined  in  the 


Brief  Summary  of  Prescribing 
Information:  6-9/1 5/69.  For  com- 
plete information,  consult  Official 
Package  Circular. 

Indications:  Infections  of  the  urinary,  res- 
piratory and  gastrointestinal  tracts  and  of 
skin,  soft  tissues,  bone,  periosteum  and  blood 
due  to  sensitive  organisms.  Culture  and  sensitivity 
studies  should  be  performed. 

Contraindications:  A history  of  hypersensitivity  to  the  drug. 

Prior  auditory  damage  by  kanamycin  or  other  agents  may  be  a contrain- 
dication if  effective  alternative  therapy  is  available. 

Warnings:  Since  the  drug  is  excreted  almost  entirely  by  glomerular 
filtration,  renal  malfunction  can  cause  abnormally  high  serum  levels  of 
kanamycin  which  may  prove  ototoxic.  Assess  renal  function  periodi- 
cally. both  before  and  during  therapy.  Renal  dysfunction  or  pre-renal 
azotemia  sharply  increase  the  risk  of  ototoxicity  and  permanent  deaf- 
ness. In  such  cases  decrease  the  size  and  frequency  of  doses.  Discontinue 
kanamycin  and  check  hearing  if  azotemia  increases.  In  older  patients 
and  patients  receiving  a total  dose  in  excess  of  1 5 Grams,  watch  care- 
fully for  signs  of  ototoxicity. 

Precautions:  If  mycotic  or  bacterial  superinfection  occurs,  discontinue 
kanamycin  and  initiate  appropriate  therapy.  Cumulative  ototoxic  effects 
may  be  produced  by  concurrent  or  consecutive  use  of  other  ototoxic 
drugs.  High  doses  may  cause  irritation  at  injection  sites.  The  drug  should 
not  be  physically  mixed  with  other  antimicrobials. 

Adverse  Reactions:  Severe  irreversible  hearing  loss  may  occur.  Stop 


therapy  if  tinnitus,  subjective  hear- 
ing loss  or  high  frequency  loss  de- 
velop. Signs  of  renal  irritation  may 
appear  (casts,  cells,  proteinuria).  If  renal 
function  is  normal,  such  irritation  is  revers- 
ible and  is  not  necessarily  an  indication  for  stop- 
ping therapy.  Skin  eruptions  have  been  noted 
rarely.  To  avoid  neuromuscular  paralysis  with  respira- 
tory depression,  postpone  intraperitoneal  instillation  in  post- 
operative patients  until  recovery  from  anesthesia  and  muscle  relaxants 
is  complete. 

Dosage  and  Administration:  The  usual  dose  is  7.5  mg./Kg./12  hours 
I.M.  The  average  adult  dose  is  1 Gram  daily  and  should  not  exceed  1 .5 
Gram  even  in  the  heaviest  patients.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response 
occurs  in  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities. 
Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into  the 
upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vials 
after  48  hours. 

Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solu- 
tion in  two  concentrations:  0.5  Gm.  in  2 ml.  1 .0  Gm.  in  3 ml. 

Also  available — Pediatric  Injection  75  mg.  in  2 ml. 

A.H.F.S.  Category  8:12.28 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  1 3201 


BRISTOL 


KANTREX  INJECTION 

(kanamycin  sulfate) 


The  Month 


in  Washington 


| 

it 


The  House  Ways  and  Means  Committee  approved 
legislation  that  would  change  the  Medicare  pro- 
gram to  permit  prepaid  closed-panel  group  practice 
care  and  would  set  ceilings  on  physicians’  fees  under 
Medicare  and  Medicaid. 

The  Committee  did  not  consider  national  health 
insurance  proposals  for  legislative  action  this  year. 

A proposal  for  inclusion  of  chiropractic  under  Medi- 
care was  rejected.  However,  a compromise  provision 
would  direct  the  Health,  Education  and  Welfare  De- 
partment to  conduct  a “very  limited”  study  of  chiro- 
practic under  Medicare,  utilizing  the  experiences  under 
Medicaid.  Chiropractic  now  is  a Medicaid  service  in 
15  states,  being  authorized  for  federal  funds  to  the 
extent  that  it  is  legal  in  the  state.  Representatives  of 
chiropractors  lobbied  intensively  with  committee  mem- 
bers for  the  same  treatment  under  Medicare. 

The  Committee  also  decided  against  inclusion  of 
Social  Security  disabled  beneficiaries  under  Medicare. 
Instead,  the  proposal  was  referred  to  the  Health  In- 
surance Benefits  Advisory  Council  for  further  study. 

The  House  was  expected  to  approve  the  Commit- 
tee’s bill,  which  included  a five  per  cent  increase  in 
cash  Social  Security  benefits,  without  change.  How- 
ever, changes  were  expected  in  the  Senate. 

Provisions  of  the  Committee  bill  of  major  impor- 
tance to  physicians  included: 

— Health  Maintenance  Organization  Option:  Indi- 

viduals eligible  for  both  Part  A and  Part  B Medicare 
coverage  would  be  able  to  choose  to  have  their  care 
provided  by  a health  maintenance  organization  (a  pre 
paid  group  health  or  other  capitation  plan).  The  gov- 
ernment would  pay  for  such  coverage  on  a capitation 
basis  not  to  exceed  95  per  cent  of  the  cost  of  Medicare 
benefits  provided  to  beneficiaries  in  the  area  not  cov- 
ered under  the  health  maintenance  organization. 

— Experiments  and  Projects  in  Prospective  Reim- 
bursement and  Incentives  for  Economy:  The  Secre- 
tary of  HEW  would  be  required  to  develop  experi- 
ments and  demonstration  projects  designed  to  test 
various  methods  of  making  payment  to  providers  of 
services  on  a prospective  basis  under  Medicare,  Medi- 
caid and  maternal  and  child  health.  In  addition,  the 
Secretary  would  be  authorized  to  conduct  experiments 
with  methods  of  payment  or  reimbursement  designed 
to  increase  efficiency  and  economy,  and  with  com- 
munity-wide utilization  review  mechanisms. 

— Limitation  on  Recognition  of  Physician  Fee  In- 
creases: Charges  determined  to  be  reasonable  under 
the  present  criteria  in  Medicare,  Medicaid,  and  Ma- 
ternal and  child  health  law  would  be  limited  by  pro- 


• From  the  Washington  Office  of  thq  American 
Medical  Association. 


viding:  (a)  that  for  fiscal  year  1971  medical  charge 

levels  recognized  as  prevailing  may  not  be  increased 
beyond  the  75th  percentile  of  actual  charges  in  a lo- 
cality during  calendar  year  1969;  (b)  that  for  fiscal 
year  1972  and  thereafter  the  prevailing  charge  levels 
recognized  for  a locality  may  be  increased,  on  the 
average,  only  to  the  extent  justified  by  increases  in 
the  cost  of  production  of  medical  services,  levels  of 
living  and  the  earnings  of  other  professional,  man- 
agerial and  technical  personnel;  and  (c)  that  for  medi- 
cal supplies,  equipment  and  services  that,  in  the  judg- 
ment of  the  Secretary,  generally  do  not  vary  sig- 
nificantly in  quality  from  one  supplier  to  another, 
charges  allowed  as  reasonable  may  not  exceed  the 
lowest  levels  at  which  such  supplies,  equipment  and 
services  are  widely  available  in  a locality. 

— Payments  for  Services  of  Teaching  Physicians: 
Medicare  and  Medicaid  would  not  pay  for  the  services 
of  teaching  physicians  unless  other  patients  who  have 
insurance  or  are  able  to  pay  are  also  charged  for  such 
services  and  the  Medicare  deductibles  and  coinsurance 
amounts  are  regularly  collected.  Medicare  attached 
payment  would  be  authorized  for  services  to  hospital 
patients  by  staff  of  certain  medical  schools  that  now 
furnish  these  services  without  charge  to  the  hospital. 

— Termination  of  Payments  to  Providers  Who  Abuse 
the  Medicare  Program:  The  Secretary  of  HEW  would 
be  given  authority  to  terminate  or  suspend  payment 
for  services  rendered  by  a supplier  of  health  and 
medical  services  found  to  be  guilty  of  program  abuses. 
Program  review  teams  would  be  established  to  fur- 
nish the  Secretary  professional  advice  in  carrying  out 
this  authority. 

— Repeal  of  Medicaid  Provision  Requiring  Expanded 
Programs:  The  requirement  in  present  law  that  States 
have  comprehensive  Medicaid  programs  by  1977  would 
be  repealed. 

— Prohibition  of  Reassignments:  Medicare  and  Medi- 
caid payments  to  anyone  other  than  a patient  or  his 
physician  would  be  prohibited,  unless  the  physician 
is  required  as  a condition  of  his  employment  to  turn 
over  his  fees  to  his  employer  or  unless  there  is  a con- 
tractual arrangement  between  the  physician  and  the 
facility  in  which  the  services  were  provided  under 
which  the  facility  bills  for  all  such  services. 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

Edward  E.  Cale,  M.  D. 
Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D. 
Delano  W.  Bolter,  M.  D. 


STAFF: 

James  P.  King,  M.  D. 

William  D.  Keck,  M.  D. 

Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Card  McGraw,  Ph.  D. 
James  E.  Dublin,  Ph.  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  1 09  E.  Main  Street,  Beckley,  W.  Va. 

525  Bland  St.,  Bluefield,  W.  Va.  Beckley  Mental  Health  Center 

David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 

Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.  D. 


Now!  Unobstructed  vision 
combined  with  brilliant 


Welch  Allyn’s  New 


No.  330  Fiber  Optics  Proctological  Set,  $107.50 


3146775 


FIBER  OPTICS 


Procto-Sigmoidoscopes 


Includes  No.  322  Sigmoidoscope  (19  mm 
x 25  cm),  No.  732  Light  Handle  with 
cord,  No.  733  Transformer  with  6'  i 
No.  302  Inflation  Bulb. 


Other  sets  available  with  15  cm 
proctoscope  or  35  cm  sigmoido- 
scope. 


• Fiber  optics  light  transmission 
eliminates  light  carriers — per- 
mits unobstructed  vision. 

• Stainless  steel  construction 
throughout. 


Brilliant  distal  illumination  is 
shadow-free,  without  color  dis- 
tortion. 

Air-tight,  securely  hinged,  non- 
fogging  window. 


U S.  PATENT  NO 


Light  emanates  from 
optical  fibers  around 
entire  circumference 
of  speculum  at  dis- 
tal end. 


Light  is  transmitted  from  source 
in  handle  through  7,000  glass 
fibers  encased  between  the 
stainless  steel  walls. 


Light  is  transmitted  from  an  external  source  in  the  handle 
through  approximately  7.000  optical  glass  fibers  encased  between 
the  walls  of  the  stainless  steel  speculum.  Feces  cannot  obscure 
illumination.  There  are  no  delicate  or  protruding  light  carriers. 

Obturators  and  specula  are  interchangeable.  The  No.  19  lamp 
can  be  replaced  in  seconds  during  examination  without  with- 
drawing the  speculum.  The  entire  instrument  may  be  cleaned 
with  most  standard  germicidal  solutions  or  by  gas  sterilization. 

Ask  us  to  demonstrate  how  these  new  fiber  optics  procto- 
sigmoidoscopes  simplify  examination  and  treatment. 


Hospital  & Physicians  Supply  Co. 

511  BROOKS  STREET  CHARLESTON.  W.  VA. 


TELEPHONE  344-3554 


Annual  Audit,  1969 

The  annual  audit  of  receipts  and  disbursements  of 
the  West  Virginia  State  Medical  Association  for  the 
calendar  year  1969  has  been  completed  by  the  firm 
of  Fitzhugh,  Erwin,  McKee  and  Hickman,  Certified 
Public  Accountants  of  Charleston.  The  complete  audit, 
with  letter  of  transmittal,  follows: 

FITZHUGH,  ERWIN,  McKEE  & HICKMAN 
Certified  Public  Accountants 
500  Kanawha  Banking  & Trust  Building 
Charleston,  West  Virginia  25301 

West  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

We  have  examined  the  summary  statement  of  cash  receipts 
and  disbursements  of  the  West  Virginia  State  Medical  Asso- 
ciation and  the  statements  of  cash  receipts  and  disbursements 
by  funds  for  the  year  ended  December  31,  1969,  and  the 
statement  of  securities  owned  at  December  31,  1969.  Our 
examination  was  made  in  accordance  with  generally  accepted 
auditing  standards  and  accordingly  included  such  tests  of 
the  accounting  records  and  such  other  auditing  procedures 
as  we  considered  necessary  in  the  circumstances 

In  our  opinion,  the  accompanying  summary  statement  of 
cash  receipts  and  disbursements  and  the  statements  of  cash 
receipts  and  disbursements  by  funds  present  fairly  the  re- 
corded cash  transactions  of  the  West  Virginia  State  Medical 
Association  for  the  year  ended  December  31.  1969.  and 

securities  owned  by  the  Association  at  December  31,  1969. 

FITZHUGH.  ERWIN,  McKEE  & HICKMAN 

Charleston,  W.  Va. 

February  25,  1970 


SUMMARY  STATEMENT  OE  CASH  RECEIPTS  AND 
DISBURSEMENTS  CALENDAR  YEAR  1969 


CASH  IN  BANK— JANUARY  1,  1969  $ 85,366.52 

RECEIPTS 

Dues  $101 ,160.00 

Interest  on  U.  S.  Bonds  487.50 

Collection  commission  on  A.M.A.  dues  839.65 
Advertising  26,349.17 

Emblems  sold  25.00 

Subscriptions  651.25 

Exhibit  space  sold  8,000.00 

Dues  collected  for  A.M.A.  84,070.00 

Interest  on  savings  1,138.86 

Repayments  to  Medical 
Scholarship  Fund  ...  1,700.00 

Contributions  to  Medical 

Scholarship  Fund  500.00 

Contributions — other  500.00 

Refunds  812.53 

Employee  contributions — Employee 

Benefit  Plan  715.24 

Postgraduate  courses  800.00  227,749.20 


31 3 1 1 5 72 

DISBURSEMENTS 

General  Fund  ...  128,315.09 

Medical  Journal  Fund  39,064.99 

Convention  Fund  15,723.37 

Dues  forwarded  to  A.M.A.  84,070.00 

Medical  Scholarship  Fund  13,420.58  280,594.03 


CASH  IN  BANK— DECEMBER  31,  1969  S 32,521.69 

CASH  IN  BANK  ....  1-1-69  12-31-69 


Savings  account  23,694.59  24,833.45 

Checking  account  61,671.93  7,688.24 


$ 85,366.52  $ 32,521.69 


The  accompanying  letter  is  an  integral  part  of  this  state- 
ment. 

GENERAL  FUND 

Statement  of  Cash  Receipts  and  Disbursements 
Calendar  Year  1969 


BALANCE— JANUARY  1,  1969  $ 82,196.08 

RECEIPTS 

Dues  l allocated  to  General  Fund)  $ 85,353.75 

Collection  commission  on  A.M.A.  dues  839.65 

Interest  on  U.  S.  Bonds  312.50 

Contributions  - 500.00 

Refunds — miscellaneous  361.05 

Postgraduate  courses  .....  800.00 


Employee  contribution — Employee 

Benefit  Plan  " 715.24  88,882.19 


171,078.27 

DISBURSEMENTS 

Salaries  32,597.43 

Office  supplies  and  expense  4,928.24 

Office  rent  5,147.00 

Telephone  and  telegraph  2,658.66 

Postage  2,509.34 

Travel  11,162.76 

Mimeographing  411.60 

Expense  of  Council  and 

Committee  meetings  3,694.34 

Legislative  bulletins  and  expense  431.70 

Rural  Health  Conference  805.84 

Payroll  taxes  1,340.63 

Employee  Benefit  Plans  3,755.54 

Dues  and  subscriptions  522.36 

Legal  and  auditing  . 988.38 

Office  equipment  and  furnishings  6,312.65 

Transfer  to  savings  50,000.00 

Miscellaneous  expenses  1,048.62  128,315.09 


BALANCE— DECEMBER  31,  1969  ' $ 42,763.18 


Due  from  Medical  Journal  Fund  28,853.00 

Due  from  Convention  Fund  9,529.53 

Balance  in  General  Fund 
checking  account  4,380.65 


Fund  Balance  $ 42,763.18 


The  accompanying  letter  is  an  integral  part  of  this  state 
ment. 

MEDICAL  JOURNAL  FUND 
Statement  of  Cash  Receipts  and  Disbursements 
Calendar  Year  1969 


BALANCE— JANUARY  1,  1969  (Deficit)  ($21,443.16) 

RECEIPTS 

Dues  (allocated  to  Journal  Fund  I . $ 4,425.75 

Advertising  26,349.17 

Emblems  sold  25.00 

Subscriptions  651.25 

Refunds  and  miscellaneous  203.98  31,655.15 


10,211.99 

DISBURSEMENTS 

Salaries  8.488.29 

Office  supplies  and  expense  792.21 

Postage  1,027.39 

Printing  27,080.80 

Engraving  604.21 

Miscellaneous  1,072.09  39.064.99 


BALANCE— DECEMBER  31,  1969  (Deficit)  ($28,853.00) 


Due  General  Fund  $ 28,853.00 


The  accompanying  letter  is  an  integral  part  of  this  state- 
ment. 

CONVENTION  FUND 

Statement  of  Cash  Receipts  and  Disbursements 
Calendar  Year  1969 


BALANCE— JANUARY  1,  1969  (Deficit)  ($  5,847.16) 

RECEIPTS 

Dues  (allocated  to  Convention  Fund)  $ 3,793.50 
Exhibition  space  sold  8.000.00 

Refunds  247.50  12,041.00 


6.193.84 

DISBURSEMENTS 

Supplies  and  labor  6,945.07 

Expense  of  speaker  6.797.44 

Advance  Convention  Golf 

Tournament  250.00 

Auxiliary  Convention  expense  1,000.00 

Miscellaneous  730.86  15,723.37 


BALANCE— DECEMBER  31,  1969  (Deficit)  ($  9,529.53) 


Due  General  Fund  $ 9,529.53 


AMERICAN  MEDICAL  ASSOCIATION  DUES 
Statement  of  Cash  Receipts  and  Disbursements 


Calendar  Year  1969 

BALANCE— JANUARY  1,  1969  $ -0- 

RECEIPTS 

Dues  collected  for  A.M.A.  84,070.00 
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DISBURSEMENTS 
Dues  forwarded  to  A.M.A. 

BALANCE  DUE  A.M.A.— DECEMBER  31.  1969 


84,070.00 
S -0- 


The  accompanying  letter  is  an  integral  part  of  this  state- 
ment. 

MEDICAL  SCHOLARSHIP  FUND 
Statement  of  Cash  Receipts  and  Disbursements 
Calendar  Year  1969 

BALANCE— JANUARY  1.  1969  $ 30,460.76 

RECEIPTS 

Dues  ( allocated  to  Medical 

Scholarship  Fund)  $ 7,587.00 

Interest  on  U.  S.  Treasury  Bonds  175.00 

Interest  on  savings  account 1,138.86 

Contributions  500.00 

Repayment  of  scholarships  1,700.00 


DISBURSEMENTS 

Contributions  5.000.00 

Travel  and  miscellaneous  expense  420.58 

Scholarship  installment  ....  8,000.00 

BALANCE— DECEMBER  31,  1969 

Balance  in  Savings  Account  24,833.45 

Balance  in  General  Fund 
Checking  Account  3,307.59 


11,100.86 

41,561.62 


Fund  Balance 


S 28.141.04 


ment. 


DECEMBER  31,  1969 


U.  S.  Treasury  2 '.2% 
U.  S.  Treasury  2 Va% 


Serial  Due  Date 

27846F  12-15-67-72  $10,000.00 

70011A  12-15-67-72  1,000.00 


U.  S.  Treasury  2\'i% 

U.  S.  Treasury  2V2%  (Medii 
Scholarship  Fund) 

U.  S.  Treasury  2>/2% 

U.  S.  Treasury  2 V2%  (Medi< 
Scholarship  Fund) 

U.  S.  Treasury  2\'i%  (Medi 
Scholarship  Fund ) 
Series  "J” 

Series  “J" 

Certificate  of  Deposit  5% 
Certificate  of  Deposit  5% 
Certificate  of  Deposit  5% 
Certificate  of  Deposit  5% 
Certificate  of  Deposit  5% 
Certificate  of  Deposit  5% 
Certificate  of  Deposit  5% 


70012B 

1 

12-15-67-72 

1,000.00 

L 

72361 A 

12-15-67-72 

1,000.00 

22646F 

1 

12-15-67-72 

500.00 

1 

6873C 

1 

9-15-67-72 

5.000.00 

1 

18939K 

9-15-67-72 

1,000.00 

Q22297J 

1-  1-68 

25.00 

Q22298J 

1-  1-68 

25.00 

10982 

4-  9-69-74 

5,000.00 

10981 

4-  9-69-74 

5,000.00 

10980 

4-  9-69-74 

5,000.00 

10979 

4-  9-69-74 

5,000.00 

10978 

4-  9-69-74 

10,000.00 

10977 

4-  9-69-74 

10,000.00 

10976 

4-  9-69-74 

10,000.00 

$69,550.00 


COMPARATIVE  SCHEDULE  OF  FUND  BALANCES 
AND  BONDS  AS  OF  DECEMBER  31,  1968  AND  1969 


12-31-68 

12-31-69 

Increase 

(Decrease) 

13.420.58 

FUND  BALANCES 
General  Fund  $ 82,196.08 

$ 42,763.18 

($39,432.90) 

$ 28,141.04 

Medical  Journal  Fund 

(Deficit)  ( 21,443.16) 

( 28.853.00) 

( 7.409.84) 

Convention  Fund 

(Deficit)  ( 5,847.16) 

( 9.529.53) 

( 3,682.37) 

A.M.A.  Dues  - 

— 

— 

Medical  Scholarship 

Fund  30,460.76 

28,141.04 

( 2,319.72) 

85,366.52 

32,521.69 

( 52,844.83) 

this  state- 

U.  S.  Bonds  (at  cost)  18,621.92 

18,621.92 

— 

OF 

Certificates  of  Deposit 
(at  cost  plus  accrued 
interest)  — - 

51,258.83 

51,258.83 

Maturity 

$103,988.44 

$102,402.44 

($  1,586.00) 

The  accompanying  letter  is  an  integral  part  of  this  state- 
ment. 


Con- 

ven- 

ience! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 

V ARCH  LABORATORIES 

L ]\  - 31^  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 

Internal  Medicine: 

John  E.  Lenox,  M.  D. 

Ernest  G.  Guy,  M.  D. 

Young  J.  Song,  M.  D. 

Pediatrics: 

Donald  F.  Manger,  M.  D. 

Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 

Broaddus  Hospital  Resident  Staff: 

Mario  M.  Rosales,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Teodoro  A.  Darvin,  M.  D. 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 
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Obituaries 


ARKIE  BASIL  BOWYER,  M.  D. 

Dr.  A.  B.  Bowyer  of  Charleston  died  on  April  29 
al  the  Veterans  Administration  Hospital  in  Lexington, 
Kentucky,  after  a long  illness.  He  was  66. 

Doctor  Bowyer  was  one  of  the  personal  physicians 
of  the  late  President  John  F.  Kennedy  and  was  a 
former  Surgeon  General  of  the  Veterans  of  Foreign 
Wars.  During  World  War  II,  he  served  as  a Major 
in  the  Medical  Corps  of  the  United  States  Army. 

A native  of  Gilmer  County,  Doctor  Bowyer  practiced 
medicine  in  Glenville  and  Buckhannon  following  his 
graduation  from  the  University  of  Louisville  School 
of  Medicine  in  1930. 

He  was  a former  member  of  the  Kanawha  Medical 
Society,  the  West  Virginia  State  Medical  Association 
and  the  American  Medical  Association. 

Survivors  include  two  daughters,  Mrs.  Bonnie  Cris- 
pin of  Los  Angeles,  and  Mrs.  Eloise  Goodwin  of 
Bloomington,  Indiana;  and  a half-sister,  Mrs.  Sylvia 
Fleming  of  Gainesville,  Florida. 

it  it  it  ‘it 

JOHN  EDWARD  DAVIS,  M.  D. 

Dr.  John  E.  Davis,  74,  of  Welch,  died  on  April  19 
in  a nursing  home  at  Staunton,  Virginia,  following 
a long  illness. 

Doctor  Davis  had  retired  seven  year's  ago  after  more 
than  40  years  of  practice  in  McDowell  County. 

He  was  born  at  Biscce,  Virginia,  and  attended  Ran- 
dolph Macon  College  before  receiving  his  M.  D.  degree 
from  the  University  of  Maryland  School  of  Medicine 
in  1919. 

Doctor  Davis  was  a former  Assistant  Surgeon  for 
the  Norfolk  and  Western  Railway  and  also  served  as 
City  Health  Officer  in  Welch  for  more  than  20  years. 

He  was  a veteran  of  World  War  I and  was  an 
honorary  member  of  the  McDowell  County  Medical 
Society,  the  West  Virginia  State  Medical  Association 
and  the  American  Medical  Association. 

Survivors  include  the  widow;  a son,  Dr.  John  Ed- 
ward Davis,  Jr.,  of  Harrisonburg,  Virginia;  a grandson; 
and  several  brothers  and  sisters. 

'it  it  it  lit 

ROBERT  JOSEPH  FLEMING.  M.  D. 

Dr.  Robert  J.  Fleming  of  Morgantown  died  in  Uni- 
versity Hospital  on  April  28  after  suffering  a heart 
attack  in  his  office.  He  was  51. 

At  the  time  of  his  death,  Doctor  Fleming  was  serv- 
ing as  Chairman  of  the  Program  Committee  that  is 
planning  the  scientific  program  for  the  103rd  Annual 
Meeting  of  the  West  Virginia  State  Medical  Associa- 
tion next  August. 

Doctor  Fleming  was  bom  in  Masontown  and  at- 
tended West  Virginia  University,  where  he  received 
A.B.  and  B.S.  degrees  in  1940  and  1941.  He  received 
his  M.  D.  degree  from  the  University  of  Pennsylvania 
School  of  Medicine  in  1943,  served  an  internship  at 


Ohio  Valley  General  Hospital  in  Wheeling,  and  had 
been  engaged  in  the  general  practice  of  medicine  in 
Morgantown  since  1947. 

During  World  War  II,  he  served  in  the  Medical 
Corps  of  the  United  States  Army. 

Doctor  Fleming  was  a member  of  the  Monongalia 
County  Medical  Society,  the  West  Virginia  State  Medi- 
cal Association,  the  American  Academy  of  General 
Practice  and  the  American  Medical  Association. 

He  leaves  his  mother  and  his  widow,  Dorothy  Rob- 
inson Fleming;  two  daughters,  Mrs.  Richard  F.  Kerr 
of  Morgantown  and  Mrs.  George  F.  Zinn  of  Gaines- 
ville, Florida;  a granddaughter;  a sister,  Mrs.  Lehman 
Leedy  of  Roanoke,  Virginia;  and  a brother,  Charles 
O.  Fleming  of  Midland,  Texas. 

* * * * 

GEORGE  D.  HILL,  M.  D. 

Dr.  George  D.  Hill,  63,  died  at  his  home  at  Camden- 
on-Gauley  on  April  7. 

A native  of  Camden-on-Gauley,  where  he  had  prac- 
ticed medicine  for  37  years,  Doctor  Hill  attended  West 
Virginia  University  and  received  his  medical  degree 
at  the  University  of  Maryland  School  of  Medicine  in 
1930. 

He  was  President  of  the  Central  West  Virginia 
Medical  Society  in  the  early  1950s,  and  he  also  held 
membership  in  the  West  Virginia  State  Medical  Asso- 
ciation and  the  American  Medical  Association. 

He  leaves  his  widow,  Mrs.  Jane  Seabright  Hill;  sons, 
John  of  Vienna,  Virginia,  Bob  of  League  City,  Texas, 
and  Joe  of  Fairborn,  Ohio;  and  seven  grandchildren. 

* A * * 

WILLIAM  P.  SAMMONS,  M.D. 

Dr.  William  P.  Sammons,  82,  of  Wheeling,  died  in 
a hospital  in  that  city  on  April  27. 

A native  of  Rogersville,  Pennsylvania,  he  attended 
West  Virginia  University  and  received  his  M.  D. 
degree  in  1911  from  the  University  of  Pittsburgh 
School  of  Medicine. 

He  interned  at  Mercy  Hospital  in  Pittsburgh  and 
served  a residency  at  New  York  Polyclinic  Hospital. 

He  was  an  honorary  member  of  the  Ohio  County 
Medical  Society,  of  which  he  was  a former  President; 
the  West  Virginia  State  Medical  Association  and  the 
American  Medical  Association.  His  other  profes- 
sional affiliations  included  the  American  College  of 
Surgeons,  the  International  College  of  Surgeons  and 
the  Southeastern  Surgical  Congress. 

Several  cousins  survive. 

+ * * * 

LEONARD  O.  SCHWARTZ,  M.  D. 

Dr.  L.  O.  Schwartz  of  Weirton  died  in  a hospital 
in  Wheeling  on  April  17.  He  was  83. 

A Pennsylvania  native,  Doctor  Schwartz  received 
his  medical  degree  in  1912  from  the  College  of 
Physicians  and  Surgeons  in  Baltimore,  Maryland.  He 
interned  at  Haskins  Hospital  and  had  been  a resident 
of  Weirton  for  the  past  53  years. 

He  was  an  honorary  member  of  the  Hancock  County 
Medical  Society,  the  West  Virginia  State  Medical 
Association  and  the  American  Medical  Association. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY — 

(Pays  your  office  expense  up  to  $1,500  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDONOUGH-CAPERTON-SHEPHERD-GOLDSMITH 

P.  0.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


NOW!  ALL  NEW 
FROM  CLAY-ADAMS- 

ACCU-STAT  Blood- 
Chemistry  System 

A new  direct-reading  filter  photometer  system, 
that  can  be  fully  calibrated,  and  features 
pre-measured  disposable  reagents. 

An  automatic  and  compact  blood-chemistry 
system  that  produces  accurate  and  reproducible 
blood-chemistry  determinations  simply  and 
rapidly. 

A blood-chemistry  system  that  offers  a complete 
systems  approach  to  blood-chemistry 
determinations  and  permanent  patient  records. 

A blood-chemistry  analyzer  that  is  perfect  for 
'stats'  and  whose  micro  capabilities  make  it 
ideal  for  pediatric,  geriatric,  burn  and  intensive 
care  patients. 

BENEFITS: 

Convenience  of  micro  technique 
Option  of  venous  or  capillary  blood 
Completely  calibratable  instrument 
Reagent  package  includes  standards  to  assure 
accuracy  and  precision 
Direct  reading  meter  in  constituent  values 
Test  modules  with  'built-in  memory'  saves 
recalibration  steps 

Simple  test  procedures  easily  learned  by 
personnel 

Instrument  engineered  for  additional  tests  as  they 
become  available 

Complete  patient  sample  identification  system 
Permanent  patient  record  system  provided 
Many  different  tests  can  be  run  interchangeably 
without  recalibration  of  instrument 
Solid  state  electronics 

System  capability  includes  the  following  tests: 

Q Hemoglobin  H True  Glucose  □ Cholesterol 

□ Bilirubin  [J]  Urea  Nitrogen  (BUN)  Q Uric  Acid 

□ Total  Protein  Q Alkaline  Phosphatase 
Q Albumin  □ Creatinine  □ Calcium 

□ SGOT  (Transaminase) 

Your  present  office  assistant  can  do  all  the  above 
tests  without  any  special  training. 

All  Reagent  Kits  contain  all  the  needed  equipment 
which  is  disposable  after  use. 

Write  us  today  for  a demonstration  in  your  office. 

THE  MEDICAL  ARTS  SUPPLY 
COMPANY 

706-16  Fourth  Avenue  Phone:  522-8341 

HUNTINGTON,  WEST  VIRGINIA 


OBITUARIES — ( Continued ) 

Survivors  include  one  daughter,  Mrs.  George  Rafter 
of  Rocky  River,  Ohio;  stepsons,  William  J.  Huff 
and  Herbert  A.  Huff,  both  of  Weirton;  a brother, 
Clemens  Schwartz  of  Pennsylvania;  and  five  grand- 
children. 

it  it  it  it 

ELIAS  B.  THOMPSON,  M.  D. 

Dr.  E.  B.  Thompson  of  Williamson  died  in  a hos- 
pital in  that  city  on  April  1.  He  was  76. 

Bom  at  Lumberton,  North  Carolina,  Doctor  Thomp- 
son received  his  M.  D.  degree  from  Meharry  Medical 
College  in  Nashville,  Tennessee,  in  1925.  He  was  en- 
gaged in  general  practice. 

Among  survivors  are  the  widow,  Mrs.  Ethel  Hutch- 
ins Thompson;  a brother,  the  Rev.  A.  G.  Thompson  of 
Lumberton;  and  two  sisters,  Mrs.  Maggie  Gerald  and 
Mrs.  Linnie  Thompson  of  Lumberton. 


WVU  MEDICAL  CENTER  NEWS— 

( Continued  ) 

Roger  L.  McCauley,  Belington,  WVU  Hospital;  Steven 
A.  Moel,  Huntington,  General  Rose  Memorial  Hospital, 
Denver,  Colorado;  Michael  A.  Morehead,  Parkers- 
burg, Akron  (Ohio)  City  Hospital;  Robert  B.  Noland, 
Ravenswood,  Washington  (Pennsylvania)  Hospital; 
Larry  K.  Pickering,  Wheeling,  St.  Louis  (Missouri) 
Children’s,  Hospital;  James  M.  Previll,  Charleston, 
Akron  (Ohio)  City  Hospital; 

Frederick  S.  Raines,  Charleston,  Washington  (Penn- 
sylvania) Hospital;  Frank  C.  Riggall,  Huntington,  Uni- 
versity of  Miami  (Florida)  Affiliated  Hospitals;  Or- 
lando C.  Snead  III,  Princeton,  Duke  University  Medi- 
cal Center,  Durham,  North  Carolina;  Terrence  R. 
Steiner,  Huntington,  Mayo  Graduate  School  of  Medi- 
cine, Rochester,  Minnesota;  James  M.  Stevenson, 
Ravenswood,  WVU  Hospital;  Lawrence  B.  Thrush,  Jr., 
Clarksburg,  University  Hospitals,  Madison,  Wisconsin; 
John  E.  VanGilder,  Fairmont,  Montefiore  Hospital, 
Pittsburgh;  Kathleen  M.  Vincent,  Wellsburg,  Children’s 
Hospital  of  Akron,  Ohio; 

James  M.  Wade,  Princeton,  USA  Fitzsimmons  Gen- 
eral Hospital,  Denver,  Colorado;  John  B.  Walden,  West 
Hamlin,  Gorgas  Hospital,  Balboa  Heights,  Canal  Zone; 
Joseph  W.  Warren,  Beckley  University  of  Southern 
California  Medical  Center,  Los  Angeles;  Ronald  L. 
Weed,  Jr.,  Huntington,  Grady  Memorial  Hospital,  At- 
lanta, Georgia;  Roland  J.  Weisser,  Jr.,  Charleston, 
WVU  Hospital;  James  J.  Wellman,  Huntington,  Grady 
Memorial  Hospital,  Atlanta,  Georgia;  David  James 
Withersty,  Sharon,  Pennsylvania,  WVU  Hospital; 
Robert  A.  Woolfitt,  Pinch,  and  Sandra  S.  Woolfitt, 
Charleston,  Vanderbilt  University  Hospital,  Nashville, 
Tennessee. 


Change  of  Address 
Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning  any 
change  in  address.  Notices  should  be  mailed 
to  Box  1031,  Charleston,  West  Virginia  25324. 
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MERCER 


County  Societies 


MONONGALIA 

Mr.  Fred  Davis,  West  Virginia  Workmen’s  Compen- 
sation Commissioner,  was  guest  speaker  at  a combined 
meeting  of  the  Monongalia  County  Medical  Society 
and  Morgantown  area  lawyers  and  dentists  in  Mor- 
gantown on  April  7. 

Mr.  Davis  gave  an  interesting  and  informative  talk 
on  “Changes  in  the  Workmen’s  Compensation  Law.” — 
W.  Gene  Klingberg,  M.  D.,  Secretary. 

it  it  it  it 

RALEIGH 

The  regular  monthly  meeting  of  the  Raleigh  County 
Medical  Society  was  held  at  Henry’s  Restaurant 
in  Beckley  on  April  16.  Forty-four  members  were 
present. 

Dr.  Donald  Rasmussen  gave  a talk  on  “Physiologic 
Aspects  of  Pneumoconiosis.” 

The  Society  assigned  two  of  its  members  to  establish 
liaison  with  two  medical  students  at  West  Virginia 
University  from  Raleigh  County.  Members  also  agreed 
to  contribute  $20  toward  a student  publication. — C. 
Richard  Daniel,  M.  D.,  Secretary. 


Dr.  Maynard  P.  Pride  of  Morgantown,  President  of 
the  West  Virginia  State  Medical  Association,  was 
guest  speaker  at  the  regular  monthly  meeting  of  the 
Mercer  County  Medical  Society,  which  was  held  at 
the  Dinner  Bell  Restaurant  in  Princeton  on  April  20. 

In  an  interesting  and  informative  talk,  the  State 
President  discussed  several  matters  of  interest  to 
organized  medicine,  including  the  Medicare  program, 
national  health  insurance,  malpractice  insurance  and 
the  West  Virginia  University  Medical  Center. 

The  Society  went  on  record  approving  mass  vaccina- 
tions against  rubella  in  Mercer  County,  and  a com- 
mittee was  appointed  to  assist  in  the  planning  and  or- 
ganization of  rubella  clinics. — John  J.  Mahood,  M.  D., 
Secretary. 

it  it  it  it 

MARION 

Dr.  G.  Robert  Nugent,  Associate  Professor  of  Neuro- 
surgery at  the  West  Virginia  University  Medical 
Center  in  Morgantown,  was  guest  speaker  at  a 
combined  meeting  of  the  Marion  County  Medical 

Society  and  the  Marion  County  Bar  Association, 

which  was  held  at  the  Fairmont  Hotel  in  Fairmont 
in  March. 

* * * * 

PARKERSBURG  ACADEMY 

Dr.  Jon  P.  Tipton  of  Athens,  Ohio,  presented  a paper 
on  “Pathophysiology  of  Asthma,  Allergic  Bronchitis, 
and  Allergic  Pneumonia”  at  the  March  meeting  of  the 
Parkersburg  Academy  of  Medicine. 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D 
E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 
Obstetrics  and  Gynecology: 
Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D 
Hugh  R.  Holtrop,  M.  D. 
Urology: 

Richard  D.  Gill,  M.  D. 

D.  C.  T rapp,  M.  D. 

Neurological  Surgery: 

Frank  M.  Hudson,  M.  D 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 
Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 

Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Donna  Bryan,  M.  T. 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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Synthroid’ 

(sodium  levothyroxine) 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replace- 
ment therapy  for  diminished  or  absent  thyroid  function  resulting 
from  primary  or  secondary  atrophy  of  the  gland,  congenital  defect, 
surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyroxine)  Tablets  include  myxedema, 
hypothyroidism  without  myxedema,  hypothyroidism  in  pregnancy, 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroid- 
ism, simple  (non-toxic)  goiter,  and  reproductive  disorders  associated 
with  hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injection 
is  indicated  in  myxedematous  coma  and  other  thyroid  dysfunctions 
where  rapid  replacement  of  the  hormone  is  required.  When  a pa- 
tient does  not  respond  to  oral  therapy,  SYNTHROID  (sodium  levo- 
thyroxine) injection  may  be  administered  intravenously  to  avoid  any 
question  of  poor  absorption  by  either  the  oral  or  the  intramuscular 
route. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage 
may  cause  diarrhea  or  cramps,  nervousness,  tremors,  tachycardia, 
vomiting  and  continued  weight  loss.  These  effects  may  begin  after 
four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  appear,  discontinue 
medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In 
patients  with  diabetes  mellitus,  careful  observations  should  be  made 
for  changes  in  insulin  or  other  antidiabetic  drug  dosage  require- 
ments. If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison's  Disease  (chronic  subcortical  insufficiency),  Simmonds's 
Disease  (panhypopituitarism)  or  Cushing's  syndrome  (hyperadren- 
alism),  these  dysfunctions  must  be  corrected  prior  to  and  during 
SYNTHROID  (sodium  levothyroxine)  administration.  The  drug 
should  be  administered  with  caution  to  patients  with  cardiovascular 
disease;  development  of  chest  pains  or  other  aggravations  of  car- 
diovascular disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  effects:  The  effects  of  SYNTHROID  (sodium  levothyroxine) 
therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism:  sweat- 
ing, heart  palpitations  with  or  without  pain,  leg  cramps,  and  weight 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observed. 
Myxedematous  patients  with  heart  disease  have  died  from  abrupt 
increases  in  dosage  of  thyroid  drugs.  Careful  observation  of  the 
patient  during  the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed  by 
a more  gradual  adjustment  upward  will  result  in  a more  accurate 
indication  of  the  patient's  dosage  requirements  without  the  appear- 
ance of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID 
(sodium  levothyroxine)  TABLET  is  equivalent  to  approximately  one 
grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  and  may  be 
increased  by  0.1  mg.  every  30  days  until  proper  metabolic  balance  is 
attained.  Clinical  evaluation  should  be  made  monthly  and  PBI 
measurements  about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema,  starting 
dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05 
mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks. 
The  daily  dose  may  be  further  increased  at  two-month  intervals  by 
0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0.1-1. 0 mg. 
daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3 
mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of  100  and  500.  Injec- 
tion: 500  meg.  lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride 
Injection,  U.S.P.,  as  a diluent. 

SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be  adminis- 
tered intravenously  utilizing  200-400  meg.  of  a solution  containing 
100  meg.  per  ml.  If  significant  improvement  is  not  shown  the  follow- 
ing day,  a repeat  injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove.  Illinois  60053 


Fog  on  the  Embankment.  Two  figures  emerge  into  silhouette  against  a 
haloed  street  lamp.  The  flare  of  a match  reveals  the  profile  of  Sherlock 
Holmes.  As  he  lights  his  calabash,  his  companion  speaks: 


“Is  that  why  there’s  such  a smooth,  predictable  response,  Watson?” 

“Quite!  With  agent  T„,  SYNTHROID,  the  chances  of  a precipitous 
rise  in  metabolic  rate  are  lessened.” 


j “By  Jove,  Holmes,  that  amazing  intuition  of  yours  has  proved  right 
again.  What  we’re  looking  for  is  a single  entity.  I thought  we  were 
dealing  with  several  others— even  twins.  But  now— I’d  say  we’ve 
: uncovered  a double  agent.” 
i “Tell  me  more,  Watson,  and  be  quick  about  it!” 

(Watson  withdraws  a folded  paper  from  inside  his  greatcoat,  and 
reads  aloud  from  it): 

“The  key  to  the  whole  cypher  is  SYNTHROID  (sodium  levothy- 
roxine)”. . . 

“Shhh!  Watson,  not  so  loud!  You’ll  alert  our  quarry.” 

(Watson  continues):  “A  single  entity  that  serves  two  functions.” 

“A  master  stroke,  Watson.” 

“Follow  along,  Holmes.  In  the  neighborhood  of  95%  of  the  circulat- 
ing thyroid  hormone  is  levothyroxine— T„  as  you  call  it.  T4  is  bound 
to  thyroxine-binding  proteins  in  the  serum.  It  becomes  available  only 
gradually  to  tissue  cells— as  free  thyroxine.” 


“But  how  does  ‘free’  thyroxine  fit  into  the  picture?” 

“Well,  Holmes,  you  might  call  it  the  tissue  thyroid  hormone— because 
‘free’  thyroxine  (that  is,  thyroxine  not  bound  to  protein)  is  active  at 
the  tissue  level.  It  is  gradually  released  from  thyroxine-binding  pro- 
teins. Each  daily  dose  of  SYNTHROID  is  mostly  bound  to  thyroid- 
binding proteins,  and  slowly  released  as  ‘free’  thyroxine— the  form  in 
which  it  is  metabolically  active.” 

“Magnificent,  Watson!  So  protein-bound  thyroxine  is  the  major  form 
of  circulating  thyroid  hormone,  and  it  is  released  as  ‘free’  thyroxine. 
And  that’s  why  SYNTHROID  is  able  to  simulate  the  normal  process 
so  artfully.  Q.E.D.” 

“Not  so  fast.  Holmes.  SYNTHROID  works  for  the  physician , too. 
Because  its  dosage  is  more  precisely  controllable,  and  because  re- 
sponse is  so  smooth  and  predictable,  the  doctor  gets  fewer  phone  calls 
in  the  wee  hours  from  agitated  patients.  Both  parties  get  more  sleep!” 

“Comforting,  my  dear  doctor,  to  know  that  SYNTHROID,  the 
‘single  agent,’  cleverly  does  the  job  of  two.” 


Syntfiroid  (sodium  levothyroxine) 


Woman’s  Auxiliary 

to  the 

WEST  VIRGINIA  STATE  MEDICAL 
ASSOCIATION 

President:  Mrs.  Joe  N.  Jarrett,  Oak  Hill 
President  Elect:  Mrs.  Robert  J.  Tchou,  Williamson 
Vice  President:  Mrs.  M.  Bruce  Martin,  Huntington 
Eastern  Regional  Director:  Mrs.  Herbert  Stei.lino,  Romney 
Northern  Regional  Director:  Mrs.  Myer  Bogarad,  Weirton 
Western  Regional  Director:  Mrs.  Harold  Van  Hoose,  Man 
Southern  Regional  Director:  Mrs.  Robert  G.  Shirey,  Lewisburg 
Treasurer:  Mrs.  William  T.  Lawson,  Fairmont 
Recording  Secretary:  Mrs.  Harvey  Martin, 

White  Sulphur  Springs 

Corresponding  Secretary:  Mrs.  B.  F.  Puckett,  Oak  Hill 
Parliamentarian:  Mrs.  A.  J.  Villani,  Welch 


AUXILIARY  SPRING  BOARD  MEETING 
AT  MONT  CHATEAU  LODGE 

The  Annual  Spring  Board  Meeting  of  the  Woman's 
Auxiliary  to  the  West  Virginia  State  Medical  Associa- 
tion was  held  at  Mont  Chateau  Lodge  in  Morgantown, 
April  7-8. 

Mrs.  Joe  N.  Jarrett  of  Oak  Hill,  President  of  the 
Auxiliary,  presided  at  the  business  session  on  Tuesday 
afternoon,  April  7. 

Mrs.  George  Curry  and  Mrs.  Clark  K.  Sleeth,  both 
of  Morgantown  and  both  Past  Presidents  of  the  State 
Auxiliary,  are  co-chairmen  for  the  Auxiliary’s  con- 
vention, which  will  be  held  in  conjunction  with  the 


Annual  Meeting  of  the  West  Virginia  State  Medical 
Association  at  The  Greenbrier,  August  20-22. 

Mrs.  Curry  and  Mrs.  Sleeth  gave  a progress  report 
on  convention  plans,  and  chairmen  of  standing  com- 
mittees also  gave  reports. 

Mr.  Roy  E.  Gerard,  Director  of  the  Kennedy  Youth 
Center  in  Morgantown,  was  the  speaker  for  the  dinner 
meeting  Tuesday  night.  He  explained  the  operation 
of  the  new  federal  facility. 

Mrs.  Robert  J.  Tchou  of  Williamson,  President  Elect 
of  the  State  Auxiliary,  served  as  Moderator  for  a 
panel  on  “Recruitment  for  Health  Careers”  on  Wed- 
nesday morning,  April  8. 

★ -k  -k  it 

HARRISON 

New  officers  were  installed  at  the  regular  monthly 
meeting  of  the  Woman’s  Auxiliary  to  the  Harrison 
County  Medical  Society,  which  was  held  at  The 
Stonewall  Jackson  Hotel  in  Clarksburg  on  May  7. 

Mrs.  C.  R.  Davisson  of  Weston,  a Past  Member  of 
the  State  Executive  Board,  presided  at  the  installation. 
New  officers  are:  Mrs.  Karl  A.  Dillinger,  President: 
Mrs.  Robert  D.  Hess,  President  Elect;  Mrs.  Mehmet 
V.  Kalaycioglu,  Vice  President;  Mrs.  Ernst  A.  Burk- 
hard,  Treasurer;  and  Mrs.  William  N.  Walker,  Jr.,  Sec- 
retary. 

Mrs.  Robert  D.  Hess,  Historian,  presented  the  pro- 
gram. She  traced  the  history  of  the  Auxiliary  from 
its  beginning  in  1929. — Mrs.  William  N.  Walker,  Jr., 
Publicity  Chairman. 


BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND 

STREET 

BLUEFIELD,  W.  VA. 

SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 
R,  S.  GATHERUM,  JR.,  M.  D. 

OBSTETRICS  & GYNECOLOGY 

E.  W.  McCAULEY,  M.  D. 
CHARLES  S.  FLYNN,  M.  D 
FREDERICK  T.  EDMUNDS.  M.  D 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS.  M.  D. 

Orthopedic: 

R.  R.  RAUB,  M.  D. 

INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 
KARL  E.  WEIER.  M.  D 
H.  F.  WARDEN,  JR.,  M.  D 
C.  D.  PRUETT.  M.  D 
R.  O.  ROGERS.  JR.,  M.  D. 

Neurosurgery: 

E.  L.  GAGE.  M.  D. 

WM.  F.  HILLIER.  M.  D 
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Book  Reviews 


DAVISON’S  COMPLEAT  PEDIATRICIAN— Edited  by  Jay 

M.  Arena,  Durham,  North  Carolina.  Lea  and  Febiger, 

Philadelphia.  1969.  Pp.  792.  Price  $19.50. 

Now  in  its  ninth  edition  edition,  Davison’s  Compleat 
Pediatrician  has  been  extensively  revised  and  ex- 
panded since  its  original  publication.  The  size  is  now 
such  that  it  serves  as  a desk  reference  rather  than  a 
book  which  can  be  easily  carried  in  a pocket  or 
medical  bag. 

Symptoms,  symptom  complexes  and  disease  entities 
are  dealt  with  concisely  emphasizing  differential  diag- 
nosis. Treatment  is  outlined,  in  some  instances,  in 
generalities  and  at  times  in  detail. 

The  section  on  growth  and  development  is  excellent 
with  many  valuable  charts  for  those  of  us  who  have 
trouble  remembering  such  things  as  head  circumfer- 
ence at  various  ages  and  the  time  of  development  of 
ossification  centers. 

Since  Doctor  Arena  is  Director  of  the  Duke  Poison 
Control  Center,  it  comes  as  no  surprise  to  find  a superb 
section  on  poisoning  which  is  printed  on  blue  paper 
for  rapid  reference. 

The  tabulation  of  drug  dosages  and  their  adverse 
effects  is  excellent. 


The  information  presented  is  generally  up  to  date 
and  this  text  should  serve  as  a handy  reference  for 
the  physician  concerned  with  the  care  of  children.  For 
the  medical  student  or  house  officer,  the  discussion  of 
symptoms  should  help  to  direct  their  thoughts  diag- 
nostically. 

Discretion  was  not  always  used  in  determining  space 
allotment  to  various  disease  entities  in  terms  of  their 
relative  frequency  of  occurrence  or  importance  to 
pediatrics.  The  section  on  childhood  tumors  lacks 
specificity  and  some  discussion  of  acute  leukemia  and 
Wilm’s  tumor  seems  in  order,  the  former  because  of  its 
frequency  and  the  latter  since  the  cure  rate  in  recent 
years  has  been  significantly  increased.  To  conserve 
space,  the  paragraph  devoted  to  multiple  myeloma 
could  be  omitted,  pediatrically. 

Apart  from  the  reviewer’s  obvious  predjudice  to 
some  areas,  Doctor  Arena  has  done  an  excellent  job 
with  this  revision  of  a long  standing  favorite  pediatric 
reference  book,  and  it  should  be  useful  to  many  prac- 
titioners and  students  devoted  to  the  care  of  children. 
— Barbara  Jones,  M.  D. 


Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the 
insignia  of  the  West  Virginia  State  Medical 
Association,  is  kept  on  hand  at  all  times  at 
the  headquarters  offices  in  Charleston.  The 
price  of  each  emblem  is  $5.00  postpaid. 


The  Harding  Hospital 

A fully  Accredited  Private  Psychiatric  Hospital 

WORTHINGTON 

OHIO 

For  the  Diagnosis  and  Treatment  of  Psychiatric  Disorders 

and  with 

Limited  Facilities  for  the  Aging 

GEORGE  T.  HARDING,  M.  D.  D.  L.  HANSON 

Medical  Director  Administrator 

Phone:  Columbus  614-885-5381 
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CLASSIFIED 

AVAILABLE — Medical  office,  3,5C0  square  feet  and 
fully  equipped  and  furnished.  Air-conditioned  and 
wall  to  wall  carpeting.  Complete  x-ray  and  laboratory 
furnished.  Contact  W.  Paul  Bradford,  1201  Fifth  Street, 
Moundsville,  W.  Va.  Phone:  (304)  845-1350  or  845-40C8. 


FOR  RENT — Office  space  directly  in  front  of  the 
emergency  room  at  Herbert  J.  Thomas  Memorial  Hos- 
pital, 428  Division  Street,  South  Charleston  25309. 
1,200  square  feet.  Contact  Dr.  James  E.  Boggs  (Phone: 
346-5737)  or  Dr.  Ralph  J.  Holloway  (Phone:  768-7368). 


WANTED  IMMEDIATELY — General  practitioner  for 
a modern  40-bed  well -equipped  hospital.  Income 
limited  only  by  desire  and  ability.  Write  or  call 
Administrator,  Hampshire  Memorial  Hospital,  Rom- 
ney, W.  Va.  26757.  Phone  (304)  822-3514. 


WANTED — Credit  man  for  small  hospital  clinic 
group.  Must  have  practical  knowledge  of  all  third 
party  provider  services  and  possess  ability  to  person- 
ally inform  and  negotiate  with  patients.  Salary  will 
depend  on  qualifications.  Write  MDW,  The  West  Vir- 
ginia Medical  Journal,  Box  1031,  Charleston,  W.  Va. 
25324. 


AVAILABLE — General  surgeon  who  will  complete 
residency  training  at  a West  Virginia  hospital  on  July 
1,  1970.  Licensed  in  West  Virginia.  Prefer  urban  area 
with  hospital  facilities.  Contact  Ramon  Portales,  M.  D., 
1427  Sweetbrier  Road,  Charleston,  W.  Va.  25314.  Tele- 
phone (304)  346-2416. 


WANTED — General  practitioner  or  internist  to  join 
established  partnership  general  practice.  Local  hos- 
pital, population  3,000,  county  seat  with  drawing  area 
of  27,000.  Twenty-five  miles  from  University  Medical 
Center.  Drs.  Davis  & Gainer,  410  East  Main  Street, 
Kingwood,  W.  Va.  26537.  Phone  (304)  329-0780  collect. 


FOR  SALE — Well-established  practice  of  internal 
medicine.  Fully  equipped  office  with  complete  x-ray 
and  Laboratory.  If  interested  in  equipment  only, 
please  write  for  detailed  description.  Gerald  J.  Eder, 
M D.,  1422  Morris  Court,  Huntington,  West  Virginia 
25701.  Phone  (304)  529-4421. 


AVAILABLE — Board  Eligible  Psychiatrist.  Broad 
experience  in  community  psychiatry,  alcoholism,  ado- 
lescent psychotherapy,  with  teaching  experience.  Ec- 
clectric.  Native  o f the  Philippines,  with  ECFMG 
Certificate.  Married,  31  years  old  and  currently  staff 
psychiatrist.  Available  July  1970.  Contact:  James  M. 
Campbell,  M.  D.,  271  King  Street,  Port  Chester,  New 
York  10573. 


AVAILABLE — Board  eligible  pediatrician,  Filipino, 
with  ECFMG  Certificate.  University  trained  and  some 
research  experience.  At  present,  a Fellow  in  Neona- 
tology. Available  June  1970.  Write  J.  J.  Ventosa,  Jr., 
M.  D.,  Jersey  City  Medical  Center,  Baldwin  Avenue, 
Jersey  City,  New  Jersey  07304. 

WANTED — Physician  wanted  to  staff  emergency 
room  in  a new  hospital  in  Princeton.  Progressive  and 
growing  community  with  many  recreational  facilities  in 
the  area.  Contact  the  Administrator,  Princeton  Mem- 
orial Hospital,  1332  Mercer  Street,  Princeton,  W.  Va. 
24740. 


WANTED — GP  for  Northern  West  Virginia  town  of 
8,000.  Good  schools,  recreational  facilities  and  shop- 
ping. Fifteen-minute  drive  from  hospital.  Excellent 
practice  opportunity.  Contact  Mr.  Claud  C.  Kendall, 
12  Jefferson  Street,  Mannington,  W.  Va.  Telephone: 
986-1242. 
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PHYSICIAN  WANTED  — An  experienced  general 
practitioner  to  add  to  and  work  with  an  established 
salaried  group  in  metropolitan  area.  This  provides 
regular  hours  and  minimal  night  work.  Contact  Charles 
E.  Staats,  M.  D„  123  West  Washington  Street,  Charles- 
ton, W.  Va.  25302. 


AVAILABLE) — Physician  seeking  full  or  part-time 
employment  in  clinic,  hospital  or  as  associate  in 
practice.  Licensed  in  West  Virginia.  Contact  EWF, 
The  West  Virginia  Medical  Journal,  Box  1031,  Charles- 
ton, West  Virginia. 


PHYSICIANS  WANTED — Due  to  death  and  retire- 
ment, general  practitioners  and  all  varieties  of  spe- 
cialists are  needed  in  Clarksburg  area.  Financial  help 
provided.  Contact  Dr.  Herman  Fischer,  Recruitment 
Committee  Chairman,  224  W.  Olive  Street,  Bridgeport, 
W.  Va.  26330. 

WANTED — General  practitioner  for  Cameron,  West 
Virginia.  Population  1,700,  urban  and  rural  practice. 
Net  income  $5,000  per  month.  Quiet,  picturesque  town, 
20  miles  from  both  Wheeling  and  Moundsville.  Pos- 
sibility of  clinic  being  built  through  Sears-Roebuck 
Foundation.  R.N.  and  LP.N.  available.  Excellent  pros- 
pects. Contact  Harry  Harpold,  Bank  Building,  Cameron, 
West  Virginia. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County)  West 
Virginia,  situated  to  serve  the  communities  of  Short 
Gap,  Springfield  and  Green  Spring.  Excellent  oppor- 
tunity for  an  ambitious  physician.  For  information  on 
possible  assistance  in  establishing  office  facilities,  con- 
tact Doctor  Committee,  Fort  Ashby  Lions  Club,  Fort 
Ashby,  W.  Va.  26719. 


OB-GYN  RESIDENCY — Approved  three-year  pro- 
gram. Position  available  for  first  year.  A program 
designed  to  prepare  for  complicated  obstetrics  and 
general  gynecologic  surgery.  Abundant  indigent  ex- 
perience. Active  education  programs  in  the  other 
departments.  Contact  Director  of  Medical  Education, 
Memorial  Hospital,  3200  Noyes  Avenue,  Charleston, 
W.  Va.  25304. 


RESIDENCIES  AVAILABLE  — Resident  positions 
available  in  the  following:  First  and  second  year  posi- 
tions of  a fully  accredited  four-year  general  surgery 
residency.  One  position  available  in  the  first  year  and 
one  available  in  the  second.  Phone  or  write  to  the 
Director  of  Medical  Education,  Memorial  Hospital, 
Charleston,  W.  Va.  25304. 


WANTED — Two  general  practitioners  and  a pediatri- 
cian to  locate  in  a rapidly  growing  and  extremely 
progressive  community;  excellent  recreational  facilities; 
within  driving  distance  of  the  larger  metropolitan 
areas;  modern  45-bed  general  hospital,  fully  equipped 
and  staffed;  qualified  general  surgeon  in  residence. 
Write  HRL,  The  West  Virginia  Medical  Journal.  P.  O. 
Box  1031,  Charleston,  W.  Va.  25324. 

WANTED — Internist  urgently  needed  in  a growing 
northeastern  West  Virginia  community;  drawing  area 
is  approximately  23,000;  modem  hospital  with  excellent 
facilities;  office  space  available;  guaranteed  annual  in- 
come; centrally  located  for  vast  recreational  facilities. 
Write  RLH,  The  West  Virginia  Medical  Journal,  P.  O. 
Box  1031,  Charleston,  W.  Va.  25324. 


FOR  SALE  — Physician’s  house,  including  office 
equipment.  Established  practice  with  an  easy  yearly 
income  of  $15,000  to  $20,000.  If  interested  call  658-4471 
or  write  Dr.  N.  F.  Sabbagh,  Ansted,  W.  Va.  25812. 
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The  Role  of  Angiography  in  Renal  Diseases 

I \ama  Paik  Berk,  M.  D.,  and  Robert  J.  Marshall,  M.  D. 


The  Authors 

* Robert  J.  Marshall,  M.  D.,  Professor  of  Medi- 
cine, West  Virginia  University  Medical  Center, 
Morgantown. 

• Xama  Paik  Beck,  M.  D.,  formerly  Fellow  in 
Cardiology,  West  Virginia  University  Medical 
Center;  currently,  instructor  in  Medicine 
(Nephrology),  University  of  Pittsburgh  School 
of  Medicine,  Pittsburgh. 


,TtHE  Seldinger  technique,  and  its  subsequent 
modifications,  for  percutaneous  transfemoral 
catheterization  of  the  aorta1  have  facilitated 
angiographic  diagnosis  of  many  diseases  of  the 
kidneys  and  renal  vessels.  Since  the  West  Vir- 
ginia University  Hospital  opened,  in  1960,  over 
200  angiographic  studies  of  the  kidneys  and 
renal  vessels  have  been  made.  In  many  cases, 
the  studies  were  undertaken  as  part  of  the  in- 
vestigation of  systemic  arterial  hypertension, 
which  sometimes  is  due  to  obstructive  lesions  of 
one  or  more  renal  arteries.  This  important  ap- 
plication will  not  be  discussed  in  this  paper, 
which  is  concerned  with  the  use  of  angiography 
in  diseases  of  the  kidney  proper. 

Methods 

The  technical  details  of  the  procedures  are 
tailored  to  the  needs  of  the  individual  patient. 
Usually,  abdominal  aortography  is  performed 
first;  this  is  followed  by  selective  catheterization 
of  one  or  more  renal  arteries. 

A Seldinger  needle  is  inserted  into  a femoral 
artery  under  local  anesthesia  with  two  per  cent 
Xvlocaine.  Following  insertion  of  a plastic-coated 
coiled-spring  guide  wire,  the  needle  is  replaced 
with  a straight  radiopaque  Kifa  catheter.  The 
catheter  tip  is  placed  in  the  desired  position 
under  fluoroscopic  control,  and  a test  injection 
of  five  ml.  50  per  cent  Hypaque  (or  other  suit- 
able contrast  medium)  is  made  by  hand  to  en- 
sure that  the  tip  is  free  in  the  lumen.  Then  30 
ml.  75  per  cent  Hypaque  (for  an  average  size 
adult)  is  injected  under  pressure,  and  serial  films 
are  taken  in  the  anteroposterior  plane  by  a rapid 
x-ray  film  changer.  Our  customary  filming  se- 
ouence  is  four  films  per  second  for  three  seconds, 
followed  by  one  and  five-tenths  films  per  second 
for  four  to  six  seconds. 

Aortography  is  useful  for  the  following  rea- 
sons: ( 1 ) It  displays  all  major  vessels,  including 


the  celiac  axis,  the  mesenteric  arteries,  the  renal 
arteries,  and  their  various  branches  and,  by 
demonstrating  the  sites  of  origin  of  the  renal 
arteries,  it  facilitates  subsequent  selective  cath- 
eterization. (2)  When  accessory  renal  arteries 
are  present,  as  they  are  in  30  per  cent  of  all 
patients,  they  can  be  identified  and  subsequently 
catheterized.  (3)  Unsuspected  lesions  sometimes 
are  detected  in  the  contralateral  kidney. 


Figure  1-A.  Abdominal  aortography.  All  branches  of  the 
aorta  are  shown,  including  the  splenic  (Sp),  common  hepatic 
(CH),  left  renal  (LR),  two  right  renal  (RR),  and  branches 
of  the  mesenteric  arteries.  Note  that  the  vascular  details  in 
the  left  kidney  are  obscured  by  the  splenic  artery  and  the 
mesenteric  circulation  (MC). 
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Aortography  alone  has  the  disadvantage  that 
overlapping  shadows  from  other  vessels  an:l 
organs  may  obscure  details  of  the  renal  circula- 
tion (Figure  1-A).  Therefore,  selective  renal 
arteriography  is  performed  next.  A catheter  with 
a suitably  curved  distal  end  is  selected  and  is 
inserted  over  the  guide  wire  following  with- 
drawal of  the  straight  aortography  catheter.  Its 
tip  is  engaged  in  the  ostium  of  the  appropriate 
renal  artery,  six  to  eight  ml.  50  per  cent  Hypaque 
is  injected  by  hand,  and  films  are  taken  in  rapid 
sequence  (Figure  1-B).  When  an  indication  is 
present,  further  catheters  are  inserted  for  studies 
of  other  renal  arteries.  The  anteroposterior  plane 
is  generally  satisfactory  for  these  films,  but 
oblique  views  also  can  be  obtained. 

Selective  opacification  of  the  renal  veins  (renal 
phlebography)  also  has  a role  in  the  evaluation 
of  some  kidney  diseases.  For  this  procedure,  a 
radiopaque  catheter  with  a pre-formed  curved 
tip  is  passed  percutaneously  via  the  femoral  vein 
to  the  inferior  vena  cava;  its  tip  then  enters  the 
renal  vein. 

Because  of  the  high  rate  of  blood  flow  through 
the  kidneys,  peripheral  ( intra-renal ) branches 
of  the  renal  veins  often  are  not  opacified  during 
selective  phlebography  (Figure  2-A).  The  rate 
of  blood  flow  through  the  kidney,  however,  can 


Figure  1-B.  Selective  injection  into  the  left  renal  artery 
of  the  same  patient.  The  branches  of  the  renal  artery  are 
smooth,  and  taper  and  subdivide  in  a normal  manner. 


be  considerably  reduced  for  a brief  period  by 
injection  of  5-25  i“g.  epinephrine  into  the  renal 
artery.  When  phlebography  is  performed  during 
this  phase,  detailed  pictures  may  be  obtained 
of  the  venous  tributaries  (Figure  2-B). 

Intra-arterial  injection  of  epinephrine-  also 
may  be  used  to  help  distinguish  normal  vessels 
(which  constrict  briskly)  from  the  vessels  of 


Figure  2-A.  Selective  left  renal  phlebogram.  The  tip  of 
the  venous  catheter  (VC)  is  in  the  ostium  of  the  left  renal 
vein  (RV).  Note  that  the  intra-renal  branches  do  not  opacify. 
Two  tributaries,  the  inferior  adrenal  (IAV)  and  ovarian 
(OV)  veins  are  opacified,  as  is  a portion  of  the  inferior  vena 
cava  (IVC).  An  arterial  catheter  (AC)  is  also  seen;  its  tip 
is  in  the  left  renal  artery  (concealed  behind  the  opacified 
vein). 


Figure  2-B.  Selective  right  renal  phlebography.  Intra- 
renal  branches  of  the  vein  are  shown.  The  right  renal  vein 
is  considerably  shorter  than  the  left  vein,  which  aids  in  its 
opacification. 
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malignant  tumors  (which  do  not  constrict).  Ap- 
plications of  this  technique  will  be  discussed 
later. 

Results 

Normal  Vascular  Patterns.— Most  commonly, 
the  renal  artery  divides  into  two  main  branches, 
and  these  in  turn  form  between  four  and  eight 
segmental  arteries3  (Figure  1-B).  The  segmental 
arteries  subdivide  into  interlobar  arteries  which 
are  connected  to  each  other  at  the  bases  of  the 
medullary  pyramids  by  the  arcuate  arteries.  In 
the  cortex,  numerous  small  interlobular  arteries 
run  at  right  angles  to  the  surface.  Normal  arteries 
have  gentle  curves,  narrow  angles  at  their  bifur- 
cations, and  no  tortuosity  or  irregularity  of 
caliber. 

The  “nephrographie"  phase  occurs  three  to  six 
seconds  after  the  injection.  The  opaque  medium 
is  now  dispersed  throughout  the  small  vessels 
and  renal  tubules.  The  cortex  is  more  opaque 
than  the  medullary  pyramids,  and  there  is  a 
clear-cut  boundary  between  cortex  and  medulla. 
This  phase  permits  accurate  measurement  of  the 
relative  lengths  of  the  two  kidneys. 

M aximal  opacity  of  the  renal  veins  is  attained 
five  to  eight  seconds  after  the  injection.  How- 
ever, the  veins  often  are  not  clearly  outlined  be- 
cause of  dilution  of  the  contrast  medium.  For 
adequate  study  of  the  veins,  selective  phlebo- 
graphy is  necessary  (Figure  2). 

Anatomical  Variations.— Agenesis  of  a kidney 
is  not  infrequent.  This  diagnosis  may  be  sus- 
pected when  there  is  no  excretion  of  contrast 
medium  on  one  side  in  an  intravenous  pyelo- 
gram.  Since  there  may  be  important  surgical 
implications,  confirmation  by  aortography  is  de- 
sirable (Figure  3). 


Figure  3.  Congenital  absence  of  right  kidney.  Note  the 
absence  of  any  right  sided  renal  artery.  There  are  two  left 
sided  renal  arteries,  and  the  left  kidney  shows  compensatory 
hypertrophy  (arrow-heads). 


Fetal  lobulation  in  varying  degree  often  per- 
sists into  adult  life.  When  the  lobules  are  prom- 
inent they  may  distort  the  outline  of  the  kidney 
in  flat  x-ray  plates  of  the  abdomen.  Since  the 
vascular  pattern  within  fetal  lobules  is  similar 
to  that  of  unlobulated  kidneys,  selective  arterio- 
graphy permits  distinction  from  tumors  or  cysts. 

Lack  of  opacity  of  a portion  of  the  kidney 
during  selective  arteriography  is  most  commonly 
explained  by  an  aberrant  blood  supply.  Figure 
4-A  shows  filling  of  approximately  two-thirds  of 
a right  kidney  from  the  main  renal  artery.  The 
lower  pole  does  not  fill,  because  it  is  supplied 
by  an  accessory  artery  which  was  subsequently 
catheterized  and  filled.  Figure  4-A  also  shows  the 
blood  supply  to  the  right  suprarenal  gland, 
which  receives  the  inferior  suprarenal  artery  and 
a branch  of  an  inferior  phrenic  artery7.  The 
area  of  lucency  in  the  triangle  bounded  by  the 
twelfth  rib,  the  upper  margin  of  opacified  renal 
tissue,  and  the  inferior  suprarenal  artery  is  due 
to  a renal  cyst. 


Figure  4-A.  Selective  right  sided  renal  arteriography.  The 
lower  pole  of  the  kidney  is  not  opacified  because  it  is  sup- 
plied by  a separate  artery  (Figure  4-B).  The  small  arrow- 
heads indicate  the  inferior  suprarenal  artery  (IS)  and  the 
inferior  phrenic  artery  (IP);  the  latter  gives  branches  to 
the  suprarenal  gland,  which  is  indicated  by  the  large  arrow- 
heads. The  translucent  area  between  the  opacified  upper 
portion  of  the  kidney  and  the  suprarenal  gland  is  the  site 
of  a benign  renal  cyst  (confirmed  by  aortography). 
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Figure  4-B.  The  same  patient  as  in  Figure  4-A.  An  ac- 
cessory artery  supplies  the  lower  pole  of  the  right  kidney. 


Parenchymal  Diseases.— In  chronic  inflamma- 
tory diseases  such  as  glomerulonephritis  and 
pyelonephritis,  the  vessels  become  more  irregu- 
lar and  tortuous.4  This  is  well  seen  in  the  lower 
pole  of  the  kidney  in  Figure  5-B  (late  arterial  and 
early  nephrographic  phase),  the  small  vessels 
having  a superficial  resemblance  to  tumor  ves- 
sels. In  the  later  nephrographic  phase  of  chronic 
inflammatory  disease,  shinkage  of  the  cortex 
usually  is  apparent. 

Cysts.— Angiography  is  useful  in  differentiating 
between  benign  cysts  and  tumors.’’  Cvsts  are 
avascular,  have  smooth  sharp  margins,  and  dis- 
place intra-renal  vessels.  When  they  bulge  from 
the  cortex,  a thinned  spur  of  normal  cortex  is 
seen;*1  the  outer  wall  of  the  cyst  is  so  thin  that 
it  is  usually  invisible.  Central  cysts  are  round 
and  distort  the  calyceal  and  pelvic  contours 
(Figure  6).  Care  must  be  taken  not  to  confuse 
colonic  gas  shadows  with  cysts. 

Malignant  tumors  sometimes  undergo  necrosis 
and  liquefaction  with  the  formation  of  a pseu- 
docyst. Such  pseudocysts,  however,  have  thick 


Figure  5.  Late  arteriographic  (a)  and  early  nephrographic  (b)  phases  in  patient  with  chronic  glomerulonephritis.  Note 
the  irregular  and  tortuous  small  vessels  at  the  lower  pole  of  the  kidney  in  (b). 
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Figure  6.  A centrally  located  benign  renal  cyst;  outline 
indicated  by  arrow-heads. 


and  irregular  walls  in  which  tumor  circulation 
may  still  be  seen. 

Tumors. ^Hypernephromas  are  highly  vascu- 
lar. The  tumor  vessels  are  bizarre,  being  ar- 
ranged haphazardly  with  irregular  tapering.7 
As  was  mentioned  earlier,  they  do  not  constrict 
following  the  intra-arterial  injection  of  epine- 
phrine, while  normal  vessels  do.2  This  use  of 
epinephrine  therefore  facilitates  diagnosis,  par- 
ticularly when  the  tumors  are  small.  Figure  7- A 
shows  the  normal  circulation  to  the  upper  two- 
thirds  of  a left  kidney,  and  the  abnormal  cir- 
culation to  a hypernephroma  occupying  the 
lower  pole.  In  Figure  7-B,  the  circulation  to  the 
normal  portion  of  the  kidney  has  been  sup- 
pressed and  the  tumor  circulation  is  more  clearly 
seen. 

Abnormal  tumor  circulation  also  is  shown  in 
Figure  8,  from  the  late  arterial  phase  of  a selec- 
tive renal  arteriogram.  The  hypernephroma  is 
very  large,  and  compresses  normal  renal  tissue, 
the  circulation  to  which  has  been  suppressed  by 


Figure  7.  Selective  renal  arteriography  in  patient  with  hypernephroma  occupying  the  lower  pole  of  the  left  kidney, 
a:  arteriography  not  preceded  by  injection  of  epinephrine,  b:  arteriography  preceded  by  injection  of  epinephrine,  to  con- 
strict normal  vessels. 
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epinephrine.  The  abdominal  mass  in  this  pa- 
tient had  been  previously  diagnosed  as  an  en- 
larged spleen. 

Selective  splenic  arteriography  can  he  em- 
ployed also  to  distinguish  between  splenic  and 
renal  masses  (Figure  9). 

Comment 

This  paper  has  drawn  attention  to  the  value 
of  selective  angiography  in  the  investigation  of 
renal  abnormalities.  The  procedure  supplements 
rather  than  replaces  other  diagnostic  tests  such 
as  intravenous  pyelography,  retrograde  pyelo- 
graphy and  radioisotope  surface  scanning. 

The  techniques  are  relatively  simple  to  learn. 
With  proper  care,  complications  are  few.  Since 
intravenous  pyelograms  normally  will  have  been 
obtained  previously,  reactions  to  the  contrast 
media  should  not  be  encountered.  In  elderly 
patients,  tortuosity  of  the  iliac  arteries  some- 
times renders  retrograde  catheterization  difficult 
or  impossible,  and  retrograde  brachial  arterial 
catheterization  may  be  necessary.  The  artery 


Figure  8.  Selective  left  renal  arteriography,  following  in- 
jection of  epinephrine.  Note  the  abnormal  vessels  in  a very 
large  hypernephroma.  Renal  tissue  is  compressed,  and  its 
circulation  has  been  suppressed  by  prior  injection  of  epine- 
phrine. Opacification  of  the  distorted  renal  pelvis  (RP)  is 
the  result  of  a previous  injection  of  contrast  medium. 


should  be  firmly  compressed  for  10  to  15  minutes 
after  removal  of  the  catheter,  particularly  if  the 
test  has  been  prolonged  or  if  there  is  diastolic 
hypertension  or  an  unusually  wide  pulse  pres- 
sure, in  order  to  minimize  hematoma  formation. 

Selective  renal  arteriography  is  valuable  also 
in  the  investigation  of  patients  suspected  to  have 
hypertension  secondary  to  renal  arterial  disease 
or  tumors  of  the  suprarenal  gland.  These  appli- 
cations, however,  are  outside  the  scope  of  this 
paper. 
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Special  Article 


Curricular  Changes  at  West  Virginia  University 

School  of  Medicine 


Roland  Schmidt,  M.  D. 


ta  ecent  curricular  changes  at  the  School  of 
Medicine  in  Morgantown  will  interest  many 
physicians  in  the  State.  Programs  for  the  first 
three  years  would  seem  familiar  to  any  M.D.  The 
program  for  the  fourth  year  has  been  significantly 
altered. 

Eighty  per  cent  of  the  rising  fourth-year  class 
will  spend  some  time  away  from  Morgantown. 
Seventy  per  cent  will  be  spending  that  time  in 
community  hospitals  in  West  Virginia. 

First  and  Second  Years 

Minor  changes  have  been  made  in  the  curricula 
for  the  first  and  second  year.  The  principal 
courses  continue  to  be  the  basic  medical  sciences: 
gross  and  microscopic  anatomy,  physiology,  bio- 
chemistry, neurobiology,  pathology,  microbiology 
and  pharmacology.  Instruction  is  also  given  in 
community  medicine,  psychiatry,  genetics,  human 
growth  and  development,  and  history  of  medi- 
cine. An  effort  is  made,  beginning  in  the  first 
year,  accelerating  during  the  second  year,  to 
provide  solid  preparation  in  history-taking  and 
physical  diagnosis. 

In  line  with  policies  adopted  by  many  medical 
schools,  contact  hours  in  classroom  and  labora- 
tory have  been  reduced.  More  time  is  available 
for  eleotive  courses  and  for  personal  study.  For 
their  electives,  first  and  second-year  students 
usually  want  to  do  something  relating  to  patients. 
This  seems  to  be  true  in  all  schools  which  offer 
such  electives.  Less  frequently  the  student  has 
to  do  remedial  work,  undertakes  a research  pro- 
ject, fits  in  the  sociology  course  he  needed  for  his 
bachelor’s  degree,  or  studies  voice  at  the  Creative 
Arts  Center  (the  elective  time  comes  to  only 
three  credit  hours  or  equivalent  per  semester). 

Third  Year 

The  third  year  is  a traditional  year,  devoted  to 
major  clinical  clerkships,  all  of  which  are  com- 
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pleted  within  that  year.  Time  allotments  are  as 
follows: 


Medicine 

12  weeks 

Surgery 

12  weeks 

Pediatrics 

8 weeks 

OB-Gyn 

6 weeks 

Psychiatry 

6 weeks 

Neurology 

2 weeks 

Fourth  Year 

With  the  basic  clinical  clerkships  behind  him, 
the  student  under  the  new  fourth  year  program 
is  free  to  pursue  (or  develop,  or  even  grope  for) 
his  personal  choice  of  medical  career. 

Choice  of  Track 

As  a start  in  planning  his  fourth  year,  the 
student  is  asked  to  pick  one  of  three  “tracks.” 
This  helps  to  ensure  his  receiving  appropriate 
advice. 

(1)  He  may  select  a general  or  family  prac- 
tice track.  In  that  event,  his  official  advisors  are 
faculty  members  with  experience  in  general 
practice. 

( Consultation  with  faculty  members  other  than 
the  official  advisors  is  encouraged.  It  is  easily 
obtained.  Indeed,  it  is  unavoidable.  However, 
each  student’s  program  for  the  year  must  finally 
be  approved  and  signed  by  his  official  advisor). 

( 2 ) If  the  student  picks  a specialty  track,  his 
official  advisor  is  the  Medical  School  chairman 
of  the  department  in  the  specialty  selected  ( This 
does  not  mean  the  student  must  spend  all  of  his 
time  in  that  specialty.  For  a student  anticipating 
a career  in  OB,  his  OB-Gyn  advisor  might  ap- 
prove a program  calling  for  the  entire  fourth  year 
to  be  spent  on  medicine,  surgery,  pediatrics  and 
psychiatry ) . 
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(3)  An  occasional  student  will  choose  a re- 
search track.  He  may  devote  most  of  the  year 
to  research  in  a basic  science  or  clinical  area  of 
medicine.  A special  set  of  advisors  has  been 
selected  for  students  choosing  the  research  track. 

Apportionment  of  Time 

The  fourth  year  is  divided  into  12  four-week 
blocks.  Six  must  be  spent  at  the  Medical  Center. 
Two  are  vacation.  If  a student  chooses  a medical 
experience  for  his  vacation,  he  can  achieve  six 
medical  blocks,  half  the  senior  year,  away  from 
Morgantown. 

Extramural  Opportunities 

Initial  selective  opportunities  in  West  Virginia 
were  developed  through  the  cooperative  efforts 
of  members  of  the  Joint  Council  on  Teaching 
Hospitals.  Problems  were  resolved  and  uniform 
policies  adopted  regarding  stipend,  malpractice 
coverage,  board  and  room,  and  coverage  in  event 
of  illness.  Most  hospitals  were  able  to  make 
special  arrangements  to  accommodate  families  in 
the  case  of  married  students. 

Final  responsibility  for  any  program  rests  with 
the  corresponding  department  chairman  at  the 
Medical  Center  in  Morgantown.  One  or  more 
selectives  have  been  approved  at  each  of  the  12 
Joint  Council  hospitals  which  felt  they  could  par- 
ticipate from  the  outset  (for  the  first  year,  be- 
ginning June  8,  1970,  students  chose  32  separate 
selectives  at  nine  of  these  hospitals). 

In  arranging  an  out-of-state  selective,  the  stu- 
dent must  choose  a university  or  university-affili- 
ated hospital. 

What  Was  Selected  for  1970-1971? 

Choices  made  by  the  fourth-year  students  for 
1970-1971  are  shown  in  Table  1.  These  are 
shown  in  numbers  of  four-week  time  blocks 
selected. 

Predictably,  internal  medicine  and  surgery 
were  the  most  popular  areas.  Much  time  will  be 
spent  on  sub-specialty  rotations  as  well  as  on  the 
general  services. 

Four  hundred  eighty-three  four- week  blocks 
will  be  spent  at  WVU.  Two  hundred  and  eight 
(30  per  cent  of  the  total  time)  will  be  spent 
away.  However,  of  65  fourth-year  students,  53 
(81.5  per  cent  of  the  class)  will  spend  some  time 
away.  Forty-six  (70.8  per  cent)  will  spend  all 
their  “away”  time  at  community  hospitals  in  West 
Virginia. 

Discussion 

The  selective  fourth  year  at  West  Virginia  Uni- 
versity School  of  Medicine  fits  the  pattern  of 
recent  curricular  change  over  the  country.  The 
basic  medical  curriculum  tends  to  be  completed 


in  three  years.  The  fourth  year  becomes  a year 
of  personal  exploration,  similar  to  the  internship, 
but  permitting  greater  flexibility  and  variety 
than  the  traditional  internship  year  (Many  feel 
the  internship  will  soon  vanish.  Some  specialty 
boards  are  already  accepting  graduates  into  resi- 
dency training  without  a year  of  internship). 

Unique  to  West  Virginia  will  be  the  extent  ol 
involvement  of  community  hospitals  and  physi- 
cians outside  the  Medical  Center  in  training 
fourth- year  students  and  opening  up  the  range 
of  their  experience.  The  students  are  looking  en- 
thusiastically to  the  unprecedented  opportunities 
now  offered  them. 

Summary 

(1)  Minor  changes  have  been  made  in  the 
first  and  second-year  curricula  at  West  Virginia 
University  School  of  Medicine.  Time  has  been 
freed  for  electives  and  for  personal  study. 

(2)  The  third  year  is  devoted  to  the  major 
clinical  clerkships. 

(3)  The  fourth  year  has  become  entirely 
selective.  With  supervision  and  advice,  the  stu- 
dent is  permitted  great  flexibility  and  variety  in 
the  program  he  devises.  He  can  begin  seriously 
to  look  for  his  place  in  medicine. 

(4)  Students  may  choose  from  a wide  variety 
of  options  available  at  the  Medical  Center  and  at 
community  hospitals  in  West  Virginia.  They  may 
spend  a portion  of  their  year  at  other  university 
or  university-affiliated  hospitals.  No  medical 
school  in  the  country  offers  a broader  range  of 
opportunity  to  its  fourth  year  students. 

Table  1 

SELECTIVE  CHOICES  FOR  1970-1971 
Four-Week  Time  Blocks 

248  Medicine 
175  Surgery 
64  Pediatrics 
55  Emergency  Room 
45  Radiology 
39  OB-Gyn 
22  Pathology 
16  Neurology 
10  Psychiatry 

5 Extramural,  Unlisted  (Vacation) 

4 Intramural,  Unlisted  (Vacation) 

4 Makeup  from  Med  III  (Vacation) 

3 Family  Practice 

1 Makeup  from  Med  III  (Not  Vacation ) 

691  blocks 

483  WVU 
208  AWAY 

156  In-State 

52  Out-of-State  ( University  or  University 
Affiliated ) 

Of  65  Medical  IV7  students,  53  (81.5  per  cent)  are 
spending  some  time  away.  46  (70.8  per  cent)  are 
spending  all  their  “away”  time  in  West  Virginia. 
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Studies  in  Nutrition  in  a Rural  County, 
Especially  in  Relation  to  Food  Habits, 
Visual  Acuity  and  Nutritional  Status 

Charles  Y.  Moser , M.  I).,  M.  P.  H. 


T7ROM  time  to  time  in  the  United  States,  it 
seems  there  has  been  a need  to  ascertain 
the  nutritional  status  of  our  people.  In  1947, 
a nutrition  demonstration  program1  was  begun 
by  the  Public  Health  Service  on  a nationwide 
basis,  employing  four  field  units  to  evaluate 
nutritional  status.  At  the  present  time,  a Na- 
tional Nutrition  Survey2  is  being  undertaken  to 
assess  the  nutritional  status  of  the  population  of 
the  United  States  in  the  lower  income  areas, 
financially  supported  by  federal  funds,  and  in 
cooperation  with  health  departments,  medical 
schools  and  the  medical  profession. 

Some  state  and  county  medical  societies  have 
seen  the  need  to  promote  a nutrition  education 
program  for  physicians.  The  Philadelphia 
County  Medical  Society  and  the  Pennsylvania 
State  Medical  Society,3  for  about  five  years, 
conducted  such  a program  in  an  effort  to  bridge 
the  gap  between  newer  knowledge  derived  from 
nutritional  research  on  the  one  hand,  and  its 
clinical  application  at  the  grass  roots  by  prac- 
ticing physicians  on  the  other. 

It  is  intended  that  the  presentation  of  this 
paper  be  simple,  and  that  the  purpose  be  only 
to  show  the  residts  of  studies  in  children’s  diets, 
and  results  of  clinical  appraisals  and  evaluations 
of  children,  including  visual  acuity. 

Findings  suggest  a relation  between  good  eat- 
ing habits,  normal  visual  acuity  and  apparent 
good  nutritional  status  on  the  one  hand,  and 
poor  eating  habits,  below  normal  visual  acuity' 
and  physical  signs  of  malnutrition  on  the  other. 
It  is  hoped  that  the  reader  will  not  interpret 
these  studies  as  attempts  at  trying  to  prove  some- 
thing, namely,  “that  malnutrition  causes  sub- 
normal visual  acuity  or  that  poor  food  habits 
cause  malnutrition,  subnormal  vision,  or  any 
other  group  of  combinations.” 

Nutrition  studies  in  Preston  County,  West 
Virginia,  have  been  carried  on  in  the  past  by 
the  Preston  County'  Department  of  Health,  and 
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included  a countywide  diet  survey  among  school 
children  (elementary)  and  clinical  appraisal  and 
evaluation  among  school  and  pre-school  children. 
These  studies  involved  lower  socio-economic 
groups  as  well  as  cross  section  socio-economic 
levels. 

In  1948,  with  the  cooperation  of  the  Bureau  of 
Nutrition  of  the  State  Department  of  Health, 
and  the  services  of  its  Director,  Rachel  Ferguson, 
the  health  officer  of  Preston  County  undertook 
a countywide  dietary  survey  among  children  in 
12  one-room  schools,  involving  151  children 
(first  through  eighth  grades).  Parents  of  the 
children  gave  their  consent  (90  per  cent)  and 
with  good  teacher  cooperation,  specially  pre- 
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pared  food  habit  dietary  record  forms  were 
given  to  the  children  who  took  them  home.  As- 
sisted by  their  parents,  all  foods  eaten  were 
tabulated  on  the  diet  sheets  for  a period  of  one 
week  and  returned  to  the  teacher,  who  then 
sent  them  to  the  County  Health  Department. 
Here  they  were  scored  and  graded  by  the  health 
officer.  Results  as  seen  by  Figure  3 indicate  9.2 
per  cent  had  good  ratings,  23.8  per  cent  had 
fair  ratings,  and  66.8  per  cent  had  poor  ratings. 

Criteria  for  Evaluating  Food  Habits 

The  criteria  for  evaluating  a child’s  food  habits 
as  good,  fair  or  poor  were  based  on  the  foods 
he  ate  daily  among  the  “basic  seven  food 
groups,”  employing  a scoring  system.  Children 
who  ate  from  only  three  or  four  of  these  food 
groups  daily  were  classified  as  having  poor  food 
habits,  those  eating  from  about  five  groups  were 
scored  fair,  and  those  who  ate  foods  from  all 
seven  groups  and  had  a satisfactory  score  were 
graded  good. 

In  the  fiscal  year  1947-48,  the  Preston  County 
Health  Department  conducted  a program  of 
medical  appraisal  and  dietary  histories  at  ran- 
dom among  15  elementary  schools,  examining 
704  children  in  the  first  grades.  Of  this  number, 
587  were  found  to  have  apparently  normal  visual 
acuity  (Snellen),  and  117  had  visual  acuity  less 
than  20/20  (Figure  5). 

Among  the  children  in  the  normal  vision  group 
(587),  the  number  of  those  having  normal  nu- 
tritional status  was  found  to  be  425  or  72.4  per 
cent;  also,  the  number  of  those  showing  evidence 
of  nutritional  deficiency  was  found  to  be  162 
or  27.5  per  cent  (Figure  6). 


NORMAL  VISIONS  587 
DEFECTIVE  VISIONS  1 17 


Among  the  children  in  the  defective  vision 
group  (117),  the  number  showing  signs  of  mal- 
nutrition was  69  or  58.9  per  cent  (Figure  7), 
or  over  twice  as  many  as  in  the  normal  vision 
group. 

Once  again  referring  to  the  normal  vision 
group  (587),  the  number  of  children  giving 
histories  of  gross  dietary  errors  ( poor  food 
habits)  was  found  to  be  343  or  58.4  per  cent 
(Figure  8).  Then  proceeding  with  the  defec- 
tive vision  group  again  (117),  we  find  that  the 
number  of  children  having  poor  food  habits  was 
95  or  81.1  per  cent  (Figure  9),  which  is  con- 
siderably higher  than  in  the  normal  vision  group. 


NORMAL  V SION  GROUP-587 

FIGURE  i 


V". 


NORMAL  NUTRITI0N42S(737 
NUTRITIONAL  i>EFECT!VE-K2{277 


Figure  6 


SAEFECTIVE  VISION  GROUP-117 

FIGURE  7 
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Based  on  these  findings  among  these  704  chil- 
dren who  were  seen  in  this  particular  project, 
the  results  indicate  that  of  the  children  having 
visual  acuity  of  less  than  20/20,  approximately 
two-thirds  were  also  affected  with  physical  signs 
of  malnutrition  and  gave  histories  of  gross  di- 
etary errors  (59  per  cent  and  81  per  cent  re- 
spectively). Conversely,  the  normal  vision  group 
shows  a much  smaller  number  of  children  hav- 
ing evidence  of  malnutrition  and  faulty  diets, 
or  27  per  cent  and  58  per  cent  respectively. 

As  these  studies  indicate,  no  laboratory  work 
was  performed;  therefore,  the  criteria  for  de- 
fining “malnutrition"  or  “nutritional  deficiency" 
become  more  difficult  in  this  particular  instance. 
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Figure  9 


Perhaps  one  should  define  here  the  criteria  for 
“possible  malnutrition”  or  “possible  nutritional 
deficiency”  instead,  realizing  that  no  one  of  these 
physical  findings  or  signs  is  absolute  proof  that 
a particular  deficiency  state  exists.  One  would 
think,  however,  that  when  a child  is  found  to 
have  more  than  one  of  these  findings  plus  a his- 
tory of  poor  eating  habits,  there  could  exist  a 
condition  of  probable  malnutrition.  Physicians 
working  with  children  are  familiar  with  the 
many  physical  signs  of  malnutrition,  and  it 
would  be  time-consuming  and  unnecessary  to 
enumerate  them  all  here. 

During  1968  and  1969,  341  visual  acuity  tests 
(Snellen)  and  medical  appraisals  were  con- 
ducted among  Head  Start  children  (pre-school). 
One  hundred  seventy-three  (50.7  per  cent)  were 
found  to  have  visual  acuity  of  less  than  20/20. 
In  this  defective  vision  group,  64  (37.0  per  cent) 
showed  evidence  of  malnutrition,  and  100  ( 57.8 
per  cent)  gave  histories  of  poor  food  habits. 
The  normal  vision  group  of  168  children  showed 
42  with  signs  of  malnutrition  or  25.0  per  cent, 
and  85  or  50.5  per  cent  gave  histories  of  poor 
food  habits.  This  normal  vision  group  shows  an 
apparent  appreciably  lower  percentage  of  mal- 
nutrition signs  and  poor  food  habits  than  the 
defective  vision  group,  and  shows  a parallelism 
to  the  findings  of  the  1947-48  project. 

It  is  believed  at  the  present  time  that  the 
majority  of  patients  do  not  exhibit  the  classic 
signs  of  a deficiency  disease.4  Some  of  the 
physical  findings,  indicating  possible  nutritional 
deficiencies  were  noted  among  these  rural  chil- 
dren (all  groups),  such  as  chest  and  head 
rickets,  folliculosis  arms  and  trunk,  interdental 
gingivitis,  slow  dentition,  cheilosis,  tongue  le- 
sions, low  subcutaneous  fat,  significant  small 
stature  and  underweight,  cardiac  murmurs  of 
probable  anemic  origin,  and  other  skin  lesions, 
such  as  scaling  blepharitis,  xerosis  and  seborrhea 
with  desquamation. 

Discussion 

The  one-room  schools  dietary  assessment  pro- 
ject disclosed  that  there  undoubtedly  was  a seri- 
ous food  habit  problem  among  school  children 
in  this  rural  area,  which  could  lead  to  prolonged 
malnutrition  and  affect  their  learning  ability  and 
behavior.2 

Regarding  the  1947-48  project,  the  physical 
findings  of  probable  malnutrition,  the  presence 
of  many  visual  deficiencies,  together  with  large 
numbers  of  children  with  gross  dietary  errors, 
pointed  to  the  possibility  of  a correlation  between 
these  three  factors,  the  findings  indicating  that 
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two-thirds  of  these  children  showing  poor  visual 
acuity  also  exhibited  signs  of  malnutrition  and 
had  gross  food  habit  errors. 

In  comparing  the  physical  findings  of  the  1947- 
48  group  with  the  1968  and  1969  Head  Start 
groups,  the  trends  apparently  are  similar  in  that 
there  appears  to  be  appreciably  more  signs  of 
malnutrition  among  the  children  in  the  defec- 
tive vision  groups  than  among  those  in  the 
normal  vision  groups.  Regarding  food  habits, 
the  trends  run  similarily  in  that  the  children 
in  the  defective  \-ision  groups  of  the  two  projects 
show  appreciably  higher  percentages  of  poor 
food  habits  than  do  those  children  exhibit  in 
the  normal  vision  groups.  One  would  be  in- 
clined to  think  that  poor  food  habits  plus  poor 
nutritional  status  in  a child,  more  often  than 
not,  lead  to  visual  acuity  deficiency  or  is  con- 
current with  it. 

Health  problems  of  this  nature  seem  to  be 
very  complex  in  that  apparently  no  good  an- 
swers have  been  forthcoming,  nor  have  sub- 
stantial beneficial  results  occurred  in  trying  to 


cope  with  them.  Health  education  of  these  peo- 
ple, in  one  phase  or  another,  sounds  good  but, 
so  far,  results  have  been  disappointing.  Motiva- 
tion, one  way  or  another,  has  to  be  done.  Just 
telling  these  people  once  or  twice  about  health- 
ful living  will  not  suffice;  someone  has  to  “live" 
with  them— to  show  them  the  way— to  attempt 
to  gain  their  confidence  and  respect. 

Summary 

Collected  data  and  diagrams  are  presented 
and  discussed  on  the  subjects  of  dietary  survey, 
nutritional  status,  visual  acuity  and  food  habits 
among  school  children  in  a rural  county  during 
the  years  1947-48  and  1968-69. 
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To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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Atrial  Fibrillation  With  Aberrant 
Ventricular  Conduction 

Edward  K.  Chung,  M.  D. 


When  the  ventricular  rate  is  rapid  in  supra- 
ventricular tachyarrhythmias,  particularly 
in  atrial  fibrillation,  the  QRS  complex  has  a vary- 
ing configuration  because  of  aberrant  ventricular 
conduction  of  varying  degrees.  When  the  aber- 
rant ventricular  conduction  is  marked,  it  may 
resemble  isolated  or  coupled  ventricular  prema- 
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Figure  1 


tiire  beats  or  even  ventricular  tachycardia.  In 
tins  paper,  a case  of  atrial  fibrillation  with  rapid 
ventricular  response  associated  with  acute  con- 
gestive heart  failure  will  be  presented  and  the 
subject  will  be  briefly  discussed. 

Electrocardiographic  Analysis 
Figure  1 shows  atrial  fibrillation  with  ex- 
tremely rapid  ventricular  response  (rate  : 130- 
220  beats/min).  Some  of  the  QRS  complexes 
show  bizarre  configuration  due  to  aberrant  ven- 
tricular conduction  (marked  X).  It  should  be 
noted  that  the  contour  of  the  QRS  complex  dur- 
ing aberrant  ventricular  conduction  shows  right 


bundle  branch  block  pattern.  In  addition,  the 
R-R  intervals  during  extremely  rapid  ventricular 
rate  appear  to  be  regular  because  the  A-V  junc- 
tional tissue  receives  the  maximum  atrial  im- 
pulses. 

Discussion 

Aberrant  ventricular  conduction  is  prone  to 
develop  when  the  ventricular  rate  is  extremely 
rapid  because  the  rapidly  transmitting  atrial  im- 
pulses find  the  ventricles  in  the  relative  refrac- 
tory state.  The  degree  of  the  ventricular  aberra- 
tion is  extremely  marked  when  the  ventricular 
rates  approach  250  beats  per  minute  (Figure  1). 
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In  addition,  the  aberration  is  more  pronounced  in 
ventricular  complexes  following  a longer  R-R 
interval  just  before  the  appearance  of  a short 
R-R  interval.  In  other  words  the  R-R  interval 
immediately  preceding  a bout  of  rapid  ventric- 
ular rhythm  with  aberrant  ventricular  conduc- 
tion in  atrial  fibrillation  is  often  long  (Figure  1). 
This  occurs  because  the  variability  of  the  refrac- 
tory period  in  the  ventricles  depends  upon  the 
irregularity  of  the  cyclic  length.  It  can  be  said 
that  the  longer  the  ventricular  pause  ( R-R  in- 
terval). the  longer  the  refractory  period  follow- 
ing it;  the  shorter  the  pause,  the  shorter  the 
refractory  period.  Because  of  this,  of  two  atrial 
impulses  conducted  to  the  ventricles  at  an  iden- 
tical critically  short  time  interval  after  the  pre- 
ceding beat,  one  may  be  conducted  in  a normal 
fashion  following  the  short  preceding  R-R  in- 
terval, whereas  the  other  beat  may  show  aberrant 
ventricular  conduction  following  the  preceding 
long  R-R  interval  (Figure  1).  This  phenomenon 
is  analogous  to  the  finding  seen  in  atrial  pre- 
mature contraction  which  is  prone  to  have  ven- 
tricular aberration  when  the  R-R  interval  pre- 
ceding the  coupling  interval  is  long. 


The  configuration  of  the  QRS  complex  with 
aberrant  ventricular  conduction  almost  always 
shows  right  bundle  branch  block  pattern.  This 
occurs  because  the  right  bundle  branch  is  more 
susceptible  to  a sudden  variation  of  conductivity 
than  the  left  bundle  branch. 

Aberrant  ventricular  conduction  may  be  fol- 
lowed by  a long  pause  in  atrial  fibrillation,  but 
it  is  more  common  to  observe  no  significant 
pause  ( Figure  1 ).  In  contrast  to  this,  paroxysmal 
tachycardia,  either  atrial,  A-V  nodal  or  ventric- 
ular, is  almost  always  followed  by  a long  pause 
because  of  the  “post-drive  inhibition  pheno- 
menon.” 

It  should  be  noted  that  the  QRS  complex  in 
atrial  fibrillation  may  be  wide  because  of  pre- 
existing or  rate-dependent  left  or  right  bundle 
branch  block,  or  anomalous  conduction  because 
of  Wolff-Parkinson- White  syndrome. 

Summary 

A case  of  atrial  fibrillation  with  aberrant  ven- 
tricular conduction  due  to  extremely  rapid  ven- 
tricular rate  is  presented.  The  importance  of 
the  diagnostic  criteria  of  the  aberrant  ventric- 
ular conduction  is  emphasized. 
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Papillomas  of  the  Gallbladder 

^TpHE  diagnosis  of  papillomas  of  the  gallbladder 
-*■  was  made  12  times  in  a period  of  12  years 
at  the  Laird  Memorial  Hospital,  averaging  once 
every  year. 

Of  the  eight  cases  that  have  been  operated  on, 
six  cases  were  found  to  have  papillomas  after 
surgery.  A seventh  case  turned  out  to  be  a cho- 
lesterol calculus  embedded  in  the  mucosa  of  the 
gallbladder  while  an  eighth  case  proved  to  be 
carcinoma  of  the  gallbladder.  The  other  cases 
have  refused  surgery  so  far. 

We  are  not  going  to  discuss  the  technique  of 
radiography  of  the  gallbladder;  suffice  it  to  say 
that  excellent  films  are  mandatory. 

A review  of  our  six  proved  cases  of  papillomas 
of  the  gallbladder  brings  out  some  interesting 
observations: 

( 1 ) While  papillomas  of  the  gallbladder  have 
usually  been  reported  as  about  5.0  mm.  in  aver- 
age size,  our  average  size  is  4.0  mm.  While  others 
report  that  the  papillomas  mostly  occur  two  or 
three  in  number,  ours  are  usually  single. 

(2)  While  others  have  reported  papillomas 
in  asymptomatic  patients,  all  of  our  six  cases 
have  symptoms  suggestive  of  gallbladder  disease. 

(3)  All  of  our  cases  showed  excellent  gall- 
bladder function,  even  in  the  case  of  carcinoma 
of  the  gallbladder.  Most  of  our  cases  do  not  have 
calculi  in  association  with  the  papillomas. 

(4)  Most  of  our  patients  are  women  close  to 
50  years  of  age.  The  one  male,  29  years  of  age, 
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had  the  largest  papilloma  (7.0  mm.)  in  the  en- 
tire series. 

The  diagnosis  of  papillomas  of  the  gallblad- 
der should  be  based  on  the  following  points: 

(1)  Papillomas  are  always  situated  close  to 
the  wall  of  the  gallbladder  and  remain  in  the 
same  relative  position  regardless  of  the  patients' 
positions  or  of  contraction  of  the  gallbladder. 

(2)  A floating  calculus  will  change  in  position 
and  never  can  be  seen  close  to  one  of  the  walls 
of  the  gallbladder. 


3. 

Figure  3 


Manuscript  Information 

Manuscripts  to  be  presented  for  publication  in  The  West  Virginia 
Medical  Journal  should  be  typewritten,  triple-spaced,  on  one  side  only 
of  firm  (not  onion  skin  or  flimsy),  standard  letter  sized  (8V2  by  11  in.) 
white  paper.  Wide  margins  (at  least  IV4  in.  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title  page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  and  his  degrees.  Pages 
should  be  numbered  consecutively,  the  page  number  being  shown  in 
the  right  upper  corner  along  with  the  surname  of  the  author. 

Authors  are  requested  to  submit  a carbon  copy  with  the  original 
or  retain  same  in  the  event  the  manuscript  is  lost  in  transmittal. 

Illustrations  should  be  numbered  and  their  approximate  loca- 
tions shown  in  the  text.  Each  should  be  identified  by  placing  on  its 
back  the  author’s  name,  its  number  and  an  indication  of  its  “top.” 
Drawings  and  charts  intended  for  cuts  should  be  done  in  black  (India) 
ink  on  pure  white.  Photographs  should  be  on  glossy  paper  and  mini- 
mum of  about  5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it.  The  author  will  bear  the 
cost  of  all  over  two  one-column  halftone  cuts. 

All  scientific  material  apearing  in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts  should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal,  Box  1031,  Charleston,  W.  Va.  25324. 
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Youth  may  have  the  edge  in  glamour.  But  BUTISOL 
Sodium  (sodium  butabarbital)  has  the  solid  qualities 
you  would  expect  of  an  anti-anxiety  agent  whose 
capabilities  are  thoroughly  established: 


It's  predictable. 

Inexpensive. 

Remarkably  well  tolerated. 

And  it  does  its  job— smoothly  and  promptly. 


No  wonder  BUTISOL  Sodium  has  remained,  year 
after  year,  among  the  1 00  most  frequently  prescribed 
medications.  Its  relaxing  sedative  effect  is  often 
all  that's  needed:  to  help  the  usually  well-adjusted 
patient  cope  with  temporary  stress ...  or  to 
relieve  the  anxiety  associated  with  hypertension. 


coronary  disorders,  premenstrual  tension,  surgical 
procedures,  functional  Gl  disorders,  and  the  strains 
of  aging. 

Perhaps  this  is  why  so  many  physicians  have 
maintained  BUTISOL  Sodium  as  a consistent  favorite. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates. 
Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may  react  with 
marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose 
levels,  skin  rashes,  "hangover"  and  systemic  disturbances 
are  seldom  seen. 

Warning .-  May  be  habit  forming. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg.  t.i. 
or  q.i.d.  For  hypnosis,  50  mg.  to  1 00  mg. 

Available  as.-  Tablets,  15  mg.,  30  mg.,  50  mg.,  100  mg.; 

Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 

Buticaps®  [Capsules  BUTISOL  Sodium  (sodium  butabarbital)] 

15  mg.,  30  mg.,  50  mg.,  100  mg. 


Butisol  SODIUM" 

(SODIUM  BUTABARBITAL) 

THE  f^THAT  SAYS  "RELAX" 
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McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 


OUR  GREAT  EXPERIENCE 

T would  like  to  take  this  opportunity  to  thank  all  of  the  people 
-*■  of  the  State  who  have  been  so  kind  to  Sue  and  me  during  our 
visits  to  the  many  Societies.  We  have  traveled  about  7,000  miles 
to  surrounding  states  and  our  local  groups.  We  appreciate  the 
kindness  and  hospitality  that  has  been  extended  to  us  wherever 
we  have  been.  It  has  been  a great  experience  to  meet  all  of  the 
fine  members  throughout  the  State  and  I thank  all  of  you  for  it. 

I hope  all  of  you  will  meet  with  us  again  at  The  Greenbrier 
in  August.  We  are  expecting  a fine  group  and  it  would  be  won- 
derful to  meet  again  at  that  time. 

We  think  we  have  a good  program  arranged  for  this  meet- 
ing. As  most  members  know,  our  Program  Chairman,  Dr.  Robert 
J.  Fleming  had  a fatal  coronary  recently.  He  had  almost  com- 
pleted the  program  at  the  time  of  his  death  and  it  was  his  intent 
that  the  program  be  oriented  to  the  idea  of  subjects  of  interest  to 
ail  groups.  I think  our  program  will  stand  as  a tribute  to  him. 

Again,  thanks  to  everyone,  and  we  will  see  you  at  The 
Greenbrier. 


Maynard  P.  Pride,  M.  D.,  President 
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EDITORIALS 


We  hope  that  a Special  Article  entitled  “Cur- 
ricular Changes  at  West  Virginia  University 
School  of  Medicine,”  which  appears  in  the 
scientific  section  of  this  issue 
A GOLDEN  of  The  Journal  will  not  escape 
OPPORTUNITY  the  attention  of  our  readers. 

A great  deal  of  significance 
can  be  attached  to  this  relatively  brief  paper 
prepared  by  Dr.  Roland  Schmidt,  Associate  Pro- 
fessor of  Pediatrics  and  Acting  Assistant  Dean 
for  Curriculum  at  the  West  Virginia  University 
School  of  Medicine. 

For  one  thing,  Doctor  Schmidt  summarizes, 
clearly  and  concisely,  some  basic  changes  that 
have  been  made  in  the  medical  school  curricu- 
lum. Perhaps  some  of  our  older  colleagues  will 
be  taken  aback  when  they  discover  what  the 
“now  generation”  is  doing  in  medical  school. 

As  pointed  out  by  Doctor  Schmidt,  the  major 
change  has  been  made  in  the  curriculum  for 
the  fourth  year  in  medical  school.  The  course 
has  been  arranged  in  such  a way  that  each  in- 
dividual student  can  more  or  less  follow  his 
nose  into  whatever  field  of  medical  science  lures 
him. 

Even  more  important  is  the  fact  that  starting 
this  year,  each  medical  student  may  spend  up 
to  24  weeks  away  from  Morgantown,  under  a 
program  worked  out  between  Medical  Center 


officials  and  the  West  Virginia  Joint  Council  on 
Teaching  Hospitals. 

It  is  worth  repeating  at  this  point  that  the 
West  Virginia  Hospital  Association  and  the 
Committee  on  Medical  Education  and  Hospitals 
of  the  West  Virginia  State  Medical  Association 
played  major  roles  in  the  birth  and  development 
of  this  Joint  Council. 

But,  to  return  to  one  of  the  really  significant 
points  of  this  fourth-year  program  revamping, 
the  long-range  possibilities  seem  to  be  obvious. 
Rightly  or  wrongly,  our  Medical  Center  has 
been  attacked  in  the  past  for  not  producing 
enough  young  M.D.’s  who  will  bury  their  roots 
in  the  State  that  educated  them. 

Now,  the  West  Virginia  doctors  who  are 
shopping  around  for  the  men  who  will  take 
their  place,  have  a golden  opportunity.  Most  of 
the  65  Medicine  IV  students  will  be  spending 
several  weeks  of  their  final  year  in  one  or  more 
of  the  dozen  community  hospitals  which  belong 
to  the  Joint  Council  on  Teaching  Hospitals. 

For  varying  periods  of  time,  in  Wheeling, 
Huntington,  South  Charleston,  Charleston.  Beck- 
ley,  and  Clarksburg,  these  students  will  be  ex- 
posed to  the  bedside  teaching  of  local  specialists 
and  generalists  in  community  hospitals  for  uni- 
versity credit. 
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The  programs  have  been  approved  by  the 
various  Medical  Center  Departments.  The 
ground  rules  have  been  spelled  out  by  the  Joint 
Council  on  Teaching  Hospitals.  The  students 
will  be  in  the  community  hospitals  studying 
under  the  local  physicians. 

Speaking  of  keeping  more  of  our  medical 
school  graduates  in  West  Virginia,  could  there 
ever  be  any  better  opportunity? 


SOLUTION  FOR  MALPRACTICE  DILEMMA 

As  Dr.  Carl  Hoffman  of  Huntington,  West 
Virginia,  is  chairman  of  a committee  to  establish 
a nationwide  malpractice  program,  I feel  we 
should  look  at  the  cause  of  why  we  have  so 
many  malpractice  suits  and  correct  that  rather 
than  treat  the  effects  as  a nationwide  malprac- 
tice program  would  do. 

The  main  reason  for  the  large  number  of 
malpractice  suits  and  nuisance  suits  in  general, 
is  due  to  the  fact  that  our  present  state  laws 
favor  the  unscrupulous  plaintiff  at  the  expense 
of  the  innocent  defendant.  The  unscrupulous 
plaintiff  can  keep  on  suing  until  he  reaches  the 
jack  pot,  so  to  speak.  He  pays  no  attorney’s  fee 
as  such  cases  are  usually  taken  on  a contingent 
fee  basis.  But  the  innocent  defendant  who  de- 
fends himself  successfully  still  has  to  pay  his 
own  attorney’s  fee. 

Now,  if  we  changed  our  state  laws  compelling 
this  unscrupulous  plaintiff  to  pay  the  successful 
defendant's  attorney’s  fee,  it  has  been  estimated 
that  we  would  eliminate  80  per  cent  of  our  mal- 
practice cases,  and  then  we  could  very  nicely 
live  with  it,  as  it  might  cut  our  insurance  prem- 
ium from  .50  to  75  per  cent. 

Further,  such  a state  law  should  not  be  diffi- 
cult to  enact,  as  it  would  help  everyone  who  is 
subject  to  malpractice  or  nuisance  suits.  This 
would  include  dentists,  nurses,  contractors,  store 
and  home  owners,  etc. 

To  repeat,  change  our  state  laws  which  now 
favor  the  plaintiff,  to  a law  which  would  make 
the  losing  party  in  civil  litigation  pay  all  ex- 
penses including  a reasonable  fee  to  the  winning 
party’s  attorney.  Such  a law  would  deter  un- 
warranted malpractice  suits.  But  it  would  favor 
the  plaintiff  in  the  few  justifiable  malpractice 
cases.  Incorporated  in  such  a state  law  there 


must  also  be  a provision  that  the  poor  man  can 
sue,  if  he  lias  a legitimate  case. 

The  idea  here  presented  is  not  new,  as  it  is 
the  law  on  the  statute  books  of  most  civil  coun- 
tries in  Europe,  and  as  a consequence  they  do 
not  have  our  problems  with  malpractice  suits. 
Also,  just  recently  the  Iowa  State  Osteopathic 
Society  at  their  annual  meeting  approved  unan- 
imously this  proposed  change  in  our  state  law. 

Peter  Van  Zante,  M.  D., 

616  Washington  Street 

Pella,  Iowa  50219 

■*  * * * 

A THANK  YOU  NOTE 

Today  I was  filing  several  articles  which  I had 
clipped  from  the  January  and  February  issues 
of  The  West  Virginia  Medical  Journal.  As  you 
know,  since  January  medical  students  at  the 
School  have  been  receiving  The  Journal  as  a gift 
from  the  State  Medical  Association  and  its  com- 
ponent medical  societies. 

1 wish  to  thank  you  and  all  your  staff  and 
associate  editors  for  providing  such  an  excellent 
journal,  one  which  I am  both  pleased  and  proud 
to  receive.  1 find  the  articles  very  informative 
and  practical  from  a student’s  point  of  view. 
Being  a native  of  the  Huntington  area  and  know- 
ing several  physicians  there,  I also  enjoy  the 
news  and  announcements  in  each  issue. 

Congratulations  for  your  excellence  and  again, 
thank  you. 

Debbie  Adkins 

Medicine  III 

WVU  School  of  Medicine 

Morgantown 


Increase  in  Private  Health  Insurance 

Americans  received  $13.5  billion  from  private  health 
insurance  during  1969  to  help  pay  tlieir  health  care 
bills,  the  Health  Insurance  Institute  said  recently. 

The  total,  based  on  estimates  by  the  Institute,  rep- 
resents an  annual  gain  of  more  than  $1  billion  in 
benefits — -the  greatest  one-year  increase  in  private 
health  insurance. 

Insurance  companies,  said  the  Institute,  paid  out  $7.5 
billion  of  the  total — a rise  of  over  $780  million  from  the 
previous  year.  This  figure  included  more  than  $1.6 
billion  in  disability  income  payments,  an  increase  of 
more  than  $200  million  over  1968. 

Persons  covered  by  private  health  insurance  received 
$7.85  billion  toward  hospital  bills  and  more  than  $4 
billion  for  surgical,  medical  and  dental  fees. 

Overall,  the  increase  in  total  hospital  expense  pay- 
ments was  close  to  $785  million,  while  the  increase  in 
surgical,  dental  and  medical  expense  benefits  ap- 
proached $265  million. 

The  insurance  company  benefit  figures  showed 
across-the-board  gains  in  every  major  category. 
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GENERAL  NEWS 


Program  Completed  for  Annual  Meeting 
At  The  Greenbrier,  Aug.  20-22 

The  scientific  program  has  been  completed  for  the 
103rd  Annual  Meeting  of  the  West  Virginia  State 
Medical  Association  which  will  be  held  at  The  Green- 
brier in  White  Sulphur  Springs,  August  20-22. 


The  Program  Committee  announced  that  nine  prom- 
inent physicians  and  surgeons  will  be  speakers  at 
the  three  general  scientific  sessions  on  Thursday,  Fri- 
day and  Saturday  mornings,  August  20-22.  The  session 
on  Thursday  morning  will  be  devoted  to  a “Sym- 
posium on  Peptic  Ulcer”  and  the  Saturday  morning 
session  to  a “Symposium  on  Diabetes.”  Dr.  Edmund 
B.  Flink,  Professor  and  Chairman  of  the  Department 
of  Medicine  at  the  WVU  School  of  Medicine,  will 
serve  as  Moderator  for  the  “Symposium  on  Diabetes.” 

Robert  J.  Coffey,  M.  D. 

The  Committee  announced  that  the  Moderator  for 
the  “Symposium  on  Peptic  Ulcer”  will  be  Dr.  Robert 
J.  Coffey,  Professor  of  Surgery  and  Director  of  the 
Department  of  Surgery  at  Georgetown  University 
Medical  Center. 

A native  of  Elmira,  New  York,  Doctor  Coffey  was 
graduated  from  St.  Bonaventure  College  and  received 
his  M.  D.  degree  in  1932  from  Georgetown  University 
Medical  School.  He  also  received  M.  S.  and  Ph.  D. 
degrees  in  surgery  from  the  University  of  Minnesota. 

He  served  with  the  Medical  Corps  of  the  United 
States  Navy  from  1942  until  1946  and  was  named  to 
his  present  position  in  1947. 

Doctor  Coffey  was  certified  by  the  American  Board 
of  Surgery  in  1940  and  is  a Past  President  of  the 


Southeastern  Surgical  Congress.  He  also  is  a Gov- 
ernor of  the  American  College  of  Surgeons  and  a 
member  of  the  American  Surgical  Association,  South- 
ern Surgical  Association  and  Association  of  Military 
Surgeons  of  the  United  States.  He  has  been  active  in 
the  affairs  of  organized  medicine  and  is  Chairman  of 
the  Executive  Board  of  the  Medical  Society  of  the 
District  of  Columbia. 

William  E.  Anderson,  M.  D. 

Another  participant  in  the  “Symposium  on  Peptic 
Ulcer”  will  be  Dr.  William  E.  Anderson,  Associate 
Professor  of  Medicine  at  the  West  Virginia  University 
School  of  Medicine. 

A native  of  Mankato,  Minnesota,  Doctor  Anderson 
was  graduated  from  Gustavus  Adolphus  College  and 
received  his  M.  D.  degree  in  1954  from  the  University 
of  Minnesota  School  of  Medicine.  He  interned  at  St. 
Luke’s  Hospital  in  Duluth,  Minnesota,  and  served  a 
residency  at  the  Veteran’s  Administration  Hospital 
in  Minneapolis.  He  served  as  Instructor  in  Medicine 
at  the  University  of  Minnesota  School  of  Medicine 
(VA  Hospital),  1958-60.  He  joined  the  faculty  of  the 
West  Virginia  University  School  of  Medicine  in  1961. 

He  is  a member  of  Alpha  Omega  Alpha  and  has 
done  considerable  research  for  the  United  States 
Public  Health  Service. 

First  General  Scientific  Session 

Doctor  Coffey  will  serve  as  Moderator  for  the  “Sym- 
posium on  Peptic  Ulcer”  and  the  other  speakers  will 
be  as  follows: 

Jerome  F.  Wiot,  M.  D.,  Professor  and  Director  of 
the  Department  of  Radiology,  Cincinnati  General 
Hospital,  Cincinnati,  Ohio. 

William  E.  Anderson,  M.  D.,  Associate  Professor 
of  Medicine,  WVU  School  of  Medicine. 

Second  General  Scientific  Session 

The  speakers  at  the  second  general  scientific  session 
on  Friday  morning  will  be  as  follows: 

Robert  B.  Greenblatt,  M.  D.,  Professor  and  Chair- 
man of  the  Department  of  Endocrinology,  Medi- 
cal College  of  Georgia,  Augusta.  Subject:  “The 
Pill:  Past,  Present  and  Future.” 

Victor  A.  Politano,  M.  D.,  Professor  and  Chairman 
of  the  Department  of  Urology,  University  of 
Miami  School  of  Medicine,  Miami,  Florida.  Sub- 
ject: “Ascending  Pyelonephritis:  Fact  or  Fic- 

tion.” 

Perry  C.  Talkington,  M.  D.,  Clinical  Professor  of 
Psychiatry,  University  of  Texas  Southwestern 
Medical  School,  Dallas.  Subject:  “Impotency 

and  Frigidity.” 


William  E.  Anderson,  M.  D. 
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Third  General  Scientific  Session 

The  third  general  scientific  session  on  Saturday 
morning  will  be  devoted  to  a “Symposium  on  Di- 
abetes.” 

Dr.  Edmund  B.  Flink  of  Morgantown  will  serve  as 
Moderator  and  the  other  participants  will  be  as 
follows: 

James  B.  Field,  M.  D.,  Professor  of  Medicine  and 
Director  of  the  Clinical  Research  Unit,  Univer- 
sity of  Pittsburgh  School  of  Medicine. 

Margaret  J.  Albrmk,  M.  D.,  Professor  of  Medicine, 
WVU  School  of  Medicine. 

Robert  R.  Trotter,  M.  D.,  Professor  of  Surgery 
and  Chairman  of  the  Division  of  Ophthalmology, 
WVU  School  of  Medicine. 

Afternoon  Meetings 

Meetings  of  all  sections  and  affiliated  societies  will 
be  held  on  Thursday  and  Friday  afternoons.  All  of 
the  guest  speakers  have  accepted  invitations  to  present 
papers  at  the  afternoon  meetings  and  their  subjects 
will  be  announced  in  the  August  issue  of  The  Journal. 

Drs.  Bornemeier  and  Woodard  Honor  Guests 

Dr.  Walter  C.  Bornemeier  of  Chicago,  who  was  in- 
stalled last  month  as  President  of  the  American 
Medical  Association,  will  speak  at  the  first  session  of 
the  House  of  Delegates  on  Wednesday  afternoon, 
August  19. 

Dr.  Prince  B.  Woodard,  Chancellor  of  the  West 
Virginia  Board  of  Regents,  will  deliver  the  keynote 
address  at  the  first  general  scientific  session  on  Thurs- 
day morning,  August  20. 

Members  of  the  Auxiliary  and  other  guests  attend- 
ing the  meeting  at  The  Greenbrier  are  cordially  in- 
vited to  listen  to  the  addresses  by  Drs.  Bornemeier 
and  Woodard. 

Business  Sessions 

The  Pre-Convention  Meeting  of  the  Council  will 
be  held  on  Wednesday  morning,  August  19.  The  first 
session  of  the  House  of  Delegates  will  be  held  that 
afternoon. 

Dr.  Maynard  P.  Pride  of  Morgantown,  the  President, 
will  deliver  his  Presidential  Address  at  the  second 
and  final  session  of  the  House  of  Delegates  on  Satur- 
day afternoon,  August  22.  Officers  for  the  coming 
year  also  will  be  installed  at  that  time. 

Entertainment  Features 

The  entertainment  program  for  the  Annual  Meeting 
is  under  the  direction  of  the  Woman’s  Auxiliary. 
There  will  be  a dance  on  Friday  night  in  Chesapeake 
Hall  and  a reception  honoring  officers  of  the  State 
Medical  Association  will  be  held  on  Saturday  evening. 

Room  Reservations  Pass  500  Mark 

The  number  of  room  reservations  at  The  Green- 
brier for  the  Annual  Meeting  has  passed  the  500  mark 
and  it  is  anticipated  that  more  than  700  persons,  in- 
cluding physicians,  their  wives  and  guests,  will  be  in 
attendance.  All  physicians  who  plan  to  attend  the 
meeting  are  urged  to  make  reservations  as  soon  as 
possible.  An  early  request  will  assure  physicians, 
their  families  and  guests  of  room  accommodations. 

The  complete  program  for  the  Annual  Meeting  will 
be  published  in  the  August  issue  of  The  Journal. 


WVU  Medical  School  Accepts 
76  New  Students 

Seventy-six  young  men  and  women,  all  but  three  of 
them  West  Virginians,  have  been  accepted  for  enroll- 
ment as  first-year  medical  students  at  the  West  Vir- 
ginia University  School  of  Medicine  in  September. 

In  the  entering  class  will  be  two  blacks  and  five 
women,  including  a Roman  Catholic  nun. 

The  nun,  Sister  Jean  Valdes,  is  the  first  member  of 
a religious  order  ever  accepted  by  the  School.  Sister 
Jean  is  a pharmacist  for  St.  Mary’s  Hospital  in  Hun- 
tington and  is  a former  Assistant  Administrator  of 
St.  Vincent  Pallotti  Hospital  in  Morgantown. 

The  new  class  was  formed  from  among  181  West  Vir- 
ginia applicants  and  555  non-residents. 

With  16  students,  Kanawha  County  will  have  the 
largest  contingent  in  the  new  class.  Cabell  County  is 
second  with  nine. 

West  Virginians  who  will  begin  medical  studies  are 
as  follows: 

BERKELEY  COUNTY— Richard  David  Lindsay  of 
Martinsburg. 

BOONE  COUNTY— Thomas  Allan  Horsman  of  Bim; 
and  Charles  Woodrow  Hendricks  of  Madison. 

BROOKE  COUNTY— Joan  Paula  Petrella  of  Wells- 
burg. 

CABELL  COUNTY — Robert  Randolph  Arrington, 
David  Allen  DeHart,  David  Alan  Fetter,  Dennis  Lee 
Hoak,  Charles  Rodney  Honaker,  Charles  Edward 
Meadows,  Jr.,  Mitchell  Solomon  Thabit,  Sister  Jean 
Valdes,  and  Gordon  Denis  Willey,  all  of  Huntington. 

FAYETTE  COUNTY— William  Gordon  Callaway  of 
Mount  Hope. 

HAMPSHIRE  COUNTY — Michael  Francis  McCagh 
of  Springfield. 

HANCOCK  COUNTY— Dale  Joseph  Luketich  and 
Lawrence  Hamilton  Phillips,  both  of  Weirton. 

HARRISON  COUNTY — Claudia  Ann  Goodwin  and 
Brian  Delaney  Houston,  both  of  Bridgeport;  and  John 
Patrick  Hutton  and  Robert  Francis  Summers,  both 
of  Clarksburg. 

KANAWHA  COUNTY— Daniel  Lee  Cassis,  Curtis 
Alvin  Chambers,  William  Norman  Cunningham, 
Thomas  Everett  Hartshorn,  David  Weeks  Heilman, 
John  Sylvester  Hill,  John  Henry  McWhorter,  and  Rome 
H.  Walker,  all  of  Charleston,  Larry  Brent  Wilshire 
of  Chelyan;  Larry  Calvin  Rogers  of  Chesapeake; 
Robert  Douglas  Stewart  of  Dunbar;  Harry  Earl  Dun- 
can, Jr.,  Christopher  Morris  Lothes  and  Robert  Keith 
Williams,  all  of  South  Charleston;  Richard  Darrell 
Hayes  of  Nitro;  and  Gary  Francis  Steele  of  St.  Albans. 

LOGAN  COUNTY — Ray  Lybrooks  Henderson  and 
Michael  Kesler  Hise,  both  of  Logan. 

McDOWELL  COUNTY — Michael  Ward  Hanson  of 
Twin  Branch. 

MARION  COUNTY — Betty  Nell  Hull,  Thomas  Stuart 
Miller,  Robert  Doyle  Richard,  and  David  Eddy  Vin- 
cent, all  of  Fairmont. 
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MONONGALIA  COUNTY — Samuel  Charles  Dotson, 
III,  Archie  Todd  Hupp,  IV,  Arthur  Evans  Kelley, 
Charles  Ivy  Rogers,  Darrell  Francis  Saunders,  Jr.,  and 
Richard  Charles  Walker,  all  of  Morgantown. 

NICHOLAS  COUNTY — William  Lee  Harris  of  Fen- 
wick and  Thomas  Miller  Milroy  of  Richwood. 

OHIO  COUNTY — Thomas  Gary  Kenamond,  Kenwick 
Hamilton  Roberts,  and  Thomas  George  Wack,  all  of 
Wheeling. 

PENDLETON  COUNTY — Kenneth  McKee  Harman 
of  Kline. 

POCAHONTAS  COUNTY— James  Richard  Dilley  of 
Marlin  ton. 

PRESTON  COUNTY— Lloyd  Patrick  McGinnis  of 
Reedsville. 

RALEIGH  COUNTY— Gary  Alan  Bailey,  Polly 
Katherine  Hale,  and  John  Dwight  Richmond,  all  of 
Beckley. 

RANDOLPH  COUNTY— Peter  Rudolph  Roberts  of 
Elkins. 

UPSHUR  COUNTY— David  Ralph  Almond  of  Buck- 
hannon. 

WAYNE  COUNTY — David  Forrest  Colvin  of  Kenova. 

WEBSTER  COUNTY — Roger  Paul  Bennett  of  Bolair. 

WETZEL  COUNTY— Donald  Alan  Blum  of  New 
Martinsville. 

WOOD  COUNTY — Michael  Lee  Davis,  Robert 
Charles  Hill,  and  David  Alan  Orenberg,  all  of  Parkers- 
burg; and  David  William  Nesselroade  of  Williams- 
town. 

WYOMING  COUNTY— Donald  Gene  Johnson  of 
Kopperston;  William  George  Short  of  Mullens;  and 
Charles  Thomas  Adkins  of  Pineville. 

Out-of-state  students  are:  Philip  Paul  Metzger  of 
Elizabethtown,  Pennsylvania;  Lawrence  Frederick 
Martin  of  Vanderbilt,  Pennsylvania;  and  Timothy 
Joseph  Blanchat  of  Marion,  Virginia. 


MLB  Licenses  12  Physicians 
To  Practice  in  State 

The  Medical  Licensing  Board  licensed  the  following 
12  physicians  by  reciprocity  to  practice  medicine 
in  the  State  of  West  Virginia  during  a meeting  held 
in  Charleston  on  April  13,  1970: 

Brodell,  Robert  David,  Cumberland,  Maryland 
Dawson,  Robert  Joseph,  Cumberland,  Maryland 
Dobel,  Gerald  Francis,  Bethesda,  Maryland 
Dodd,  Larry  Allen,  Morgantown 
Durkin,  John  William,  Jr.,  Boston,  Massachusetts 
Ericsson,  Kermit  Charles,  Man 

Hales,  Milton  Reynolds,  Morgantown 
Harvey,  Claude  Alden,  McLean,  Virginia 
Lee,  Charles  Virtue,  Bridgeport,  Ohio 
Malone,  Roderick  Angus,  Morgantown 
Raimonde,  Romeo  Arthur,  Martins  Ferry,  Ohio 
Wilkinson,  Ronald  Lynn,  Morgantown 

The  next  meeting  of  the  Medical  Licensing  Board 
will  be  held  at  The  Capitol  on  July  6,  1970,  for  the 
purpose  of  licensing  by  reciprocity. 


Seminar  on  Legal  Medicine  Planned 
During  103rd  Annual  Meeting 

Dr.  Charles  J.  Frankel,  Associate  Professor  of  Ortho- 
pedic Surgery  at  the  University  of  Virginia  School  of 
Medicine,  will  serve  as  Moderator  for  a “Symposium 
on  Legal  Medicine”  which 
will  be  held  in  conjunc- 
tion with  the  103rd  An- 
nual Meeting  of  the  West 
Virginia  State  Medical 
Association.  The  Sym- 
posium will  be  held  on 
Thursday  afternoon,  Au- 
gust 20,  beginning  at 
three  o’clock. 

The  other  participants 
in  the  Symposium  will  be 
Mr.  Albert  Averbach  of 
New  York  and  Mr.  Wil- 
liam E.  Knepper  of  Co- 
lumbus. Mr.  Averbach  is 
recognized  as  one  of  the 
leading  plaintiff  lawyers  in  the  country  and  Mr. 
Knepper  is  a prominent  attorney  for  the  defense  in 
malpractice  cases. 

Charles  J.  Frankel,  M.  D. 

Doctor  Frankel,  a native  of  Eastman,  Georgia,  was 
graduated  from  Lafayette  College  and  received  his 
M.  D.  degree  in  1934  from  Rush  Medical  College.  He 
interned  at  St.  Louis  City  Hospital  and  Washington 
University,  and  served  residencies  at  University  of 
Virginia  Hospitals,  Children’s  Hospital  in  Baltimore 
and  Shriner’s  Hospital  in  St.  Louis. 

Doctor  Frankel  also  received  an  LL.  B.  degree  in 
1957  from  the  University  of  Virginia  Law  School. 

He  was  a member  of  the  faculty  at  the  Washington 
University  School  of  Medicine  from  1939  until  he 
joined  the  faculty  at  the  University  of  Virginia  School 
of  Medicine  in  1941. 

He  was  Certified  by  the  American  Board  of  Ortho- 
pedic Surgery  in  1942  and  served  as  Vice  President 
of  the  Board  in  1958.  He  is  a member  of  the  American 
Academy  of  Orthopedic  Surgery  and  the  American 
Orthopedic  Association. 

He  is  Editor  of  a column  on  legal  medicine  which 
appears  monthly  in  Clinical  Medicine. 


Cleveland  Chest  Course 
Oetober  14-16 

The  Second  Annual  Cleveland  Course  in  Pulmonary 
Disease  will  be  held  at  St.  Luke’s  Hospital  in  Cleve- 
land, October  14-16.  The  program  will  focus  on  respira- 
tory impairment,  clinical  manifestations  and  treatment. 

Sponsors  are  the  Case  Western  Reserve  University, 
The  Tuberculosis  and  Respiratory  Disease  Association 
of  Cleveland,  the  Ohio  Tuberculosis  and  Health  Asso- 
ciation and  the  American  Thoracic  Society. 

Inquiries  should  be  addressed  to:  Department  of 

Postgraduate  Medical  Education,  Case  Western  Re- 
serve University,  2109  Adelbert  Road,  Cleveland,  Ohio 
44106. 


Charles  J.  Frankel,  M.  D. 
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Dr.  Robert  Marshall  Chairs 
NIH  Study  Section 

Dr.  Robert  J.  Marshall  of  Morgantown  has  been 
appointed  Chairman  of  Cardiovascular  B Study  Sec- 
tion, Division  of  Research  Grants,  National  Institutes 
of  Health. 

The  one-year  term  be- 
gins July  1.  Doctor 
Marshall  is  Professor  of 
Medicine  and  Chairman 
of  the  Division  of  Cardi- 
ology at  the  West  Virginia 
University  Medical  Cen- 
ter. 

Cardiovascular  B Study 
Section  is  one  of  46  ini- 
tial research  grant  review 
groups  in  the  Division  of 
Research  Grants.  It  is  re- 
sponsible for  the  review 
and  evaluation  of  research 
grant  applications  per- 
taining to  functions  of 
the  cardiovascular,  renal  and  respiratory  systems. 

The  Section  also  surveys  the  status  of  research  in 
its  field  to  determine  areas  in  which  research  activi- 
ties should  be  initiated,  expanded,  or  curtailed. 

Doctor  Marshall,  a noted  authority  on  cardiovascular 
diseases,  will  preside  at  meetings  of  the  Section  and 
will  act  as  principal  scientific  advisor  to  the  Section’s 
Executive  Secretary. 


New  York  Life  Announces 
Liberalized  Policies 

Under  a broad  liberalization  of  all  its  group  medical 
care  policies,  New  York  Life  Insurance  Company  has 
announced  that  hospital  charges  for  pre-admission 
tests  will  now  qualify  for  benefits  just  as  if  the  tests 
were  made  while  the  patient  is  confined  in  the  hos- 
pital. 

“Doctors  frequently  have  been  under  pressure  to 
hospitalize  patients  for  tests,  since  many  insurance 
plans  provided  little  or  no  benefits  for  tests  made 
before  actual  confinement,”  Walter  Shur,  New  York 
Life’s  Vice  President  in  charge  of  group  insurance 
said.  “Our  liberalization  is  intended  to  relieve  this 
pressure,  and  we  hope  it  will  help  to  free  scarce 
hospital  beds.” 

The  expanded  coverage  reflects  the  growing  use  of 
the  pre-admission  testing  technique  (called  P.A.T.), 
developed  recently  by  the  medical  profession  to  make 
more  efficient  use  of  hospital  facilities.  The  aim  of 
P.A.T.  is  to  shorten  hospital  confinements  by  having 
the  necessary  x-ray,  laboratory,  electrocardiogram 
and  other  tests  made  on  an  out-patient  basis  just 
prior  to  a scheduled  hospital  confinement. 

The  liberalization  will  apply  to  everyone  insured 
under  New  York  Life’s  new  and  existing  regular 
group  medical  care  plans  which  generally  cover  10 
or  more  employees. 


Beware  of  Poisonous  Plants, 
Health  Department  Warns 

Numerous  species  of  poisonous  plants  are  growing 
abundantly  throughout  the  State  that  can  cause  violent 
illness  and  even  death.  Residents  should  learn  to 
identify  these  poisonous  plants,  many  of  which  grow 
in  flower  gardens  and  perhaps  are  considered  harmless. 

While  several  of  the  plants  cause  poisoning  by  direct 
contact,  of  special  concern  are  those  that  produce 
poisoning  if  ingested.  These  plants  are  particularly 
dangerous  to  children  who  may  decide  to  chew  on  or 
eat  a flower,  plant  or  the  seeds.  Unless  a child  is  old 
enough  to  learn  to  recognize  poisonous  plants,  it  is 
best  to  teach  him  never  to  put  any  plant,  flower,  or 
seed  in  his  month. 

Poison  ivy  is  one  of  the  most  common  plants  causing 
skin  poisoning  and  is  responsible  for  about  350,000 
cases  a year.  Even  though  the  plant  grows  in  almost 
every  part  of  the  United  States,  many  people  can  not 
identify  it. 

Poison  ivy  grows  in  the  form  of  climbing  vines, 
shrubs  which  trail  on  the  ground  and  erect  shrubbery 
growing  without  support.  It  clings  to  stone  and  brick 
houses  and  climbs  trees  and  poles.  It  grows  abun- 
dantly along  fences,  paths  and  roadways  and  is  often 
partially  hidden  by  other  foliage. 

The  leaves  vary  in  length  from  one  to  four  inches 
and  are  shaped  somewhat  like  an  oak  leaf.  They  are 
green  and  glossy  in  summer;  in  the  spring  and  fall 
they  are  red  or  russet.  The  leaves  always  grow  in 
clusters  of  three. 

Poison  ivy  produces  a severe  dermatitis  causing 
inflammation  and  blistering.  Numerous  remedies  are 
available  in  pharmacies. 

Other  common  poisonous  plants  growing  in  West 
Virginia  include: 

Bloodroot — Perennial,  low-growing  herbs  which  ap- 
pear early  in  spring  in  shady,  moist  areas.  The  many- 
petaled,  white  flower  frequently  develops  first  on  a 
stalk  wrapped  with  a single  large-lobed  leaf.  The 
large  underground  stem  and  smaller  roots  contain  an 
orange  to  red  juice,  all  of  which  are  poisonous  if 
ingested  or  absorbed.  If  ingested,  there  is  irritation 
of  the  mucous  membrances  of  the  mouth,  throat  and 
stomach  causing  intense  burning,  nausea  and  vomiting. 
If  absorbed,  the  poison  may  affect  the  nervous  system, 
depress  the  heart,  cause  coma  and  produce  temporary 
paralysis. 

Castor  bean — There  are  many  varieties  of  the  castor 
bean  plant  growing  in  gardens  and  greenhouses.  It 
grows  to  eight  feet  or  more  in  height  with  large 
showy,  palm-like,  dark  green  leaves  on  long  stalks. 
Its  flowers  are  not  very  attractive,  but  the  clusters  of 
soft  spiny  fruits  which  form  in  late  summer  and  early 
fall  spit  open  to  yield  very  attractively  marked  shiny 
seeds.  These  are  shaped  somewhat  like  the  tick  and 
variegated  colors  of  white,  brown  and  black.  Because 
of  the  attractive  appearance,  they  become  playthings 
for  children.  The  beans  or  seeds  contain  toxic  sub- 
stances which  cause  nausea,  vomiting,  internal  cramps, 
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stupor  and  sometimes  convulsions  and  circulatory 
collapse. 

Foxglove — The  foxglove  is  found  wild  in  woodlands, 
along  shady  roadsides  and  often  in  home  gardens.  The 
showy  white-lavender  or  purple  bell-shaped  flowers 
develop  on  long  erect  stems  early  in  summer  during 
the  second  year.  The  fruits  are  dry  capsules  with  many 
tiny  seeds.  The  leaves  and  seeds  are  severely  poisonous 
and  can  cause  heart  failure. 

Jinison  or  Jamestown  weed — This  is  an  annual  herb, 
three  to  four  feet  in  height,  branching  stems  with 
trumpet-shapped  white  flowers  or  thorny  fruits  formed 
in  forks  of  the  branches,  leaves  pointed  with  irregular 
margins.  The  spiny  or  prickly  fruit  turns  brown  when 
ripe  and  spills  out  several  small  brownish-black, 
kidney-shaped  seeds.  The  roots,  leaves  and  seeds  are 
poisonous  causing  drying  of  the  mouth,  dilation  of  eye 
pupils,  a very  rapid  heartbeat  and  central  nervous 
system  depression. 

Larkspur — Larkspur,  found  in  many  gardens,  pro- 
duces showy  blossoms  of  many  colors  (usually  white 
or  violet-purple)  growing  on  erect  stalks.  Leaves  are 
divided  into  parts  with  the  general  outline  of  a bird’s 
foot.  The  small  seeds  which  form  in  dry  follicles  are 
usually  pointed  and  very  irregular  in  shape.  The  leaves 
and  seeds  contain  toxin  which  may  affect  the  nervous 
system. 

Lily-of-the-V alley — It  is  a perennial,  low-growing 
herb  found  in  many  gardens.  Its  attractive  small, 
white,  nodding,  bell-shaped  flowers  are  fragrant  and 
used  in  bouquets.  Leaves  have  parallel  vein  markings. 
The  fruits  appear  in  late  summer  and  early  fall  in 
attractive  red  to  orange-red  fleshy  berries.  Roots, 
leaves  and  fruits  contain  harmful  principles  which 
stimulate  the  heart  muscles. 

Pokeweed • — A perennial  growing  up  to  about  four 
feet  with  a large  fleshy  root  system,  this  weed  has 
thick  stems  and  light  green  leaves  that  curl  at  the 
edges.  Flowers  are  greenish-white  and  are  borne  on 
a spike  in  the  upper  part  of  the  plant.  As  the  many 
berries  form  in  clusters  in  late  summer  and  early  fall, 
they  are  first  green  then  reddish-purple,  later  purple 
to  black,  and  contain  a red  juice.  All  parts  are  poison- 
ous particularly  roots,  shoots  and  berries,  which  pro- 
duces nausea,  vomiting,  drowsiness  and  impaired 
vision.  Large  amounts  can  cause  death. 

Rhododendron  and  Mountain  Laurel — Familiar  to  all 
West  Virginians,  the  lovely  flowering  bushes  or  trees 
found  throughout  the  state  contain  poison  in  all  parts 
of  the  plant. 

Coronary  Care  Booklet  Available 

An  eight-page  booklet  entitled  "Inside  the  Coronary 
Care  Unit”  has  been  published  by  the  American  Heart 
Association  for  distribution  at  hospitals  and  physicians’ 
offices. 

The  booklet,  written  for  the  patient  and  his  family, 
explains  the  advantages  of  coronary  care  units.  Copies 
may  be  obtained  from  the  American  Heart  Association, 
44  East  23rd  Street,  New  York  City  10010. 


Looking  Back  10  Years  . . . 


Dr.  Charles  B.  Jolliffe  (center),  Vice  President  of  the  Radio 
Corporation  of  America,  is  shown  with  Drs.  J.  C.  Huffman 
(left)  and  Seigle  W.  Parks,  Chairman  of  the  Program  Com- 
mittee, during  the  Annual  Meeting  of  the  Association  in 
1960.  Doctor  Huffman  was  President  of  the  Association  at 
the  time. 


State  TB  & RD  Association 
Gets  New  Director 

The  employment  of  an  Oklahoma  man  to  be  Execu- 
tive Director  of  the  West  Virginia  Tuberculosis  and 
Respiratory  Disease  Association  was  announced  last 
month  by  that  group’s  Executive  Committee. 

Mr.  John  C.  Rogers,  39,  will  join  the  West  Vir- 
ginia headquarters  staff  on  July  7 and  will  become 
Executive  Director  on  October  1,  the  scheduled  date 
for  retirement  of  the  present  Director.  Mr.  Thomas 
A.  Deveny,  Jr.,  of  Charleston. 

Mr.  Rogers  is  presently  a Field  Representative  and 
Assistant  Director  of  the  Oklahoma  Tuberculosis  and 
Respiratory  Disease  Association.  He  is  married  and 
is  a native  of  Kansas. 


AMA  Receives  PR  Award 
For  Viet  Nam  Program 

The  American  Medical  Association  was  awarded  the 
prestigious  “Silver  Anvil”  trophy  for  its  Volunteer 
Physicians  for  Viet  Nam  program.  The  AMA  entry  in 
the  26th  annual  competition  conducted  by  the  Public 
Relations  Society  of  America  won  the  top  honor  in  the 
"International  Public  Relations”  category. 

PRSA  hosted  a banquet  in  New  York  City  May  14  at 
which  the  award  was  accepted  by  Dr.  Norman  W. 
Hoover,  Director  of  the  AMA  Department  of  Inter- 
national Medicine. 

Since  1966,  the  AMA  has  recruited  over  700  U.  S. 
physicians  to  serve  60-day  tours  in  South  Vietnamese 
civilian  hospitals  and  clinics.  Under  an  agreement  with 
the  U.  S.  Agency  for  International  Development,  the 
AMA  meets  a minimum  quota  of  32  volunteer  physi- 
cians every  two  months.  Volunteers  receive  round- 
trip  transportation,  housing,  and  $10  daily  expenses 
while  in  Viet  Nam. 

Physicians  interested  in  serving  in  this  volunteer 
program  should  contact  the  Department  of  Military 
Medicine,  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 
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New  Association  Members 

Dr.  John  E.  Beane,  4 Rosemar  Circle,  Parkersburg 
(Parkersburg  Academy).  Doctor  Beane,  a native  of 
Sutton,  was  graduated  from  West  Virginia  University 
and  received  his  M.  D.  degree  in  1966  from  the  WVU 
School  of  Medicine.  He  interned  at  Cabell-Huntington 
Hospital  and  served  for  two  years  as  a Captain  in  the 
Medical  Corps  of  the  United  States  Army.  He  is  en- 
gaged in  general  practice. 

★ k k ★ 

Dr.  A.  Paul  Brooks,  Jr.,  4 Rosemar  Circle,  Parkers- 
burg (Parkersburg  Academy).  Doctor  Brooks,  a 
native  of  Richwood,  attended  Morris  Harvey  College 
and  West  Virginia  State  College  and  received  his  M.  D. 
degree  in  1966  from  the  West  Virginia  Univei'sity 

School  of  Medicine.  He  interned  at  Cabell-Huntington 
Hospital  and  he  is  engaged  in  general  practice. 

k k k k 

Dr.  Roberto  G.  Concepcion.  P.  O.  Box  1149,  Beckley 
(Raleigh).  Doctor  Concepcion,  a native  of  the  Philip- 
pines, received  his  M.  D.  degree  in  1962  from  the 
University  of  Santo  Tomas.  He  interned  at  Veterans 
Memorial  Hospital  in  Quezon  City  and  served  resi- 
dencies at  Mt.  Sinai  and  Fairview  General  Hospitals 
in  Cleveland.  His  specialty  is  pediatrics. 

k k k k 

Dr.  Francisco  Flores,  Box  847,  Mullens  (Wyoming) . 

Doctor  Flores,  a native  of  the  Philippines,  received 
his  M.  D.  degree  in  1957  from  the  Far  Eastern  Uni- 
versity. He  had  residency  training  at  South  Baltimore 
General  Hospital  and  practiced  in  the  Philippines  for 
three  years.  He  previously  was  located  in  Weirton 
and  his  specialty  is  surgery. 

k k k k 

Dr.  Everett  L.  Gage,  Jr.,  Bluefield  Sanitarium  Clinic, 
Blusfield  (Mercer).  Doctor  Gage,  a native  of  Lima, 
Peru,  was  graduated  from  the  University  of  Pennsyl- 
vania and  received  his  M.  D.  degree  in  1964  from  the 
West  Virginia  University  School  of  Medicine.  He  in- 
terned at  the  Medical  College  of  Virginia  and  served 
a residency  at  New  York  University — -Bellevue  Medi- 
cal Center.  He  served  for  two  years  with  the  United 
States  Army  and  his  specialty  is  neurosurgery. 

k k k k 

Dr.  G.  Sri  Rama  Gupta,  Box  1149,  Beckley  (Raleigh). 
Doctor  Gupta,  a native  of  India,  received  his  M.  D. 
degree  in  1959  from  the  Mysore  Medical  College.  He 
interned  at  Reddy  Memorial  Hospital  in  Montreal  and 
served  residencies  at  hospitals  in  Ohio  and  the  Beckley 
Appalachian  Regional  Hospital.  His  specialty  is  in- 
ternal medicine. 

k k k k 

Dr.  Ghassan  A.  Khalil,  1130  Market  Street,  Parkers- 
burg (Parkersburg  Academy).  Doctor  Khalil,  a native 
of  Lebanon,  received  his  M.  D.  degree  in  1961  from  the 
French  Faculty  of  Medicine.  He  interned  at  Queens 
General  Hospital  in  New  York  City  and  served  resi- 
dencies at  Maimonides  Medical  Center  in  New  York 
City  and  Jackson  Memorial  Hospital  in  Miami,  Florida. 
His  specialty  is  general  plastic  surgery. 

k k k k 

Dr.  A.  A.  Maknoon,  1200  Harrison  Avenue,  Elkins 
(Tygart’s  Valley).  Doctor  Maknoon,  a native  of  Iran, 


received  his  M.  D.  degree  in  1961  from  Isfahan  Uni- 
versity. He  interned  at  hospitals  in  Iran  and  served 
residencies  at  Philadelphia  General  Hospital,  Temple 
University  and  Hahnemann  Medical  College.  His  spe- 
cialty is  orthopedic  surgery. 

k k k k 

Dr.  Roldan  G.  Medina,  311  Tenth  Street,  Glen  Dale 
(Marshall).  Doctor  Medina,  a native  of  the  Philippines, 
received  his  M.  D.  degree  in  1964  from  the  University 
of  the  Philippines.  He  interned  and  served  a resi- 
dency at  Western  Pennsylvania  Hospital  in  Pittsburgh. 
His  specialty  is  surgery. 

k k k k 

Dr.  Paul  G.  Modie,  Jr.,  1130  Market  Street,  Parkers- 
burg (Parkersburg  Academy).  Doctor  Modie,  a native 
of  Bamesville,  Ohio,  was  graduated  from  Case-Western 
Reserve  University  and  received  his  M.  D.  degree 
in  1962  from  Case- Western  Reserve  University  School 
of  Medicine.  He  interned  and  served  a residency  at 
George  Washington  University  Hospital.  He  served 
as  a Major  in  the  Medical  Corps  of  the  United  States 
Army  and  his  specialty  is  surgery. 

k k k k 

Dr.  Jose  L.  Oyco,  Southern  West  Virginia  Clinic, 
Box  50,  Beckley  (Raleigh).  Doctor  Oyco,  a native  of 
the  Philippines,  received  his  M.  D.  degree  in  1957  from 
Far  Eastern  University.  He  interned  and  served  resi- 
dencies at  hospitals  in  New  Jersey.  His  specialty 
is  internal  medicine. 

k k k k 

Dr.  Lois  E.  Pfister,  151  Eleventh  Avenue,  South 
Charleston  (Kanawha).  Doctor  Pfister,  a native  of 
Washington,  D.  C.,  was  graduated  from  Gustavus 
College  and  received  her  M.  D.  degree  in  1961  from 
George  Washington  University  School  of  Medicine. 
She  interned  at  George  Washington  University  Hos- 
pital and  served  residencies  at  North  Carolina  Baptist 
Hospital  in  Winston-Salem  and  Charleston  Memorial 
Hospital.  She  served  with  the  rank  of  Surgeon  in  the 
United  States  Public  Health  Service  and  her  specialty 
is  pediatrics. 

k k k k 

Dr.  Gerald  T.  Machinski,  Memorial  General  Hospital, 
Elkins  (Tygart’s  Valley).  Doctor  Machinski,  a native 
of  Buffalo,  New  York,  was  graduated  from  Canisius 
College  and  received  his  M.  D.  degree  in  1958  from 
the  University  of  Buffalo  School  of  Medicine.  He  in- 
terned at  Sisters  of  Charity  Hospital  in  Buffalo,  1958-59, 
and  served  a residency  at  the  E.  J.  Meyer  Memorial 
Hospital,  1959-61.  He  served  as  a Lieutenant  Colonel 
with  the  Medical  Corps  of  the  United  States  Army, 
1967-69,  and  was  previously  located  in  Tonawanda, 
N.  Y.  His  specialty  is  pediatrics. 

k k k k 

Dr.  Hossein  Sakhai,  1214  West  Virginia  Building, 
Huntington  (Cabell).  Doctor  Sakhai,  a native  of  Tabriz, 
Iran,  received  his  M.  D.  degree  in  1956  from  Tabriz 
University.  He  interned  at  Sibley  Memorial  Hospital 
in  Washington,  D.  C.,  1958-59,  and  served  a residency 
at  Vanderbilt  Hospital  in  Nashville,  Tennessee,  1959-64. 
His  specialty  is  neurosurgery. 
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100  Years  Ago 


Medical  Society  of  the  State  of  West  Virginia 


REPORT 

OF 

COMMITTEE  OF  PUBLICATION 


To  the  Medical  Society  of  the  State  of  West  Virginia: 

The  Committee  of  Publication  respectfully  report: 

That  owing  to  unavoidable  circumstances,  the  minutes  of  the 
last  meeting,  and  the  various  papers  and  essays  referred  to  them 
for  publication,  were  not  received  until  the  first  week  in  October, 
and  in  consequence,  the  transactions  were  not  ready  for  distribu- 
tion, until  about  the  20th  of  November. 

The  whole  number  of  copies  printed,  was  500,  at  a cost  of 
$160.55.  To  defray  this  expense,  the  Treasurer  furnished  the  sum 
of  $101.55,  (this  being  the  whole  amount  then  in  his  hands)— and 
the  balance  ($59)  was  advanced  by  the  Committee. 

Of  this  edition,  two  hundred  and  fifty-two  copies  have  been 
distributed  to  members,  to  medical  men  in  the  state  not  members, 
to  medical  journals,  and  to  prominent  physicians  in  other  states, 
leaving  two  hundred  and  forty-eight  copies,  in  the  hands  of  the 
Committee. 

The  various  items  of  expense  incurred,  will  be  contained  in  the 
report  of  the  Treasurer. 

In  consequence  of  the  fact,  that  it  is  necessary  at  this  time,  to 
make  good  the  deficiency  in  the  Treasury,  and  in  view  of  the 
probable  increase  in  the  cost  of  publishing  the  transactions,  the 
Committee  respectfully  recommend  that  the  annual  assessment  be 
fixed  at  two  dollars  for  the  present  year. 


All  which  is  respectfully  submitted. 


June  1,  1870 


W.  J.  Bates, 
Chairman. 
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American  Board  of  Family  Practice 
Announces  Test  Results 

Results  of  the  first  certifying  examination  in  the 
new  medical  specialty  of  family  practice  are  now  in, 
according  to  Dr.  John  G.  Walsh  of  Sacramento,  Cali- 
fornia, President  of  the  American  Board  of  Family 
Practice. 

Doctor  Walsh  said  that  81.6  per  cent  of  the  2,078 
physicians  taking  the  two-day  exam  completed  it  suc- 
cessfully. The  examination  was  offered  in  36  centers 
throughout  the  country  on  February  28  and  March 
1,  1970. 

According  to  Doctor  Walsh,  the  most  successful  of 
the  examinees  were  doctors  who  had  been  graduated 
within  the  last  20  years  from  either  United  States  or 
Canadian  medical  schools.  Among  this  group,  he  said, 
95.5  per  cent  passed. 

Ninety-nine  per  cent  of  all  examinees  were  mem- 
bers of  the  American  Academy  of  General  Practice, 
Doctor  Walsh  added.  The  Academy,  national  associa- 
tion of  family  doctors,  was  one  of  the  two  sponsoring 
organizations  for  the  new  American  Board  of  Family 
Practice,  the  certifying  agency,  that  was  approved  by 
the  American  Medical  Association  and  the  Advisory 
Board  for  Medical  Specialties  in  February,  1969.  The 
other  sponsoring  group  was  the  Section  on  Family  and 
General  Practice  of  the  AMA. 

Doctor  Walsh  said  plans  are  now  being  formulated 
to  stage  a second  examination  in  February,  1971,  and 
noted  that  candidates  who  pass  it  will  be  included 
in  the  charter  membership  group  of  the  Board  of 
Family  Practice. 

A composite  of  successful  candidates  taking  the 
first  examination,  he  said,  is  “a  male  member  of  the 
AAGP;  46  years  of  age,  practicing  individually  or  in 
partnership;  who  maintains  membership  in  his  local, 
state  and  national  American  Medical  Association  units; 
who  has  taken  an  internship  and  some  residency 
training;  who  is  engaged  in  active  medical  practice 
and  holds  at  least  one  active  appointment  on  a hospital 
medical  staff,  and  who  includes  internal  medicine, 
surgery,  obstetrics-gynecology,  psychiatry,  ortho- 
pedics, industrial  medicine  and  emergency  room  care 
in  the  services  generally  rendered.” 

Dr.  Walsh  said  that  the  Board  of  Family  Practice  is 
unique  among  specialty  boards  because  it  has  no 
“grandfather  clause”  which  allows  doctors  practicing 
in  the  specialty  when  a board  is  created  to  become 
diplomates  of  that  board  without  taking  an  examina- 
tion. It  is  unique  also,  he  added,  because  it  requires 
recertification  by  examination  at  six -year  intervals 
to  maintain  membership  status. 

As  with  other  specialty  boards,  the  principal  func- 
tions of  the  Board  of  Family  Practice  are  to  provide 
a certifying  examination  and  testing  and  grading 
facilities,  and  to  grant  certification.  The  initial  ex- 
amination was  prepared  by  a special  committee  of  the 
AAGP  working  in  conjunction  with  the  National 
Board  of  Medical  Examiners,  with  final  preparation 
and  staging  phases  being  directed  by  the  Board  of 
Family  Practice.  The  National  Board  of  Medical 
Examiners  is  a private,  non-profit  agency  whose  func- 
tion is  to  design  examinations  and  testing  procedures 
for  medical  specialty  boards  and  licensing  agencies. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

July  17-18 — Rocky  Mtn.  Cancer  Conf.,  Denver. 

Aug.  12-15 — 4th  World  Coni,  on  Gen.  Prac.,  Chicago. 

Aug.  20-22 — 103rd  Annual  Meeting,  W.  Va.  State  Medi- 
cal Association,  The  Greenbrier,  White  Sulphur 
Springs. 

Sept.  9-11 — Med.  Soc.  of  D.C. 

Sept.  10-12 — Am.  Assn,  of  Ob.  & Gyn.,  Hot  Springs,  Va. 
Sept.  11-19 — Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  11-19 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  14-17 — Am.  Hasp.  Assn.,  Houston. 

Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-26 — Ohio  Chap.,  ACS,  Columbus. 

Sept.  25-26 — W.  Va.  Heart  Assn.,  Pipestem  State  Park. 
Sept.  25-Oct.  1 — AAGP,  San  Francisco. 

Oct.  1 — Rural  Health  Conference,  Jackson’s  Mill. 

Oct.  3-4— Am.  Assn,  of  Oph.,  Las  Vegas. 

Oct.  4-8 — Pa.  Medical,  Lancaster. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  9-10 — Florida  Diabetes  Assn.,  Ft.  Lauderdale. 
Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16 — ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 

Oct.  26-30 — Am.  Assn,  of  Pub.  Health  Phys.,  & Am. 
Pub.  Health  Assn.,  Houston. 

Nov.  10-17 — Am.  Heart  Assn.,  Atlantic  City. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago 
Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  17-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Jan.  31 — 4th  Mid-Winter  Conf.  on  Chest  Diseases, 
Charleston. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-24 — Am.  Acad,  of  Allergy,  Chicago. 

Feb.  20-27 — Am.  Soc.  of  Clin.  Path  & Col.  of  Am.  Path., 
Las  Vegas. 

March  6-11 — Am.  Acad,  of  Orth.  Surg.,  San  Francisco. 
March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  26-28 — Am.  Soc.  of  Int.  Med.,  Denver. 

March  28-April  2 — ACP,  Denver. 

March  29- April  3 — Am.  Col.  of  Rad.,  St.  Louis. 

March  31-April  2 — Md.  Medical,  Baltimore. 

April  18-22 — Am.  Assn,  of  Neu.  Surg.,  Houston. 

April  26 — May  1 — Am.  Acad,  of  Neurology,  New  York. 
April  26-28 — Am.  Assn,  for  Thoracic  Surg.,  Atlanta. 
April  28-May  1 — W.  Va.  Chap.,  ACS,  White  Sulphur 
Springs. 

April  29 — May  1 — Am.  Ped.  Soc.,  Atlantic  City. 

April  39-May  2 — W.  Va.  Chap.,  AAGP,  Wheeling. 

May  3-7 — Am.  Col.  of  Ob.  & Gyn.,  San  Francisco. 

May  16-19 — Am.  Thoracic  Soc.,  Los  Angeles. 

May  16-20 — Am.  Derm.  Assn.,  Sky  Top,  Pa. 

May  16-20 — Am.  Urol.  Assn.,  Chicago. 

June  17-18 — Am.  Rheumatism  Assn.,  New  York. 

June  20-29 — AMA,  Atlantic  City. 

June  22-23 — Am.  Diabetes  Assn.,  San  Francisco. 
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Equipped  for  the 

thyroid 

When  an  ambulance  arrives 
with  the  unexpected  patient 
presenting  the  classical  picture 
of  myxedema  coma,  is  your 
hospital  suitably  equipped?  It 
is  if  SYNTHROID®  (sodium 
levothyroxine)  injectable  is  at 
hand.  You  are  also  ready  to 
conveniently  handle  post- 
operative thyroid  medication 
situations  until  oral  therapy  can 
be  reinstated. 

In  tablet  form  this  single  entity 
synthetic  thyroid  provides 
smooth,  predictable  response 
for  thyroid  replacement.  An 
excellent  drug  for  long-term 
therapy. 

But  in  an  emergency,  when 
rapid  replacement  is  needed  to 
sustain  life,  prompt  clinical 
response  is  essential.  SYNTHROID 
injection  makes  this  therapy 
instantly  available.  Is  it  available 
in  your  hospital? 


Levothyroxine  has  a high  binding  capacity  for 
serum  proteins  in  contrast  to  other  thyroid 
medicaments  that  may  contain  a thyroactive 
agent  with  low  binding  capacity.  The  bound 
levothyroxine  is  totally  measurable  using  the  serum 
PBI  test.  It  is  not  unusual  to  find  PBI  levels  of 
8-10  meg.  per  100  ml.  of  serum. 

INDICATIONS:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of 
the  gland,  congenital  defect,  surgery,  excessive 
radiation,  or  antithyroid  drugs.  It  is  indicated  in 
myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the 
hormone  is  required.  When  a patient  does  not 
respond  to  oral  therapy,  SNYTHROID  (sodium 
levothyroxine)  INJECTION  may  be  administered 
intravenously. 

PRECAUTIONS:  As  with  other  thyroid 
preparations,  overdose  may  cause  diarrhea  or 
cramps,  nervousness,  tremors,  tachycardia, 
insomnia  and  continued  weight  loss.  These  effects 
may  become  apparent  in  from  4 days  to  three 
weeks.  Therefore,  patients  should  be  kept  under 
close  observation.  Medication,  in  such  cases, 
should  be  stopped  for  2 to  6 days,  then  resumed 
at  a lower  level.  In  patients  with  diabetes 
mellitus,  look  for  possible  changes  in  metabolic 
activity  which  may  affect  insulin  or  other 
antidiabetic  drug  dosage  requirements. 
CONTRAINDICATIONS:  Thyrotoxicosis,  acute 
myocardial  infarction. 

SIDE  EFFECTS:  Side  effects  are  secondary  to 
increased  rates  of  body  metabolism:  sweating, 
heart  palpitations  with  or  without  pain,  leg 
cramps,  weight  loss,  diarrhea,  vomiting  and 
nervousness.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in 
dosage  of  thyroid  drugs.  In  most  cases,  a 
reduction  in  dosage  followed  by  a more  gradual 
adjustment  upward  will  indicate  the  patient's 
dosage  requirements  without  the  appearance  of 
side  effects. 


DOSAGE  AND  ADMINISTRATION:  In 

myxedematous  stupor  or  coma,  with  no  evidence 
of  severe  heart  disease,  200  to  400  meg.  of 
SYNTHROID  (sodium  levothyroxine)  INJECTION 
may  be  administered  intravenously  utilizing  a 
solution  containing  100  meg.  per  ml.  Detectable 
effects  are  usually  observed  by  the  sixth  hour 
after  injection  and  are  fully  appreciated  during 
the  following  day.  A repeat  injection  of  100  to 
200  meg.  may  be  given  on  the  second  day  if 
significant  improvement  has  not  occurred.  The 
intravenous  use  of  sodium  levothyroxine  in 
myxedematous  coma  is  advantageous  because  it 
produces  a predictable  increase  in  the 
concentration  of  protein-bound  iodine, 
eliminates  the  need  for  multiple  doses  until  oral 
therapy  is  reinstated,  circumvents  the  uncertainty 
of  oral  absorption,  and  avoids  the  risk  of 
pulmonary  aspiration. 

SUPPLIED:  SYNTHROID  (sodium  levothyroxine) 
INJECTION  is  supplied  in  10  ml.  vials  containing 
500  meg.  of  lyophilized  active  ingredient  and 
10  mg.  of  Mannitol,  N.F.;  a 5 ml.  vial  containing 
Sodium  Chloride  Injection,  U.S.P.  is  provided 
as  diluent. 

Also  supplied  as  SYNTHROID  (sodium 
levothyroxine)  TABLET  in  color  coded  compressed 
tablets,  and  in  seven  strengths:  0.025  mg. 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow), 

0.15  mg.  (violet),  0.2  mg.  (pink),  0.3  mg. 

(green),  and  0.5  mg.  (blue).  Each  strength  is 
supplied  in  bottles  of  100  and  500  tablets. 

Synthroid 

(sodium  levothyroxine,  FLINT) 

Injection 

FLINT  LABORATORIES 


WVU  Medical  Center 
- News  - 


Dr.  Herbert  E.  Warden,  Professor  of  Surgery  at 
the  Medical  Center,  has  become  the  first  West 
Virginia  surgeon  in  90  years  to  be  elected  to  member- 
ship in  the  American  Surgical  Association. 

Doctor  Warden  was  among  19  new  members  elected 
at  the  recent  annual  meeting  of  the  Association,  which 
was  held  in  White  Sulphur  Springs.  The  Association, 
one  of  the  oldest  of  its  kind  in  the  country,  is  com- 
posed of  300  surgeons  from  the  United  States  and 
Canada. 

Doctor  Warden  is  the  second  member  elected  from 
West  Virginia  since  the  Association  was  founded  in 
1880.  Dr.  Hugh  Workman  Brock  of  Morgantown,  a 
founder  of  the  West  Virginia  State  Medical  Associa- 
tion, was  one  of  the  original  Fellows  of  the  group. 

Dr.  Bernard  Zimmermann,  Professor  and  Chairman 
of  the  Department  of  Surgery  at  WVU,  was  elected 
to  membership  12  years  ago  while  he  was  on  the 
faculty  of  the  University  of  Minnesota. 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Surgeons  Present  Papers 

Two  WVU  surgeons  presented  papers  at  the  10th 
International  Cancer  Congress,  which  was  held  in 
Houston,  Texas,  in  May. 

The  papers  were  presented  by  Drs.  William  A. 
Bernie  and  Jerome  G.  Johnson,  Residents  in  Surgery. 
Doctor  Bemie’s  paper  on  “Colonic  Mucosa  Replication 
and  Metabolism  in  Patients  with  Gardner’s  Syn- 
drome” reflects  results  of  comparative  studies  done 
on  segments  of  abnormal  colon  removed  at  surgery 
and  maintained  by  vessel  perfusion  as  well  as  in- 
cubated in  culture  dishes. 

Doctor  Johnson’s  paper,  "Gardner's  Syndrome,  Colon 
Cancer  and  Sarcoma,”  concerns  the  incidence  and 
treatment  of  soft  tissue  and  bony  tumors  and  colon 
polyps  in  patients  recognized  as  having  Gardner’s 
Syndrome. 
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These  new  members  of  Alpha  Omega  Alpha,  national  medical  honorary,  were  installed  before  the  end  of  the  school  year 
just  completed.  Left  to  right:  third-year  students  Charles  Cuono  of  Caldwell,  New  Jersey,  who  is  President  Elect  of  the 
chapter,  Mary  Belle  Taylor  of  Quinwood,  and  Kenneth  Derbenwick  of  Riverside,  Connecticut;  and  graduating  students 
James  J.  Wellman  of  Huntington,  Robert  K.  Bush  of  Philippi,  Kenton  E.  Harris  of  Gassaway,  Joseph  W.  Warren  of  Beckley; 
Lawrence  B.  Thrush,  Jr.,  of  Clarksburg,  and  Linda  A.  Long  of  Morgantown.  Also  installed,  but  not  pictured,  were  Paul  D. 
Gatewood  of  Glen  Dale,  who  received  his  degree;  and  Dr.  Alvin  L.  Watne,  Professor  of  Surgery. 
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For  really  brilliant  endoscopic  illumination 


IBER  OPTIC 

UE  68- A 


Fiber  optic  illumination  — brilliant,  concentrated,  cool- 
enables  the  new  Foroblique  68-A  Telescope  by  ACMI 
to  provide  far  superior  vision  than  is  possible  with  an 
incandescent  lamp.  Optical  glass  fibers  within  the 
telescope  sheath  connect  at  their  proximal  end 
with  a flexible  bundle  of  approximately  200,000 
ight-carrying  fibers,  which  transmit  undis- 
torted light  from  a high  intensity  parabolic 
lamp  located  in  a power  supply  cabinet. 
Vision  is  both  forward  and  oblique— 
“amphitheatre  vision.”  This  telescope 
can  be  used  with  twenty-eight  differ- 
ent ACMI  diagnostic  and  oper- 
ating instruments,  including 
pan-endoscope,  electrotome, 
grasping  forceps,  peri- 
toneoscope, resectoscope 
and  many  others. 


Cat.  No.  FO-8148— 

Fiber  Optic  68-A 
Foroblique  Telescope. 

Cat.  No.  FOLC-400A— 
Fiber  Optic  Light 
Carrier  Bundle,  72". 

Cat.  No.  FCB-100— 

Fiber  Optic  Power  Supply 


For  further  information,  consult  your  dealer  or  write  to  ACMI. 

cfbwican  Cyst  esc  ope 

8 Pelham  Parkway,  Pelham  Manor  (Pelham),  N.Y. 


HOSPITAL  & PHYSICIANS  SUPPLY  CO. 

511  BROOKS  STREET  344-3554 


CHARLESTON,  WEST  VIRGINIA 


The  Month 

in  Washington 


The  American  Medical  Association  urged  that  Con- 
gress appropriate  as  much  money  as  possible  for 
medical  education  to  help  “meet  the  pressing  need 
which  exists  today  for  an  increased  number  of  phy- 
sicians.” 

Testifying  before  a House  appropriations  subcom- 
mittee, Dr.  C.  H.  William  Ruhe,  Director  of  the  AMA’s 
Division  of  Medical  Education,  said  the  association 
recognized  the  need  for  an  overall  reduction  in  federal 
spending  to  combat  inflation. 

“In  view  of  this,”  he  said,  “we  believe  that  in  any 
appropriation  priorities  established  for  all  government 
programs,  those  which  affect  health  care  should  be 
given  primary  consideration.  Further,  because  of  the 
special  need  that  exists  at  this  period  in  our  history 
for  more  physicians,  we  urge  that  appropriations 
relevant  to  the  production  of  physicians  be  given  first 
priority.” 

Doctor  Ruhe  pointed  out  that  funds  had  not  been 
appropriated  for  a backlog  of  approved  applications 
for  construction  of  facilities  for  new  medical  schools 
and  expansion  of  existing  schools  as  authorized  by  the 
Health  Research  Facilities  Construction  Act  and  the 
Medical  Library  Act.  He  also  said  that  full  funding 
in  the  amounts  authorized  by  the  Health  Manpower 
Act  of  1968  is  necessary  to  permit  construction  of  new 
and  expanded  facilities  before  major  enrollment  in- 
creases in  medical  schools  will  be  feasible. 

“The  provision  in  the  Administration  budget  of 
funds  for  the  Physician  Augmentation  Program  and 
for  special  improvement  grants  has  been  a considerable 
incentive  to  medical  schools  to  expand  enrollments,” 
Doctor  Ruhe  said.  “But  many  schools  have  already 
increased  their  enrollments  to  full  capacity  in  their 
existing  facilities.  Others  have  been  in  serious  finan- 
cial distress  and  are  in  desperate  need  of  increased 
operational  support  to  maintain  their  present  enroll- 
ments or  even  to  survive.  It  must  be  recognized  that 
such  schools  will  need  further  facilities  and  operating 
funds  which  are  necessarily  tied  to  increased  enroll- 
ments.” 

Using  funds  appropriated  for  the  current  fiscal 
year,  1970,  the  Department  of  Health,  Education  and 
Welfare  recently  announced  nearly  3C0  grants  to 
schools  of  medicine  and  other  health  professions  total- 
ing more  than  $54  million. 

About  $7.6  million  went  to  27  schools  of  medicine 
and  osteopathy  under  the  Physician  Augmentation 
Program.  A government  spokesman  said  the  grants 
would  enable  the  schools  to  increase  their  first  year 
enrollment  by  395  students. 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


RMP  and  CHP  Given  Support 

The  American  Medical  Association  supports  exten- 
sions of  the  Regional  Medical  Programs  and,  with 
some  reservations,  the  program  for  Comprehensive 
Health  Planning  and  Public  Health  Services. 

Testifying  before  a House  Public  Health  and  Wel- 
fare Subcommittee,  Dr.  Bland  W.  Cannon  of  Memphis, 
Tennessee,  a member  of  the  AMA’s  Council  on  Medi- 
cal Education,  emphasized  that  the  AMA  believes  that 
RMP  “should  continue  as  a program  of  continuing 
medical  education,  with  patient  care  being  limited  to 
demonstrations  as  an  adjunct  of  the  education  and 
research  processes.” 

The  AMA  supports  broadening  the  scope  of  the 
programs  to  include  “other  major  diseases,”  in  addi- 
tion to  heart  disease,  cancer  and  stroke,  he  said. 

He  said  a combination  of  the  programs  would  result 
in  a change  toward  emphasis  on  patient  care  in  RMP. 

“We  would  view  with  grave  concern  any  attempt  to 
change  this  essentially  educational  program  to  a pro- 
gram for  the  provision  of  health  services,”  Doctor 
Cannon  said.  “The  medical  profession  today  generally 
views  RMP  as  a means  of  aiding  the  physician  to  pro- 
vide better  care  to  his  patients.  It  is  this  attitude 
which  has  brought  about  the  outstanding  cooperation 
between  practicing  physicians  and  RMP  and  which 
has  been  a major  cause  of  success  for  the  program 
thus  far.  If  RMP  returns  to  an  earlier  concept  of  pro- 
viding services  to  the  patient,  rather  than  its  present 
goal  of  assisting  the  individual  physician  to  treat  the 
patient  more  effectively,  this  cooperation  will,  in 
many  cases,  be  lost.  The  program’s  beneficial  accom- 
plishments will  then  be  diminished.” 

He  said  the  AMA  opposes  legislation  that  would 
combine  the  individual  programs. 

“These  programs  are  relatively  new  and  we  believe 
should  be  evaluated,  as  well  as  allowed  to  develop 
further  evidence  of  their  individual  strengths  and 
weaknesses,”  he  said. 

Doctor  Cannon  pointed  out  that  the  AMA  House 
of  Delegates  last  December  affirmed  its  support  of 
the  concept  of  Regional  Medical  Programs  and  urged 
AMA  members  to  participate  at  all  levels  in  giving 
guidance  to  implementing  the  programs. 
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Obituaries 


CHARLES  B.  ROHR,  M.  D. 

Dr.  Charles  B.  Rohr  of  Alum  Bridge,  Lewis  County, 
died  in  a Morgantown  hospital  on  June  1 after  a five- 
day  illness.  He  was  89. 

Doctor  Rohr  was  born  at  the  community  of  John- 
town  and  attended  Glenville  Normal  School,  now 
Glenville  State  College.  He  taught  school  for  a time 
before  enrolling  in  the  College  of  Physicians  and  Sur- 
geons in  Baltimore,  where  he  received  his  M.  D. 
degree  in  1914.  He  served  his  internship  at  St.  Luke’s 
Hospital  in  Baltimore. 

Doctor  Rohr,  who  specialized  in  EENT,  was  Pres- 
ident of  the  old  Taylor  and  Lewis  County  Medical 
Societies.  He  was  an  honorary  member  of  the  Central 
West  Virginia  Medical  Society  and  the  West  Virginia 
State  Medical  Association  and  the  American  Medical 
Association. 

Survivors  include  the  widow,  Mrs.  Leah  M.  Lyndsey 
Rohr;  daughters,  Mrs.  W.  C.  Means  of  Morgantown 
and  Mrs.  John  J.  Brooks  of  Goldsboro,  North  Carolina; 
and  brothers,  Dr.  Joseph  U.  Rohr  of  Roanoke,  Vir- 
ginia, Harley  D.  Rohr  of  Weston,  and  Cecil  R.  Rohr 
of  Charleston. 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 

Internal  Medicine: 

John  E.  Lenox,  M.  D. 

Ernest  G.  Guy,  M.  D. 

Young  J.  Song,  M.  D. 

Pediatrics: 

Donald  F.  Manger,  M.  D. 

Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 

Broaddus  Hospital  Resident  Staff: 

Mario  M.  Rosales,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Teodoro  A.  Darvin,  M.  D. 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


JAMES  EDWARD  WILSON,  JR.,  M.  D. 

Dr.  James  E.  Wilson,  Jr.,  of  Clarksburg,  the  eldest 
of  four  physician-brothers,  died  on  May  26  at  the 
age  of  60.  Death  was  attributed  to  a heart  attack. 

A native  of  Clarksburg,  Doctor  Wilson  attended 
West  Virginia  University  and  received  his  M.  D.  degree 
from  Johns  Hopkins  University  School  of  Medicine  in 
Baltimore  in  1934. 

Doctor  Wilson  had  graduate  training  in  surgery  and 
pathology  at  Duke  University  Hospital,  Baltimore 
City  Hospital,  and  Long  Island  College  Hospital.  Dur- 
ing World  War  II,  Doctor  Wilson  served  as  a Major 
in  the  Medical  Corps  of  the  United  States  Army,  and 
he  later  opened  an  office  for  the  practice  of  general 
surgery  in  Clarksburg. 

He  was  a member  of  the  Harrison  County  Medical 
Society,  the  West  Virginia  State  Medical  Association 
and  the  American  Medical  Association.  He  also  was 
a member  of  the  Southeastern  Surgical  Congress  and 
the  Pan  Pacific  Surgical  Association,  was  a Fellow 
of  the  American  College  of  Surgeons  and  a Diplomate 
of  the  American  Board  of  Surgery. 

Doctor  Wilson  was  a son  of  the  late  Dr.  James  E. 
Wilson  of  Clarksburg.  The  three  surviving  brothers 
are:  Dr.  Thomas  C.  Wilson  of  Northampton,  Massa- 
chusetts, an  orthopedic  surgeon;  Dr.  J.  D.  H.  Wilson 
of  Clarksburg,  a radiologist;  and  Dr.  Robert  S.  Wilson 
of  Clarksburg,  an  orthopedic  surgeon. 

Other  survivors  include  the  mother,  Mrs.  Mary 
Boggess  Wilson  of  Clarksburg;  the  widow,  Mrs.  Helen 
Gillies  Wilson;  sons,  James  M.  Wilson  and  John  S. 
Wilson,  both  of  Clarksburg;  a daughter,  Miss  Jane  G. 
Wilson  of  Ann  Arbor,  Michigan;  and  six  sisters,  Mrs. 
S.  H.  Beauchamp  and  Mrs.  T.  J.  Moore,  both  of 
Clarksburg;  Mrs.  R.  S.  Thompson  of  Fitchburg,  Massa- 
chusetts; Mrs.  James  L.  Morris  of  Midland,  Texas; 
Mrs.  James  F.  Gleason  of  Ventnor,  New  Jersey;  and 
Mrs.  T.  J.  Greene  of  Charleston. 


‘’Current  Procedural  Terminology’ 
Available  from  AMA 

The  newly  published  second  edition  of  the  Current 
Procedural  Terminology  (CPT)  is  now  offered  to 
physicians  as  an  aid  in  settling  claims  for  compensa- 
tion through  insurance  companies  or  Medicare  and 
Medicaid. 

It  is  a uniform  system  of  terminology  and  coding 
which  provides  a method  to  describe  diagnostic  or 
therapeutic  procedure. 

The  concepts  of  the  book  have  been  implemented 
through  studies  made  by  the  AMA  Committee  on 
Health  Care  Financing.  The  format  of  this  second 
edition  is  similar  to  the  first  in  its  alphabetical  and 
numerical  listing  of  procedures  and  the  use  of  special 
headings  and  sections. 

CPT  is  priced  at  $2,  less  50  per  cent  discount  on 
medical  society  orders,  from  American  Medical  Asso- 
ciation, 535  North  Dearborn  Street,  Chicago,  Illinois 
60610.  Checks  must  accompany  orders. 
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In  units  of  — $10,000  - $20,000  - $30,000  - $40,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $1,500  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDONOUGH-CAPERTON-SHEPHERD-GOLDSMITH 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 
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Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims 


County  Societies 


MARION 

Dr.  Frederick  Shaffer  of  Fairmont  took  office  as 
the  new  President  of  the  Marion  County  Medical 
Society  during  the  organization’s  regular  monthly 
meeting  in  May. 

Other  officers  for  the  next  year  are:  Dr.  Robert 
Hamilton,  Vice  President;  Dr.  G.  Thomas  Evans, 
Secretary;  and  Dr.  Robert  Frye,  Treasurer. 

Dr.  James  L.  Dead wyler  of  Fairmont  was  admitted 
as  a new  member. — G.  Thomas  Evans,  M.  D.,  Secre- 
tary. 

* * * * 

MERCER 

The  regular  monthly  meeting  of  the  Mercer  County 
Medical  Society  was  held  at  the  West  Virginian  Hotel 
in  Bluefield  on  May  18. 

Mr.  Virgil  Cook  and  Mr.  James  Baker  presented  a 
program  on  alcoholism.  Mr.  Cook  stated  that  there  are 
three  treatment  units  for  alcoholics  in  West  Virginia, 
located  at  Spencer,  Weston  and  Huntington.  He  said 
there  is  a need  for  a treatment  center  in  Southern 
West  Virginia  that  could  handle  20  to  25  inpatients 
and  15  to  20  outpatients. 

On  motion  by  Dr.  Upshur  Higginbotham,  the  Society 
will  ask  that  the  Appalachian  Regional  Commission 
study  and  seriously  consider  establishing  an  alcoholic 


treatment  unit  that  would  serve  Mercer  County. — 
John  J.  Mahood,  M.  D.,  Secretary. 

★ if  ★ ★ 

MONONGALIA 

Dr.  Havelock  Thompson,  Associate  Professor  of 
Pediatrics  at  the  West  Virginia  University  Medical 
Center,  presented  the  scientific  program  for  the  regular 
monthly  meeting  of  the  Monongalia  County  Medical 
Society,  which  was  held  on  May  5. 

Doctor  Thompson  gave  an  excellent  talk  on  “XYY 
and  Criminal  Behavior.” 

Dr.  Robert  L.  Smith  was  accepted  as  an  active 
member  of  the  Society. 

The  Society  voted  to  invite  all  medical  students 
whose  legal  residence  is  in  Monongalia  County  to  all 
county  society  meetings. — W.  Gene  Klingberg,  M.  D., 
Secretary. 

"k  k ★ ★ 

RALEIGH 

Dr.  Maynard  P.  Pride  of  Morgantown,  President  of 
the  West  Virginia  State  Medical  Association,  was 
guest  speaker  at  a combined  meeting  of  the  Raleigh 
County  Medical  Society  and  its  Woman’s  Auxiliary 
which  was  held  at  Henry’s  Restaurant  in  Beckley 
on  May  21. 

Doctor  Pride  discussed  some  of  the  problems  facing 
organized  medicine  at  the  State  level  and  reviewed 
the  activities  of  the  State  Medical  Association’s  WVU 
Liaison  Committee. 

Approximately  ICO  members  and  wives  attended 
the  meeting. — C.  Richard  Daniel,  M.  D.,  Secretary. 


Ritter  U& 

UNIVERSAL  TABLE 

BRINGS  POWERED  COMFORT  TO 
BUSY  PHYSICIANS!  The  new  "75" 

Ritter  Examining  and  Treatment 
Table  eliminates  bending  and  stoop- 
ing. It  raises  . . . lowers  . . . tilts  at 
the  touch  of  the  Mobile  Foot  Control. 
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Book  Reviews 


TOBACCO  AND  YOUR  HEALTH:  THE  SMOKING  CON- 

TROVERSY—By  Harold  S.  Diehl,  M.  D.,  Emeritus  Pro- 
fessor of  Health  and  Dean  of  the  Medical  Sciences, 
University  of  Minnesota  School  of  Medicine:  and  Special 
Consultant  for  Research  and  Medical  Affairs  for  Amer- 
ican Cancer  Society.  McGraw-Hill,  Inc. 

This  is  a small  paperback  full  of  information  on 
a red  hot  subject.  Doctor  Diehl  is  not  impartial, 
He  is  an  anti-smoker  and  presents  his  evidence  in  a 
manner  that  leaves  no  doubt  in  the  mind  of  this  re- 
viewer that  cigarette  smoking  leads  to  illness,  dis- 
ability and  premature  death. 

The  book  is  written  for  all  who  are  interested  in 
the  problem — physicians,  laity,  teachers  and  other 
health  personnel.  It  has  excellent  material  for  the  un- 
convinced smoker  and  there  are  precise  directions  for 
those  who  wish  to  quit  the  habit.  It  is  full  of  informa- 
tion for  those  disciples  who  choose  to  inform  and 
teach  students,  lay  or  professional  groups. 


Conference  on  Medical  Ethics 

The  American  Medical  Association’s  Third  National 
Conference  on  Medical  Ethics  will  be  held  in  Chicago, 
September  19-20. 


WANTED 

Student  Health  Center  at  Virginia 
Polytechnic  Institute  has  opening  for 
Staff  Physician.  Good  fringe  benefits. 
Salary  $20  to  $22,000.  Ideal  area  for 
family  living.  For  further  information 
write  or  phone,  Emory  R.  Irvin,  M.  D., 
Director,  Student  Health  Center,  Vir- 
ginia Polytechnic  Institute,  Blacksburg, 
Virginia  24061.  Phone  703-552-6444. 


THE  WHEELING  CLINIC 


EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D 
E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
Hugh  R.  Holtrop,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 
Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Kathleen  Nickerson 

Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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the  successful  candidate  will  have  medical  re- 
sponsibility for  the  2500  employees,  performing 
periodic  physicals,  caring  for  industrial  accident 
cases,  emergencies,  involvement  in  toxicology 
studies,  etc. 
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Surgical  Management  of  Tracheoesophageal  Fistula 
And  Esophageal  Atresia: 

(Results  at  a University  Hospital) 

Jay  Hoppenstein,  M.  D.,  Richard  A.  Currie,  M.  D.,  Thomas  J.  Tarnay,  M.  D., 
Herbert  E.  W arden,  M.  D.,  Bernard  Zimmermann,  M.  D.,  Ph.  D.,  and 
Joseph  R.  Lancaster,  M.  D. 


■p\ESPiTE  the  improvement  in  survival  since 
Cameron  Haight  performed  the  first  suc- 
cessful one-stage  anastomosis  for  esophageal 
atresia  in  1941,  there  remains  a mortality  rate 
of  approximately  40  per  cent.5  The  following 
represents  the  experience  with  17  patients  who 
have  been  treated  for  esophageal  atresia  and 
tracheoesophageal  anomaly  since  the  opening 
of  West  Virginia  University  Medical  Center  in 
1960. 

Clinical  Material 

The  anomalies  described  in  this  series  are 
grouped  according  to  Gross’s1  classification 
(Figure  1).  The  series  is  comprised  of  10  type 
“C”  (blind  proximal  pouch  with  fistulous  con- 
nection distally  to  stomach),  two  type  “A” 
(esophageal  atresia  without  fistulous  connection 
to  trachea),  two  type  “B”  (fistula  to  trachea 
from  proximal  blind  pouch  and  atretic  distal 
esophagus),  two  type  “E”  (the  so-called  “H” 
fistula  with  no  esophageal  atresia)  and  one  type 
“D”  (esophageal  atresia  with  fistula  from  both 
atretic  segments). 

All  patients  were  admitted  within  the  first 
48  hours  of  life  with  three  exceptions:  a type 
“C”  was  seen  at  four  days  and  two  type  “E”. 
The  first  type  “E”  was  seen  at  nine  months  and 
had  been  explored  elsewhere  at  the  age  of  three 
days.  The  second  type  “E”  was  seen  at  age 
10  weeks. 

There  were  nine  males  and  eight  females  in 
the  series. 

The  birth  weights  ranged  between  1450  Gm. 
and  4100  Gm.  Ten  infants  weighed  between 
2000  and  2500  Gm.  Three  infants  weighed  less 


The  Authors 

• Jay  Hoppenstein,  M.  D.,  Richard  A.  Currie, 
M.  D.,  Thomas  J.  Tarnay,  M.  D.,  Herbert  E. 
Warden,  M.  D„  Bernard  Zimmermann,  M.  D., 
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ment of  Surgery,  West  Virginia  University 
Medical  Center,  Morgantown. 


than  2000  Gm.  and  three  weighed  over  2.500 
Gm. 


Tracheoesophageal  Anomalies. 
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Some  form  of  congenital  heart  disease  was  the 
most  commonly  associated  anomaly  (Table  1). 

Three  patients  developed  hyperbilirubinemia 
and  one  of  these  necessitated  exchange  trans- 
fusion. 

Diagnosis 

Prior  to  admission  to  our  hospital,  an  esopha- 
geal anomaly  usually  was  suspected.  Immediate 
respiratory  difficulty  was  present  in  only  three 
patients,  and  two  of  these  weighed  less  than 
2000  Gm.  The  remainder  did  well  until  the 
time  of  the  first  feeding.  When  repeated  at- 
tempts at  feeding  resulted  in  respiratory  dis- 
tress, an  esophageal  anomaly  was  considered. 
Upon  admission  to  our  hospital  a small  radi- 
opaque catheter  was  inserted  into  the  proximal 
esophagus  as  far  as  it  would  go  and  radiographs 
were  taken.  Absence  of  air  in  the  gastro- 
intestinal tract  was  diagnostic  of  a short  distal 
esophageal  segment  without  fistulous  connec- 
tion to  the  bronchial  tree  (type  “A”  or  “B”). 
Sterile  contrast  material  was  then  cautiously 
injected  into  the  esophageal  tube  in  order  to 
fill  the  esophagus  without  overflowing  into  the 
trachea.  When  a proximal  blind  esophagus  seg- 
ment was  identified  and  gas  was  noted  to  be 
within  the  gastrointestinal  tract,  a diagnosis  of 
a type  “C”  anomaly  was  made.  Proximal  tracheo- 
esophageal fistulae  were  easily  distinguished 
from  simple  aspiration  of  contrast  material  by 
the  use  of  this  technique.  Feeding  infants  con- 
trast material  in  a nippled  bottle  was  considered 
both  hazardous  and  inaccurate. 

Preoperative  Care 

Immediately  upon  admission  to  the  Pediatric 
Surgery  Ward  all  infants  were  placed  in  an 
incubator  with  humidified  30  per  cent  to  40 
per  cent  oxygen.  The  head  was  elevated  to 
minimize  gastric  reflux  into  the  esophageal 
segment  in  those  infants  with  distal  trache- 
oesophageal fistulae.  A nasopharyngeal  tube  was 
inserted  and  connected  to  intermittent  low  pres- 
sure suction  to  prevent  aspiration  of  the  proxi- 
mal esophageal  contents.  Intravenous  catheters 
were  inserted  into  the  distal  or  proximal  long 
saphenous  vein  for  long-term  fluid  therapy.  De- 
hydration was  corrected  with  appropriate  in- 
travenous fluids  depending  upon  the  clinical 
assessment  and  laboratory  correlation  of  the 
degree  and  type  of  fluid  and  electrolyte  im- 
balance. All  infants  were  treated  with  intra- 
venous aqueous  penicillin  and  intramuscular 
streptomycin. 

Because  almost  all  infants  had  some  degree 
of  atelectasis  and  pneumonia  upon  admission, 


endotracheal  suction  was  employed  with  dra- 
matic improvement  in  many  instances. 

Hyperbilirubinemia  in  excess  of  20  mg.  per 
cent  was  treated  by  an  exchange  transfusion. 

Surgical  Therapy 

The  type  and  result  of  surgical  therapy  utilized 
in  the  treatment  of  the  17  infants  are  outlined 
in  Table  2. 

Transposition  of  the  stomach  to  the  chest 
employing  a pyloroplasty  and  esophagogas- 
trostomy  was  attempted  once  unsuccessfully  in 
an  effort  to  achieve  a single-stage  definitive  re- 
pair in  a type  “A”  esophageal  atresia.  The  other 
type  “A"  patient  underwent  cervical  esopha- 
gostomy  and  gastrostomy  (Table  2). 

Type  “B"  fistulae  were  divided  through  cer- 
vical incisions  and  cervical  esophagostomies  and 
gastrostomies  were  created  (Table  2). 

Closure  of  the  tracheoesophageal  fistula  was 
performed  initially  in  eight  of  the  10  type  “C” 
esophageal  anomalies  using  a Haight2  two-layer 
anastomosis  through  a right  lateral  transpleural 
approach.  The  proximal  segment  was  easily 
identified  by  the  presence  of  a previously  placed 
nasal  tube.  The  distal  segment  inflated  with 
each  inspiration  allowing  a positive  identifica- 
tion of  the  tracheoesophageal  fistula.  The  fistula 
was  divided  close  to  the  trachea  or  right  main 
stem  bronchus  and  closed  with  interrupted  num- 
ber 4-0  silk.  The  proximal  esophagus  was  se- 
cured with  a retraction  suture  and  sharply 
mobilized  up  toward  the  pharynx  to  gain  addi- 
tional length.  The  full  thickness  of  the  lower 
segment  was  sutured  to  the  mucosa  of  the  upper 
segment  as  an  inner  layer,  allowing  the  proximal 
esophagus  to  overlap  the  distal  esophagus.  A 
second  layer  was  placed  suturing  the  overlapping 
museularis  to  muscularis  circumferentially.  The 
nasal  tube  was  advanced  into  the  distal  segment 
once  the  first  posterior  row  had  been  placed  to 
facilitate  the  safe  completion  of  the  anastomosis. 

Table  1 

Associated  Congenital  Abnormalities  in  Patients 
With  Tracheoesophageal  Anomalies 

A.  Cardiovascular 

1.  Persistent  right  aortic  arch. 

2.  Patent  ductus  arteriosus  ( 3 ) *. 

3.  Persistent  left  superior  vena  cava  to  left  atrium. 

4.  Intraventricular  septal  defect  ( 3 ) ° . 

5.  Atrial  Septal  defect. 

6.  Coarctation  of  aorta. 

B.  Genitourinary— Horseshore  Kidney. 

C.  Miscellaneous 

1.  Facial  nerve  paralysis. 

2.  Porencephaly. 

* Indicates  number  of  patients  with  same  anomaly. 
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The  nasoesophageal  catheter  was  then  posi- 
tioned just  proximal  to  the  suture  line.  Two 
number  16  French  chest  tubes  were  inserted 
into  the  chest  prior  to  closing  through  long 
subcutaneous  tunnels.  One  tube  was  placed  just 
beside  the  anastomosis.  The  esophagus  could 
not  be  anastomosed  without  tension  in  two 
patients,  so  cerv  ical  esophagostomies  and  Stamm 
gastrostomies  were  performed.  Preliminary  gas- 
trostomy was  used  once  for  one  week  prior  to 
successful  closure  and  primary  repair  of  a type 
“C”  fistula.  Simple  esophagostomy  was  used 
once  in  an  almost  moribund  patient  with  great 
quantities  of  pharyngeal  secretions  (Table  2). 

The  one  patient  with  a type  “D”  anomaly  had 
a primary  closure  and  a Stamm  gastrostomy 
performed  simultaneously  (Table  2). 


One  type  “E”  anomaly  was  first  seen  nine 
months  after  the  patient  had  been  explored 
elsewhere  through  a transthoracic  approach 
without  any  attempt  at  division  or  reconstruc- 
tion. Preliminary^  gastrostomy  was  used  for 
nutritional  purposes  during  two  weeks  of  pre- 
operative preparation.  The  patient  then  under- 
went thoracotomy  and  division  of  the  fistula 
(Table  2).  The  other  type  “E”  was  seen  at 
age  10  weeks.  The  fistula  was  repaired  thru 
a cervical  approach.  The  postoperative  period 
was  immediately  complicated  by  laryngeal  and 
tracheal  edema.  This  necessitated  a trache- 
ostomy. 

Postoperative  Care 

All  patients  were  returned  to  the  intensive 
care  unit  and  placed  in  a temperature  controlled 
high  humidity  oxygen  monitored  incubator. 


Table  2 


Type  of  Operative 

Weight  in 

Assoc.  Congenital 

Outcome 

Anomaly  Procedure  ( s ) 

Grams 

Abnormalities 

A 

Esopliagogastr  ostomy 

1450 

Patent  ductus  arteriosus 

Died  of  respiratory  failure 
2 days  postoperatively. 

A 

Gastrostomy  and  cervical 
esophagostomy 

2386 

Alive  and  well  5 months. 
Awaiting  reconstruction. 

B 

Closure  of  tracheoesophageal 
fistula  and  cervical  esopha- 
gostomy. Gastrostomy  (3  days 
later) 

2102 

.Alive  and  well  9 years. 

Has  had  subsequent  jejunal 
transplant. 

B 

Closure  of  tracheoesophageal 
fistula,  gastrostomy  and  cer- 
vical esophagostomy 

3238 

Alive  2 years  and  well.  Has 
had  jejunal  transplant. 

C 

Esophagostomy 

1900 

Right  aortic  arch,  left  superior 
vena  cava  to  left  atrium,  patent 
ductus  arteriosus. 

Died  2 days  postoperatively 
of  respiratory  insuffiency. 

C 

Primary  repair 
Exchange  transfusion 

2130 

Died  of  respiratory  failure. 

C 

Primary  repair 

2050 

Alive  and  well  5 years. 

C 

Primary  repair 
Exchange  transfusion 

3300 

Intraventricular  septal  defect, 
atrial  septal  defect,  Rh  incom- 
patibility. 

Died  1 day  postoperatively. 

C 

Primary  repair  and 
gastrostomy 

2800 

Coarctation  of  aorta 
porencephaly 

Died  2 days  postoperatively. 

C 

Primary  repair 

2010 

Alive  and  well  4 years. 

C 

Closure  of  tracheoesophageal 
fistula  cervical  esophagostomy 
and  gastrostomy 

2050 

Died  suddenly-  at  home 
9 weeks  postoperatively. 

C 

Primary  repair  and 
gastrostomy 

2220 

Anastomotic  leak.  Stricture 
responded  to  dilatations. 
Alive  and  well  17  months. 

C 

Primary  repair  gastrostomy 
and  esophagostomy 

1890 

Ventricular  septal  defect,  patent 
ductus  arteriosus,  horseshoe 
kidney'. 

Died  5 days  postoperatively. 

C 

Gastrostomy.  Primary- 
repair  7 days  later. 

3295 

Alive  and  well  2 months. 

D 

Primary  closure  and 
gastrostomy 

4100 

Died  2 months  post- 
operatively of  bowel  in- 
farction. 

E 

Gastrostomy  and  closure  of 
fistula  2 wks.  later  (9  mos. 
old  at  time  of  surgery ) 

2186° 

Alive  and  well  8 years. 

E 

Cervical  closure  of 
fistula,  tracheostomy. 

2700° 

Died  1 month  postopera- 
tively of  tracheal  stenosis. 

* Birth  weight 
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Frequent  endotracheal  suction  was  employed. 
Occasionally  direct  laryngoscopy  was  needed  to 
assure  accurate  intubation  of  the  trachea. 

Intravenous  fluids  were  administered  for  at 
least  five  days  before  gastrostomy  feedings  were 
initiated.  When  gastrostomy  feedings  were  be- 
gun great  care  was  taken  to  avoid  gastric  dilata- 
tion and  consequent  complications  of  respira- 
tory embarrassment  and  leakage  about  the  gas- 
trostomy tube. 

Before  alimentation  was  begun,  in  infants 
with  primary  esophageal  anastomosis,  a dilute 
methylene  blue  solution  was  first  given  by  mouth 
and  the  chest  tubes  were  closely  observed  for 
signs  which  would  indicate  anastomotic  leak. 
When  this  occurred  in  one  instance  the  gastros- 
tomy tube  feeding  was  resumed  and  the  test 
repeated  eveiy  two  days  until  the  esophageal 
leak  had  healed.  The  last  chest  tubes  were  re- 
moved only  when  the  following  criteria  were 
met: 

1.  No  evidence  of  pneumothorax  or  hydro- 
thorax. 

2.  No  evidence  of  esophageal  anastomotic 
leak. 

At  the  first  clinical  sign  of  esophageal  stenosis, 
an  esophogram  was  performed.  Two  strictures 
thus  discovered  were  treated  by  esophageal  dila- 
tation. 

In  those  infants  who  had  esophagostomies, 
particular  attention  was  directed  toward  keep- 
ing the  esophagostomy  stoma  free  of  encrusta- 
tions by  the  use  of  moist  compresses  changed 
periodically. 

Results 

In  the  type  “A”  anomalies  the  one  patient 
who  underwent  gastrostomy  and  cervical  eso- 
phagostomy is  alive  and  well  at  five  months. 
The  patient  is  doing  well  on  gastrostomy  feed- 
ings and  is  awaiting  a reconstructive  procedure. 
The  other  type  “A”,  the  smallest  infant  in  the 
series,  died  following  the  attempt  at  primary 
reconstruction  (Table  2). 

The  two  type  “B”  anomalies  both  survived 
the  initial  procedures  and  have  both  been  re- 
constructed with  jejunal  interpositions.  (Table 
2). 

In  the  10  type  “C”  anomalies  there  were  five 
postoperative  deaths.  Four  of  the  five  deaths 
were  in  infants  who  had  associated  congenital 
heart  disease.  The  fifth  was  in  an  infant  who 
had  hyperbilirubinemia  necessitating  an  ex- 
change transfusion.  In  this  group  there  were 
two  significant  anastomotic  strictures.  One  re- 
sponded very  well  to  dilatation  and  the  other 


died  suddenly  at  home  after  having  responded 
satisfactorily  to  dilatation.  There  are  four  long- 
term survivors  of  this  group  (Table  2). 

The  one  patient  with  the  type  “D”  anomaly 
died  two  months  postoperatively  of  an  unex- 
plained small  bowel  infarction  (Table  2). 

One  type  “E”  patient  is  alive  and  well  eight 
years  after  repair.  The  other  type  “E”  expired 
one  month  postoperatively  of  tracheal  stenosis 
secondary  to  the  tracheostomy  (Table  2). 

The  overall  mortality  rate  for  the  series  was 
47  per  cent.  The  operative  mortality  rate  for 
the  12  infants  without  any  other  congenital 
abnormality  was  25  per  cent.  One  hundred 
per  cent  of  infants  with  other  significant  incor- 
rectable  congenital  abnormalities  died  (Table 
3). 

Discussion 

Although  the  diagnosis  of  most  tracheoesopha- 
geal anomalies  is  straight  forward,  the  diagnosis 
of  the  type  “E"  anomaly  can  be  a challenge. 
The  first  recorded  ante  mortem  diagnosis  of 
this  type  of  anomaly  was  in  1939  by  Imperatori.1- 
That  patient  was  almost  seven  years  old  and 
had  had  many  complications  of  his  fistula  be- 
fore it  was  diagnosed  by  tracheoscopy.  Both 
patients  in  this  series  had  delayed  therapy  due 
to  inability  to  demonstrate  the  fistula.  Not  only 
is  verification  of  the  presence  of  a fistula  im- 
portant, but  accurate  localization  is  necessary 
for  proper  operative  approach  for  repair. 

Despite  the  surgical  progress  of  the  past  25 
years  the  mortality  encountered  in  the  treatment 
of  congenital  esophageal  anomalies  and  tra- 
cheoesophageal fistulae  has  remained  high.  The 
outcome  of  surgical  therapy  is  dependent  upon 
many  interrelated  factors,  some  of  which  cannot 
be  favorably  altered.  It  is  apparent  from  other 
reports  that  prematurity  is  associated  with  the 
highest  mortality  rates.3,  9'  10  All  of  the  infants 
in  this  series  who  weighed  less  than  2,000  Gm. 
died,  but  prematurity  alone  was  not  the  only 
cause  of  failure.  The  technical  problems  en- 
countered in  caring  for  these  infants  were  com- 
pounded by  the  high  incidence  of  associated 
congenital  abnormalities. 

Table  3 

Relationship  of  Associated  Congenital  Abnormalities  to 
Survival  in  Infants  with  Esophageal  Anomalies 

Number  Survivors  Mortality 
No  Significant  Congenital  12  9 25% 

Abnormality 

Significant  Noncorrectable  5 0 100% 

Congenital  Abnormalities 

Total  17  9 47% 
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While  respiratory  complications  were  respon- 
sible for  the  immediate  cause  of  death,  all  three 
infants  weighing  less  than  2000  Gm.  had  congeni- 
tal heart  disease  and,  in  one,  multiple  lesions  not 
compatible  with  life  were  present.  Septal  defects 
were  the  most  common.  The  combination  of 
congenital  heart  disease  and  esophageal  atresia 
carries  a 78  to  96  per  cent  mortality  rate.5’  11 
The  presence  of  other  congenital  abnormalities 
is  also  associated  with  high  mortality  ratesd 

The  rapidity  with  which  the  infant  is  prepared 
for  surgery  is  not  universally  agreed  upon.0'  10 
Each  type  of  esophageal  anomaly  has  its  own 
degree  of  urgency.  A proximal  fistula  must  be 
divided  as  soon  as  possible.  A distal  trache- 
oesophageal fistula  demands  attention  immedi- 
ately because  gastric  dilatation  and  regurgitation 
into  the  trachea  inevitably  result.  No  effort  at 
preventing  additional  contamination  of  the  lung 
with  gastric  fluid  is  successful  until  the  fistula 
is  divided  or  an  emergency  gastrostomy  is  per- 
formed. As  long  as  a gastrostomy  is  functioning 
to  protect  the  respiratory  tree  definitive  sur- 
gical correction  can  wait  until  all  preoperative 
contraindications  to  surgery  have  been  cor- 
rected.7' 9 The  gastrostomy  should  not  be  used 
for  feeding  purposes  until  definitive  surgery  has 
been  performed.  When  gastrostomy  feeding 
can  be  safely  initiated  strict  attention  must  be 
directed  toward  prevention  of  gastric  dilatation. 

Tracheobronchial  toilet  must  be  practiced  ex- 
tensively if  pneumonia  and  atelectasis  usually 
present  upon  admission  are  to  be  improved  so 
that  surgical  intervention  can  proceed  without 
undue  hesitation  or  danger.  This  means  fre- 
quent nasotracheal  suction  using  sterile  tech- 
nique and  often  repeated  direct  tracheal  in- 
tubation with  a small  catheter  under  direct 
laryngoscopy  is  necessary.  Twenty-four  hour 
vigilance  is  an  absolute  necessity.  Tracheostomy 
in  infants  for  the  purposes  of  tracheal  toilet 
carries  such  a high  mortality  and  morbidity  that 
it  has  been  prohibitive. 

The  requirements  for  fluid  and  electrolyte 
balance  in  the  newborn  are  exacting  since  infants 
deprived  of  oral  intake  are  not  protected  by  all 
the  mechanisms  which  control  hemostasis  in 


adults.  Newborn  infants  cannot  excrete  fluid 
loads  rapidly  nor  increase  the  concentration  of 
urine  to  adult  levels  in  response  to  dehydration. 
The  antidiuretic  hormone  at  birth  is  35  micro 
units  per  milliliter  but  falls  to  normal  level 
within  a few  hours.  The  stress  of  surgical  pro- 
cedures provokes  a marked  rise  in  antidiuretic 
hormone.0  The  newborn  is  therefore  quite  sus- 
ceptible to  overhydration.  Careful  monitoring 
of  intake,  output,  daily  weight,  urine  specific 
gravity  and  serum  electrolytes  is  essential  to 
the  preservation  of  organ  function. 

Summary 

Seventeen  cases  of  tracheoesophageal  anom- 
alies are  presented.  The  overall  mortality  rate 
of  the  series  is  47  per  cent.  Some  of  the  diag- 
nostic problems  and  problems  contributing  to 
the  mortality  rate  are  discussed. 
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Cholecystitis  and  Cholelithiasis: 
Analyses  in  the  Adult  Male 

Robert  L.  Bradley,  M.  D.,  and  Fernando  Dominguez,  M.  D. 


Surgery  in  a Veterans  Administration  Hospital 
reflects  experiences  almost  exclusively  in  the 
adult  male  population.  Gallbladder  disease  is 
the  second  most  common  condition  requiring 
major  surgery  at  the  Veterans  Administration 
Hospital,  Huntington,  West  Virginia.  Tradi- 
tionally a malady  of  women,  it  is  of  sufficient 
frequency  in  the  male  to  merit  evaluation. 

The  authors’  series  comprised  165  chole- 
cystectomies performed  from  1952  through  1966. 
Breakdown  of  cholecystectomies  and  choledo- 
chostomies  by  year  is  given  in  Figure  1.  One 
hundred  fifty-three  gallbladders,  or  92  per  cent 
contained  calculi. 

Prior  to  1961,  biliary  tract  surgery  was  re- 
served for  acute  or  chronic  disease.  Since  then 
all  patients  with  calculi  have  had  cholecystec- 
tomies. This  is  reflected  in  the  increased  inci- 
dence of  cholecystectomy.  In  1952,  the  patients 
averaged  48.8  years  of  age;  in  1965,  49.8  years. 


The  Authors 

• Robert  L.  Bradley,  M.  D.,  Chief,  Surgical 
Service,  Veterans  Administration  Hospital, 
Huntington,  W.  Va. 

• Fernando  Dominguez,  M.  D.,  Veterans  Adminis- 
tration Hospital,  Huntington. 


Twelve  resected  gallbladders  did  not  contain 
stones.  Two  were  reported  normal  while  four 
revealed  minimal  fibrosis.  One  gallbladder  was 
removed  during  an  operation  for  peptic  ulcer 
disease.  In  the  five  remaining,  three  were  acute 
gangrenous  cholecystitis  and  two  were  advanced 
chronic  cholecystitis.  Omitting  the  two  normal 
gallbladders  and  the  gallbladder  incidentally 
removed,  nine  of  162  removed  for  cholecystitis 
were  without  stones.  Of  the  diseased  gallblad- 
ders, 93  per  cent  contained  calculi. 

The  yearly  number  of  cholecystectomies  has 
increased  substantially.  There  has  been  no 


,5  l_  CHOLECYSTECTOMIES  - 1952  - 1966 


Figure  1 
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comparable  increase  in  choledochostomies.  The 
incidence  of  common  duct  exploration  varies 
from  10.5  per  cent,  as  reported  by  Glenn,3  to 
28.6  per  cent  in  Colcock  and  Perey’s2  series. 
The  yield  of  stones  from  these  explorations  at 
69.1  per  cent  and  27.6  per  cent  reflects  the 
rigidness  of  criteria  for  duct  investigation.  The 
overall  incidence  of  common  duct  stones  in  pa- 
tients undergoing  biliary  tract  surgery  for  benign 
disease  was  reported  at  10  per  cent  to  16  per 
cent  by  Waugh,  et  al.4  Exploration  of  the  duct 
increases  the  mortality  rate  veiy  little.  Braasch, 
Wheeler  and  Colcock1  give  a 0.6  per  cent  mor- 
tality rate  for  simple  cholecystectomy  and  one 
per  cent  for  cholecystectomy  plus  choledochos- 
tomy. 


Cholangiography  Necessary  Adjunct 

Cholangiography  is  a necessary  adjunct  in 
biliary  tract  surgery.  The  degree  to  which  it  is 
utilized  and  relied  upon  varies  greatly.  In  this 
series,  it  was  reserved  for  the  patient  with  an 
abnormal  duct  or  jaundice.  Its  use  in  clarifying 
anatomy  in  difficult  dissections  should  not  be 
overlooked. 

The  variation  in  statistics,  the  high  incidence 
of  negative  common  duct  exploration,  and  the 
probable  increase  in  risk  prompted  a reassess- 
ment of  the  criteria  for  duct  exploration.  Figure 
2 evaluates  these  criteria.  Thirty,  or  18.5  per 
cent,  were  explored.  Eighteen  contained  stones 
or  a yield  of  60  per  cent.  It  is  apparent  that 
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only  two  criteria  were  consistently  rewarding, 
namely,  a dilated  duct  and  palpable  stone.  Fif- 
teen ducts  were  dilated.  Two  were  grossly 
thickened  and  abnormal  in  appearance.  Those 
ducts  appearing  normal  on  inspection  and  pal- 
pation were  negative  on  exploration. 

There  were  three  deaths  in  the  series,  or  1.8 
per  cent.  All  were  jaundiced.  Common  ducts 
in  all  three  appeared  normal  but  were  explored 
in  an  attempt  to  determine  the  cause  of  jaundice. 
The  three  explorations  were  negative.  One  pa- 
tient had  acute  cholecystitis  and  cholelithiasis. 
An  autopsy  revealed  acute  coronary  thrombosis. 
The  second  patient  had  an  elective  cholecy- 
stectomy for  cholelithiasis.  He  died  of  liver  fail- 
ure due  to  cirrhosis.  The  third  patient  was  ex- 
plored because  of  recurrent  jaundice  and  a 
history  of  physical  findings  compatible  with 
recurrent  cholecystitis.  This  patient  had  a nor- 
mal gallbladder  and  hepatitis  was  verified  at 
autopsy. 

Comment 

In  the  male  nearly  all  diseased  gallbladders 
contain  calculi.  Regardless  of  the  patient’s  lv's- 
toiy,  a thin-walled  gallbladder  with  no  calculi 
on  palpation  probably  is  normal.  A common 
duct  normal  to  sight  and  feel  rarely  will  yield 
stones.  The  recent  low  incidence  of  common 

GALL  BLADDERS  REMOVED  WITH  NO  CALCULI 


NORMAL  GALL  BLADDERS  7 

CHRONIC  CHOLECYSTITIS  - EARLY 
(GROSSLY  NORMAL  AT  SURGERY. 
MINIMAL  MICROSCOPIC  CHANGE)  4 

CHRONIC  CHOLECYSTITIS  - ADVANCED  7 

ACUTE  CHOLECYSTITIS  3 

GALL  BLADDER  ATTACHED  TO  ULCER  1 

TOTAL  12 

Table  1 


duct  stones  in  the  series  (5.8  per  cent  in  the  8-3 
cholecystectomies  performed  since  1981  versus 
17  per  cent  in  the  85  prior  operations)  may  be 
a result  of  cholecystectomy  for  so-called  “silent” 
stones. 

It  would  be  unusual  to  have  a common  duct 
stone  without  cholelithiasis.  The  absence  of  such 
probably  obviates  choledochostomy.  Careful 
adherence  to  the  policy  of  obstructive  etiology 
for  opening  a common  duct,  primarily  dilatation 
of  the  duct  or  palpable  stones,  will  reduce  the 
negative  explorations  to  a minimum.  Jaundice  is 
only  corroborative.  In  the  absence  of  a dilated 
duct  or  palpable  stones  overwhelming  suspicion 
must  exist  to  justify  exploration. 

Acute  cholecystitis  can  occur  in  the  non- 
calculus  gallbladder  but  is  uncommon.  The  ab- 
sence of  stones  in  an  acute  gallbladder  and  an 
otherwise  normal  appearing  common  duct  pre- 
cludes any  thought  of  choledochostomy.  A 
serum  bilirubin  of  8.8  mg.  per  cent  was  noted 
in  one  case  of  acute  cholecystitis  without  com- 
mon duct  stones. 

Summary 

Cholelithiasis,  with  or  without  symptoms,  is 
a surgical  problem.  Gallstones  are  never  “silent”; 
rather,  they  behave  as  sequestra.  Common  duct 
stones  are  the  result  of  neglected  cholelithiasis. 
Prompt  removal  of  the  calculi-bearing  gallblad- 
der is  the  best  prophylaxis.  It  is  hoped  that 
these  statistics  are  a reflection  of  this. 
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Medical  Education: 

A Summary  of  Revolutionary  Changes* 

Ralph  L.  Greene,  Jr.,  M.  D. 


At  the  present  time  there  is  a great  revolution 
taking  place  in  this  country’s  medical  schools 
which  is  centered  around  what  is  being  con- 
sidered an  outmoded  medical  curriculum.  The 
reasons  for  this  revolution  are  numerous  and 
several  of  them  will  be  presented  in  the  course 
of  this  discussion.  It  is  not  the  purpose  of  this 
paper  to  give  a detailed  account  of  medical  cur- 
riculum changes  occurring  at  the  present  time. 
To  attempt  such  a feat  would  prove  a foolish 
task  considering  the  enormous  scope  of  the  sub- 
ject, the  state  of  flux  of  this  topic  and  the  vast 
amount  of  literature  constantly  being  published. 
Instead,  I would  like  to  trace  briefly  the  events 
leading  up  to  the  present  revolution,  some  of 
the  present  trends  in  medical  curricula,  and 
specifically  to  discuss  the  recent  changes  in  the 
curriculum  at  the  West  Virginia  University 
School  of  Medicine  and  the  initial  reactions  of 
the  students  to  this  change.  The  main  purpose 
will  be,  then,  to  give  the  reader  a general  idea 
of  the  advances  being  made  in  medical  educa- 
tion today  and  why  they  are  being  made. 

History 

Actually,  this  is  not  the  first  time  there  have 
been  revolutionary  changes  in  medical  school 
curricula.  From  the  development  of  this  country 
until  the  late  1800’s  the  education  of  physicians 
was  not  accomplished  in  the  medical  school  or  in 
classrooms.  Instead,  an  apprentice  system  existed 
whereby  a person  interested  in  becoming  a 
physician  would  work  with  a relative  or  friend 
to  learn  the  “trade”  of  medicine.  In  1900,  less 
than  10  per  cent  of  the  physicians  were  graduates 
of  medical  schools.1 

With  the  development  of  the  American  Med- 
ical Association  in  1847  and  the  American  As- 
sociation of  Medical  Colleges  in  1876,  there 
began  a move  to  organize,  coordinate  and  im- 
prove the  medical  education  of  physicians.  This 
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movement,  or  revolution,  gradually  gained  mo- 
mentum and  support  until  the  climax  was 
reached  when  Abraham  Flexner  began  his  study 
of  the  1.50  existing  medical  schools  in  1908. 1 

In  1910,  the  famous  Flexner  Report  was  pub- 
lished. This  is  the  paper  which  has  had  such  a 
profound  influence  on  medical  education  as  it 
has  developed  in  the  last  half  century  and  as  it 
exists  today.  This  report  focused  on  three  main 
concerns: 

1.  The  urgent  requirements  for  stringent 
overall  raising  of  standards  of  admission  and  in- 
struction. 

2.  The  importance  of  relating  medical  edu- 
cation to  the  universities  and  placing  it  under 
their  jurisdiction  as  a discipline  controlled  and 
correlated  with  the  liberal  arts. 

3.  The  need  to  provide  full-time  staff  and 
facilities  that  would  combine  instruction  and 
research  in  a setting  that  would  provide  experi- 
ence in  the  laboratory  and  hospital  as  well  as  in 
the  lecture  hall.1 

With  this  groundwork  established,  the  course 
of  medical  education  was  guided  for  the  next  half 
century.  Out  of  this  report  grew  the  rigidly 
structured  standards  and  curricula  with  which 
medical  schools  developed.  This,  however,  is 
exactly  what  the  medical  community  needed  at 
that  time.  The  body  of  knowledge  which  a 
student  had  to  master  was  not  nearly  as  great 
as  it  is  today.  Also,  at  that  time,  the  majority 
of  physicians  were  in  general  practice  and 
specialization  had  not  yet  become  prevalent. 
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It  is  well  known  that  man  is  not  stagnant  and 
this  is  especially  true  of  scientists  and  physicians. 
In  the  past  half  century  the  body  of  medical 
knowledge  has  increased  tremendously.  It  is 
now  virtually  impossible  for  physicians,  let  alone 
medical  students,  to  master  this  enormous  field. 
Whereas  at  one  time  it  was  acceptable  for 
physicians  to  go  into  general  practice  following 
an  internship,  now  it  is  accepted  practice  to  go 
into  specialty  fields  following  three  to  four  years 
of  residency.  In  other  words,  this  is  a time  when 
a person  is  learning  a lot  about  a small  area 
instead  of  a small  amount  about  a large  area. 

More  Expected  of  Physicians 

It  is  at  this  point  in  time  that  medical  edu- 
cation stands  today.  We  have  been  faced  with 
a vast  increase  in  knowledge  which  must  be 
conveyed  to  the  students  and  practitioners  of 
the  art  of  medicine.  We  are  also  confronted  with 
a society  that  is  now  expecting  more  from  physi- 
cians and  believe  that  they  should  be  provided 
with  their  right  of  good  health.  Indeed  they 
should  be  provided  with  adequate  health  de- 
livery systems  to  insure  their  right;  however, 
we  are  faced  with  a progressive  deficiency  of 
physicians,  a relative  maldistribution  of  physi- 
cians and  a medical  school  curriculum  that  was 
in  vogue  50  years  ago.  These  are  some  of  the 
reasons  medical  education  is  in  such  a state  of 
revolution  today.  Now  the  question  arises,  “Is 
it  possible  to  change  the  present  situation  in 
medical  schools,  and  if  it  is,  what  is  the  best 
solution?”  The  importance  of  this  situation  is 
emphasized  by  Dr.  Lowell  Coggeshall  in  his 
report  to  the  Association  of  American  Medical 
Colleges  in  1965  when  he  stated,  "The  impor- 
tant question  for  the  future  is  whether  the  pres- 
ent system  is  sufficiently  flexible  and  imagina- 
tive to  keep  pace  with  the  contemporary  revolu- 
tion in  medical  science  and  the  changing  ex- 
pectations of  the  people  of  America.”1 

Medical  schools,  in  their  own  unique  way, 
have  been  trying  to  meet  this  challenge.  “Within 
less  than  a decade  more  than  a dozen  new 
medical  schools  have  come  upon  the  scene,  each 
with  its  own  new  and  often  unique  curriculum. 
Several  of  our  traditional  and  established  institu- 
tions have  changed  their  educational  programs 
drastically.  Many  medical  schools  across  the 
land  have  active  curriculum  committees,  the 
members  of  which  are  busy  in  debate  and  plan- 
ning, trying  to  match  the  mind  of  the  student 
with  an  imaginative  new  curriculum.”2 

Much  study  and  work  is  being  done  on  all 
levels  to  conquer  this  problem— from  the  level 


of  the  students  to  the  level  of  the  deans.  Stu- 
dent participation  in  medical  curriculum  changes 
is  a big  issue  in  some  areas  and  won’t  be  dis- 
cussed here  except  to  say  that  students  today 
should  be,  and  are  capable  of,  entering  into 
consultation  with  faculty  and  taking  an  active 
part  in  medical  curriculum  evaluation  and  reno- 
vation. 

On  higher  levels  of  discussion,  attention  has 
been  centered  on  the  Report  of  the  September 
1988  Association  of  American  Medical  Colleges 
Workshop  on  the  medical  curriculum.  This 
workshop  of  medical  educators  discussed  the 
problems  and  came  up  with  several  recommen- 
dations: "The  over-riding  recommendation  of 

the  Workshop  is  that  medical  schools  must  now 
actively  revise  the  content  and  methods  used 
in  the  total  span  of  the  education  of  the  physi- 
cian so  that  his  professional  competence  will 
be  most  relevant  to  meeting  the  changing  health 
needs  of  the  people.”2 

Other  recommendations  include: 

1.  Medical  schools  must  increase  their  output 
of  physicians.  All  schools  should  immediately 
increase  the  number  of  entering  students,  ac- 
celerating expansion  by  redistributing  tempo- 
rarily the  use  of  existing  resources. 

2.  Medical  schools  must  admit  increased 
numbers  of  students  from  geographic  areas, 
economic  backgrounds  and  ethnic  groups  that 
are  now  inadequately  represented. 

3.  Medical  schools  must  individualize  the 
education  of  the  physician  to  fit  the  students' 
varying  rates  of  achievement,  various  educational 
backgrounds  and  differing  career  goals. 

4.  Medical  school  curricula  should  be  de- 
veloped by  interdepartmental  groups  that  in- 
clude participation  of  students.  Curricula  should 
be  ratified  by  the  faculty  as  a body  rather  than 
by  individual  departments. 

5.  The  medical  schools  must  now  assume  a 
responsibility  for  education  and  research  in  the 
organization  and  delivery  of  health  services.3 

Medical  schools  are  meeting  the  challenge  of 
these  educators.  The  realization  that  changes 
in  curriculum  are  mandatory  and  that  the 
schools  themselves  should  be  responsible  for 
the  changes  has  brought  about  many  new  and 
varied  programs.  It  is  impossible  at  the  present 
time  to  determine  what  type  of  program  is  best 
suited  to  meet  our  needs.  As  a result,  the  new 
systems  are  diversified  and  only  time  will  tell 
which  is  superior. 
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Trends 

As  part  of  the  1968  Association  of  American 
Medical  Colleges  Workshop  on  Medical  School 
Curriculum,  a questionnaire  was  sent  to  the 
deans  of  all  American  and  Canadian  medical 
schools  inquiring  about  the  present  status  of 
their  medical  curriculum.  The  findings  of  this 
study  point  out  the  widespread  change  that  is 
occurring  in  medical  education.  At  the  present 
time,  “planning  and/or  implementation  of  a new 
curriculum  is  occurring  in  most  U.  S.  and  Ca- 
nadian medical  schools.  Twenty  schools  report 
that  a new  curriculum  is  in  full  operation  for 
all  classes.  In  67  schools  a new  curriculum  is 
in  the  planning  stage.”4  In  half  of  these,  parts 
of  the  new  curriculum  are  in  operation. 

There  has  been  a trend  to  shorten  the  time 
required  to  obtain  an  M.  D.  degree  following 
graduation  from  high  school.  Of  the  19  schools 
which  have  shortened  this  period  for  at  least 
some  of  their  students,  one  has  a five-year  pro- 
gram, nine  have  six-year  programs  and  six  have 
seven-year  programs. 

A corollary  of  this  trend  that  is  evident  from 
the  AAMC  study  is  that  more  schools  are  accept- 
ing applicants  earlier,  that  is,  after  the  second 
and  third  year  of  college  and  subsequently  they 
receive  the  M.  D.  degree  in  from  five  to  eight 
years  after  high  school.  These  accelerated  pro- 
grams have  the  advantage  of  allowing  students 
to  begin  their  practice  at  a much  younger  age 
than  had  previously  been  possible  and  to  allow 
them  more  time  for  specialty  training.  This 
also  is  aiding  the  tremendous  deficit  of  physi- 
cians facing  this  country  today. 

As  far  as  the  curriculum  itself  is  concerned, 
there  has  been  a movement  toward  more  in- 
dividualization of  the  student’s  education.  Many 
schools  (68)  have  gone  to  a “core”  curriculum 
of  common  required  material  and  most  of  these 
have  reduced  the  amount  of  time  required  to 
present  this  information.  This  extra  time  can 
be  used  for  electives,  free  time  or  for  multiple 
tracks.  At  the  present  time,  there  are  34  schools 
which  allow  for  multiple  paths.  The  selection 
time  of  the  various  paths  ranges  from  the  first 
year  (15)  to  the  fourth  year  (3). 

Of  100  schools  reporting,  only  three  reported 
having  no  elective  time.  This  indicates  the  in- 
creasing emphasis  placed  on  individualization 
of  education.  In  the  schools  which  offer  elective 
time,  the  amount  of  time  available  increases 
significantly  for  each  year  of  medical  school. 

Research  has  not  been  neglected  in  these 
numerous  recent  changes.  This  still  remains 
one  of  the  most  important  areas  of  medicine  and 


one  which  had  not  received  much  attention  in 
medical  schools  as  far  as  students  are  concerned. 
Research  projects  were  included  in  the  curricula 
of  87  schools  but  were  required  in  only  38. 
The  majority  of  schools  also  report  the  avail- 
ability of  research  projects  during  vacations 
or  free  time. 

One  of  the  problems  previously  facing  medi- 
cal schools  was  the  lack  of  interdisciplinary 
coordination  in  the  presentation  of  subject  ma- 
terial. This  problem  was  compounded  by  the 
autonomy  of  the  various  departments.  Although 
this  is  still  mentioned  as  the  leading  inhibiting 
factor  to  curriculum  change,  there  has  been  a 
move  to  coordinate  subject  material  of  various 
departments  and  to  combine  certain  courses 
where  possible.  An  example  of  this  is  the  study 
of  the  cardiovascular  system  as  a whole  and 
not  broken  down  into  various  entities. 

These  have  been  just  a few  examples  of  the 
recent  trends  in  medical  education.  They  were 
presented  briefly  but  it  is  hoped  that  they  will 
leave  us  with  a general  recognition  of  where 
we  stand  and  where  we  are  headed  in  medical 
education.  In  order  to  discuss  how  students 
are  reacting  to  these  changes,  a brief  description 
of  the  curriculum  changes  at  West  Virginia  Uni- 
versity will  be  presented,  followed  by  the  re- 
sponses of  the  students  to  a questionnaire  con- 
cerning their  initial  reactions. 

Curriculum  Changes — West  Virginia 
University  School  of  Medicine 

The  West  Virginia  University  School  of  Medi- 
cine also  has  been  meeting  the  challenge  of  the 
revolution  in  medical  education.  The  program 
as  it  presently  exists  is  a combination  of  several 
different  ideas  incorporating  programs  in  oper- 
ation at  other  schools.  The  first  two  years  are 
still  devoted  to  the  old  system  of  the  basic 
sciences  with  students  studying  each  discipline 
separately  with  little  integration  of  departments. 
Although  there  has  been  an  effort  to  integrate 
certain  courses  such  as  a new  neurobiology 
course  which  deals  with  neuroanatomy  and 
neurophysiology  in  these  two  years,  there  still 
appears  to  be  a need  for  more  departmental 
correlation  of  material. 

There  has  been  a trend  towards  more  elective 
time  in  the  first  two  years.  Several  years  ago 
there  was  not  time  set  aside  for  elective  activity 
in  the  basic  science  years  except  for  the  summer 
vacation.  Now,  during  the  first  two  years  there 
is  considerable  time  set  aside  for  electives.  In 
the  second  semester  of  the  first  year,  27  per  cent 
of  the  time  (12  hours/44  hour  week)  has  been 
established  for  electives.  And,  for  second  year 
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students,  the  first  semester  has  34  per  cent 
(15/44  hours)  and  the  second  semester  has  27 
per  cent  (12/44  hours)  of  the  time  available 
for  elective  activity. 

The  most  unique  feature  of  the  new  curricu- 
lum has  been  the  recent  reorganization  of  the 
last  two,  or  clinical  years.  This  new  program 
has  been  in  effect  only  since  June  1969.  The 
rationale  of  this  new  system  is  to  allow  each 
student  the  freedom  of  choosing  a certain  area 
of  medicine  to  concentrate  upon  during  his  sen- 
ior year  after  he  has  been  exposed  to  most  areas 
of  medicine  during  his  junior  year.  This  is,  in 
effect,  an  effort  to  expose  each  student  to  a gen- 
eralized program  of  clinical  medicine  in  one 
year  and  still  allow  him  to  spend  elective  time 
and  more  detailed  learning  in  one  specialized 
field  during  his  senior  year. 

The  junior  year  is  divided  into  two  blocks. 
Block  I is  six  months  long  and  consists  of  three 
months  of  medicine  and  three  months  of  surgery. 
The  surgery  program  has  integrated  the  general 
surgery  sendee  and  the  surgical  sub-specialties. 
Block  II  is  divided  as  follows: 


Pediatrics 

8 weeks 

Ob-Gyn 

6 weeks 

Psychiatry 

6 weeks 

Neurology 

2 weeks 

Vacation 

2 weeks 

24  weeks 

The  senior  year  has  been  divided  into  three 
tracks  which  a student  may  follow  depending 
upon  his  special  interests.  These  three  tracks 
are  Family  Practice,  Research  and  Specialty'. 
Each  of  these  tracks  is  to  be  tailored  to  meet 
the  individual  needs  of  the  student.  They  have 
several  points  in  common.  First,  each  provides 
for  an  eight-week  vacation  period.  Second,  each 
provides  for  12  weeks  of  elective  activity'.  At 
this  point  the  similarity  ends.  The  Family  Prac- 
tice track  is  designed  for  those  people  interested 
in  general  medicine,  internal  medicine  or  who 
have  not  definitely  decided  upon  their  field  of 
practice.  The  time  is  roughly  divided  as  follows: 


Medicine  and  Pediatrics 
including  subspecialty 
units 

8 weeks 

Surgery  and/or  surgical 
specialties 

8 weeks 

Acute  and  ambulatory 
care 

4 weeks 

Clinical  neurosciences 
or  psychiatry  or  radio- 
logy or  ob-gyn  or  clinical 
pathology  or  certain 
combinations  8 weeks 

Vacation  8 weeks 

Elective  12  weeks 


48  weeks 

It  is  hoped  that  during  this  senior  year  the  stu- 
dents will  be  given  more  primary  responsibility 
for  the  care  of  the  patient  in  each  individual 
service. 

The  second  track  is  designed  for . those  in- 
terested strictly  in  research.  This  will  include 
the  eight  weeks  of  vacation  and  12  weeks  of 
elective  work.  The  remainder  of  the  time  will 
be  spent  as  advised  by  a Research  Advisory 
Group  to  which  the  student  will  be  responsible. 

The  third  track  is  designed  for  specialty  train- 
ing in  any  field  which  the  student  has  decided 
upon  concentrating  such  as  surgery,  opthal- 
mology,  etc.  Here  again  he  will  have  eight 
weeks  vacation  and  12  weeks  of  elective  work. 
The  rest  of  the  year  will  be  determined  by  the 
department  head  in  the  field  in  which  he  is 
interested. 

A unique  feature  of  this  newly  developed 
senior  year  is  the  availability  of  extramural  edu- 
cational opportunities.  The  following  is  an  ex- 
cerpt from  the  most  recent  Medical  Center 
Bulletin:  “Twenty-eight  of  the  forty-eight  weeks 
must  be  spent  at  the  Medical  Center.  A folder 
is  available  which  lists  the  selective  options 
offered  within  the  Center. 

“A  special  selective  period  of  twelve  weeks 
may  be  spent  away.  The  Joint  Council  of  Teach- 
ing Hospitals,  working  with  physicians  in  vari- 
ous communities,  has  developed  selective  op- 
portunities at  a number  of  hospitals  in  West 
Virginia.  A separate  folder  lists  these  extramural 
in-state  selectives.” 

Initial  Reactions 

To  determine  the  initial  reactions  of  students 
to  these  curriculum  changes  at  West  Virginia 
University  may  actually  be  too  premature.  This 
program  as  it  presently  exists  began  in  June 
1969  and  some  of  the  final  decisions  have  been 
made  only  in  the  last  weeks  of  September.  It 
was  thought,  however,  that  at  least  the  first  re- 
sponses to  the  program,  even  before  anyone 
has  had  an  opportunity  to  experience  the 
changes  in  the  clinical  years,  would  be  interest- 
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ing  and  hopefully  could  be  compared  to  re- 
sponses in  the  future  after  the  program  has  been 
in  existence  for  several  years. 

This  venture  in  no  way  attempts  to  be  statis- 
tically valid  but  is  provided  only  to  get  initial 
trends  of  thought.  To  do  this,  a questionnaire 
was  sent  to  all  junior  and  senior  students 
through  the  Assistant  Dean’s  office.  The  re- 
sponse to  this  questionnaire  has  been  unex- 
pectedly low.  There  was  a 10  per  cent  response 
from  both  the  senior  and  junior  classes.  The 
results  of  the  questionnaire  will  only  be  sum- 
marized and  no  attempt  at  statistical  correlation 
will  be  made. 

The  first  question  asked  was  whether  the  cur- 
riculum changes  made  were  desirable.  Each 
question  was  divided  into  basic  sciences  and 
clinical  years.  The  majority  of  people  felt  that 
the  changes  were  desirable  in  the  basic  science 
years.  Several  were  more  reserved  and  thought 
that  even  though  the  changes  were  desirable, 
there  is  still  room  for  more  improvement.  Only 
one  person  felt  that  the  changes  were  not  de- 
sirable. There  was  a unanimous  opinion  con- 
cerning the  clinical  years  with  everyone  agreeing 
that  the  changes  were  desirable. 

Certain  Disadvantages 

As  with  every  new  program,  there  are  bound 
to  be  certain  disadvantages.  The  responses  to 
this  were  primarily  concerned  with  the  basic 
sciences  years.  These  comments  were  directed 
to  particular  courses  and  would  probably  be 
made  regardless  of  how  a curriculum  was  estab- 
lished. Still  one  complaint  appears  to  be  the 
lack  of  clinical  correlation  of  the  material  and 
too  much  emphasis  being  placed  on  the  basic- 
sciences.  It  also  is  believed  that  course  material 
should  be  better  correlated  among  the  various 
departments  and  that  there  should  be  more 
interdisciplinary  teaching.  The  biggest  disad- 
vantage mentioned  for  the  clinical  years  was 
the  presence  of  too  many  students  on  a service. 
This  is  a problem  that  will  be  settled  after  the 
first  year  of  the  program.  Now,  both  juniors 
and  seniors  are  required  to  take  these  services. 
The  juniors  are  taking  services  which  previously 
had  been  filled  with  only  seniors  and  now,  as  a 
result,  these  services  are  burdened  with  too 
many  students. 

Advantages 

The  advantages  of  the  new  program  brought 
a more  optimistic  response.  For  the  basic  science 
years  there  was  one  main  theme— that  is,  more 


opportunity  to  follow  one’s  particular  interest, 
be  it  research,  reading  or  just  studying.  Also, 
more  emphasis  being  placed  on  practical  appli- 
cation of  the  sciences  is  seen  as  a distinct 
advantage  as  a result  of  combined  courses.  The 
advantages  mentioned  for  the  clinical  years  again 
emphasizes  the  increased  amount  of  time  avail- 
able to  follow  individual  interests.  The  fact 
that  senior  students  will  be  given  increased 
responsibility  for  the  care  of  the  patient  is  listed 
as  a very  strong  advantage. 

When  asked  what  changes  should  be  made 
which  have  not  been,  the  suggestions  were 
varied  and  numerous.  For  the  basic  science 
years  they  concentrated  mainly  on  each  indi- 
vidual’s feelings  of  how  each  course  could  be 
changed.  There  was  quite  a uniformity  of  opin- 
ion and  the  courses  most  frequently  mentioned 
were  pathology,  biochemistry  and  microbiology 
with  the  majority  of  opinion  being  that  the  time 
in  each  should  be  decreased.  Also  frequently 
mentioned  was  the  need  of  a course  which 
would  cover  the  legal  aspects  of  medicine. 
There  were  not  many  suggestions  on  how  to 
improve  the  clinical  years.  One  that  was  men- 
tioned was  that  neurology  should  be  given 
more  time  in  the  “core”  junior  year. 

These  few  responses  and  initial  reactions  are 
the  opinions  of  only  a small  percentage  of  the 
students  now  involved  in  the  new  program.  They 
in  no  way  attempt  to  express  the  opinions  of 
the  entire  student  body  but  hopefully  are  a 
good  representative  cross  section.  They  express 
some  of  the  initial  feelings  which  may  be  used 
for  future  reference  in  evaluating  the  results  of 
the  new  program. 

Conclusion 

A brief  history  of  the  current  changes  in 
medical  education  has  been  presented  along 
with  some  of  the  reasons  for  the  changes  and 
the  direction  of  these  changes.  Also  a look  at 
the  new  curriculum  at  West  Virginia  University 
School  of  Medicine  and  a few  of  the  initial  re- 
actions to  the  change  were  discussed. 

We  have  not  seen. the  end  of  this  revolution. 
The  medical  community  is  in  the  process  of 
determining  what  is  really  needed  or  essential 
and  how  best  to  meet  these  necessities.  There 
is,  at  present,  a state  of  diversity  in  medical 
school  policies  and  curriculum.  It  is  time  for 
an  in-depth  look  at  medical  education  and  the 
presentation  of  a second  “Flexner  Report.”  Pos- 
sibly the  full  report  of  the  1968  Association  of 
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American  Medical  Colleges  Workshop  on  medi- 
cal curriculum  will  aid  in  the  quest  for  an  ideal 
medical  curriculum. 

It  is  hoped  that  in  all  these  changes  the 
ultimate  goal  of  medical  education  is  not  ne- 
glected. That  goal  is  the  training  of  physicians— 
people  to  care  for  human  needs,  both  mentally 
and  physically.  It  is  this  ultimate  goal,  no  matter 
how  it  is  obtained,  that  is  most  important.  The 
end  product  will  hopefully  be  the  result  of 
efficient  and  effective  means. 
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Atria!  Flutter  With  1 :1  A-V  Conduction 

Eduard  K.  Chung,  M.  D. 


Untreated  atrial  flutter  nearly  always  has  a 
rapid  ventricular  response  either  in  healthy 
or  diseased  hearts.  A rapid  ventricular  rate  in 
atrial  flutter  is  very  common  during  congestive 
heart  failure  and  this  is  especially  true  when 
there  is  1:1  A-V  conduction.  The  purpose  of 
this  paper  is  to  report  a case  with  atrial  flutter 
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Figure  1. 


with  1:1  A-V  conduction  and  the  subject  will 
he  briefly  discussed. 

Electrocardiographic  Analysis 

Figure  1 was  obtained  from  an  elderly  patient 
who  was  admitted  to  the  hospital  because  of 
extremely  rapid  heart  rate  associated  wi*th 
severe  congestive  heart  failure.  Atrial  flutter 
was  successfully  converted  to  sinus  rhythm  by 
rapid  parenteral  digitalization  with  digoxin. 

in  Figure  1,  leads  Il-a,  b and  c are  continuous. 
The  atrial  and  ventricular  rates  are  260  beats 
per  minute  and  the  rhythm  is  atrial  flutter  with 
1:1  A-V  conduction. 

Discussion 

An  exact  measurement  of  the  A-V  conduction 
time  (F-R  interval)  in  atrial  flutter  is  impossible 
because  the  onset  of  a flutter  wave  can  not  be 
precisely  determined.  However,  it  is  possible 
to  determine  any  alteration  of  the  F-R  interval 
in  a relative  way,  by  measuring  from  homolo- 
gous peaks  (either  positive  or  negative)  of  the 
flutter  wave  to  the  onset  of  the  QRS  complex. 


The  atrioventricular  ratio  in  most  untreated 
flutter  is  usually  2:1  because  of  the  physiologic 
refractory  period  in  the  A-V  junctional  tissue. 
Occasionally,  the  A-V  ratio  is  1:1  in  infants, 
or  during  exercise,  excitement,  administration  of 
quinidine  or  procaine  amide  or  severe  conges- 
tive heart  failure  in  adults.  In  this  case,  the 
atrial  rate  is  relatively  slow  (around  250  beats 
per  minute).  On  rare  occasions,  1:1  A-V  con- 
duction may  occur  in  spite  of  an  extremely 
rapid  rate  (around  300  beats  per  minute).  This 
is  almost  always  associated  with  Wolff-Parkin- 
son-White  syndrome. 

When  a pre-existing  A-V  conduction  distur- 
bance is  present  or  when  A-V  block  is  induced 
by  digitalis,  the  A-V  ratio  is  almost  always  4:1 
and  occasionally  6:1.  An  odd  A-V  ratio  such 
as  3:1  or  5:1  in  atrial  flutter  is  extremely  rare. 
The  common  occurrence  of  even  A-V  ratios  in 
atrial  flutter  may  be  explained  by  postulating 
the  existence  of  two  different  regions  (upper 
and  lower  levels)  which  produce  interference 
of  or  block  the  transmission  of  the  atrial  im- 
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pulses  in  the  A-V  junction.  In  the  case  of  4:1 
A-V  block,  the  upper  region  in  the  A-V  junction 
is  considered  to  produce  a physiological  inter- 
ference resulting  in  2:1  A-V  response,  whereas 
the  lower  region  blocks  ever)'  other  atrial  im- 
pulse which  passes  the  upper  region  of  inter- 
ference resulting  in  4:1  A-V  block.  On  rare 
occasions,  the  atrial  impulse  may  pass  the  upper 
region  of  interference  in  the  A-V  junction  but 
may  penetrate  with  varying  degrees  into  the 
lower  region  of  block  without  reaching  the 
ventricles.  This  penetration  of  the  atrial  impulse 
in  the  A-V  junction  is  a form  of  concealed  con- 
duction which  prevents  the  transmission  of  two 
successive  atrial  impulses,  resulting  in  atrial 
flutter  with  3:1  A-V  block.  In  addition,  alter- 
ation of  the  F-R  intervals  may  be  produced  by 
concealed  A-V  conduction  and  alternating  2:1 
and  4:1  A-V  responses  produces  pseudo- ven- 
tricular bigeminy.  When  atrial  flutter  is  asso- 
ciated with  Wenckebach  A-V  block,  an  irregular 
ventricular  rhythm  will  result.  In  atrial  impure 
flutter,  the  ventricular  rhythm  is  almost  always 
irregular  and  the  F-R  intervals  often  vary. 

When  complete  A-V  dissociation  exists  either 
due  to  complete  A-V  block  or  to  A-V  nodal 
tachycardia,  needless  to  say,  the  atrial  flutter 
wave  and  the  QRS  complex  are  independent. 

There  is  a great  tendency  to  develop  con- 
gestive heart  failure,  because  atrial  flutter  fre- 
quently occurs  in  elderly  individuals  with  ad- 
vanced heart  disease  and  the  ventricular  rate 
is  usually  rapid.  When  there  is  1:1  A-V  con- 
duction in  atrial  flutter,  acute  congestive  heart 
failure  almost  always  develops  because  of  the 
extremely  rapid  ventricular  rate.  It  has  been 
shown  that  congestive  heart  failure  occurs  in 


one-third  to  one-half  of  patients  with  atrial 
flutter. 

The  treatment  of  atrial  flutter  depends  upon 
the  underlying  etiologic  factors,  including  the 
nature  of  the  heart  disease,  the  presence  or 
absence  of  congestive  heart  failure,  metabolic 
abnormalities  and  drug  toxicity.  When  atria! 
flutter  occurs  transiently  with  a very  short  dura- 
tion, specific  therapy  is  not  indicated.  However, 
in  most  instances  atrial  flutter  requires  therapy. 
The  drug  of  choice  for  uncomplicated  atrial 
flutter,  particularly  when  the  ventricular  rate  is 
rapid,  is  digitalis,  regardless  of  whether  there 
is  associated  congestive  heart  failure  or  not.  DC 
shock  is  equally  effective  in  the  treatment  of 
atrial  flutter  and  often  it  is  effective  even  in 
digitalis-resistant  cases.  Both  forms  of  therapy 
often  convert  atrial  flutter  to  sinus  rhythm.  Many 
patients  require  digitalis  even  when  atrial  flutter 
is  converted  to  sinus  rhythm  by  DC  shock  be- 
cause of  the  underlying  heart  disease  and 
congestive  heart  failure.  When  atrial  flutter  is 
secondary  to  digitalis  toxicity,  digitalis,  of  course, 
should  be  discontinued  immediately. 

Not  uncommonly,  anti-arrhythmic  drugs  such 
as  quinidine,  procaine  amide  (Pronestyl),  pro- 
pranolol (Inderal),  and  diphenylhydantoin  (Di- 
lantin), are  required  in  addition  to  digitalis  in 
order  to  prevent  recurrent  attacks  of  atrial 
flutter.  Diphenylhydantoin  (Dilantin)  or  potas- 
sium is  drug  of  choice  in  the  treatment  of  digi- 
talis-induced atrial  flutter  in  addition  to  dis- 
continuation of  digitalis. 

Acknowledgment 

The  author  sincerely  wishes  to  thank  Mrs. 
Patricia  Berry  for  her  able  technical  assistance 
in  the  preparation  of  this  manuscript. 


A good  memory  in  one  trained  to  forget  the  trivial. 

Clifton  Faoixian. 
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Joe  Maisog,  M.  D.,  Shinnston;  and  Ray  A.  Harron,  M.  D.,  Bridgeport 


Joe  Maisog,  M.  D.,  Internist: 

This  15-year-old  male  complained  of  tender- 
ness over  the  right  elbow.  He  had  been  pitching 
extensively  for  the  local  organized  juvenile  base- 
ball team  which  had  just  completed  a successful 
season.  There  was  no  history  of  a single  trau- 
matic incident.  Clinical  examination  revealed 
tenderness  over  the  lateral  aspect  of  the  right 
elbow. 

Ray  A.  Harron,  M.  D„  Radiologist: 

The  original  films  show  sclerotic  radiolucent 
areas  with  destruction  of  the  atricular  region  of 
the  capitellum.  Subsequent  films  show  progres- 
sive destruction  and  then  progressive  repair  of 
the  lesion  over  the  course  of  about  a year.  It 
is  felt  that  this  represents  osteochondrosis  of  the 
capitellum,  so  called  Panner’s  disease. 

Comment: 

This  disease  was  described  by  Panner  in  1927. 
It  is  considered  one  of  the  focal  ischemic  ne- 
croses (osteochondroses)  of  juveniles,  similar  to 
Legg  Perthe’s,  Osgood  Schlatter’s,  etc.  It  is 
more  commonly  mentioned  in  the  comic  strips 
than  in  medical  texts. 


(Figure  1) 
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You’ll  never  make  a fortune 
with  Savings  Bonds. 

Ybu’ll  never  lose  one  either. 


Did  you  hear  the  one  about  the  guy  who 
invested  his  savings  and  became  a mil- 
lionaire practically  overnight? 

We  all  have. 

But  for  every  get-rich  scheme  that 
works,  what  you  don’t  hear  about  are  the 
thousands  of  people  who  invest  their  nest 
eggs  unwisely  and  end  up  with  nothing. 

That’s  why  so  many  people  look  for  a 
safe  investment.  Yet  one  that  pays.  U.S. 
Savings  Bonds  are  like  that. 

Now  Bonds  pay  5%  interest  when  held 
to  maturity  of  5 years,  10  months  (4%  for 
the  first  year;  thereafter  5.20%  to  ma- 
turity). So  Savings  Bonds  build  your  in-, 
vestment  quicker  than  ever  before. 

And  since  Bonds  are  issued  by  the  Gov-' 
ernment,  they’re  about  as  safe  a way  to 
make  your  nest  egg  grow  as  you’ll  find. 

Another  thing  about  Bonds:  they’re  a 
sure  way  to  save  regularly.  When  you 
sign  up  for  the  Payroll  Savings  Plan  at 
work,  or  the  Bond-a-Month  Plan  where 
you  bank,  you  can  count  on  your  savings 
program  being  a constant  one. 

So  when  it  comes  time  to  cash  in  your 
Bonds,  you  may  not  set  the  world  of  high 
finance  on  its  ear,  but  you  won’t  end  up 
in  the  poorhouse  either. 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank.  Tax  may  be  deferred 
until  redemption.  And  always  remember, 
Bonds  are  a proud  way  to  save. 


% 


Take  stock  in  America. 

With  higher  paying  U.S.  Savings  Bonds. 


The  U S.  Government  does  not  pay  for  this  advc 
It  is  presented  as  a public  service  in  cooperation 
Department  of  the  Treasury  and  The  Advertising 


with  Th* 

Council. 


When  attending  your  Convention  at  The  Greenbrier 

You  are  cordially  invited  to  visit 

UNDERWOOD  ESTATES 

Lewisburg,  West  Virginia 

Underwood  Estates,  a near-in  suburban  development,  merges  neatly  the  richness  of  the 
Greenbrier  heritage  with  the  promise  of  its  future.  Large,  wooded  estate  lots  provide  the  natu- 
ral beauty  the  early  settlers  found  in  the  Greenbrier  Valley.  Here  one  can  be  free  from  the 
pressures  and  clamor  of  contemporary  society,  and  near  to  the  many  recreation  facilities  and 
beautiful  scenery  of  the  area.  Underwood  Estates  encourages  the  kind  of  architecture  which 
will  blend  the  tranquility  and  charm  of  earlier  years  with  the  comforts  and  convenience  of 
modern  living.  Lots  at  Underwood  Estates  average  three-quarter  acre  in  size,  and  the  devel 
opers  have  been  careful  to  protect  every  tree  possible,  so  that  the  purchaser  may  choose  those 
he  wishes  to  retain  on  his  lot. 

The  streets  of  Underwood  Estates  are  wide  and  well  constructed.  The  road  banks  have  been 
carefully  drained  and  planted  under  the  direction  of  the  United  States  Department  of  Agricul- 
ture Soil  Conservation  Service.  Electric  power  and  telephone  lines  are  underground.  All  lots  are 
accessible  to  long,  wide  bridle  paths  which  surround  the  area.  Facilities  will  be  available  for 
picnics,  playgrounds,  tennis,  swimming,  fishing  and  boating.  An  eighteen-hole  public  golf 
course  is  less  than  a half-mile  north.  We  invite  you  to  inspect  this  exciting  development  and 
invest  in  the  growing  Greenbrier  Valley. 


Underwood  Estates  is  located  at  the  inter- 
section of  Interstate  64  and  U.  S.  Route  219, 
providing  quick  and  easy  access  to  all  major 
commerce  and  population  centers  in  West 
Virginia  and  the  Eastern  United  States.  The 
Greenbrier  Valley  Airport,  with  6,000  feet  of 
lighted  runway,  and  unobstructed  approaches, 
is  four  miles  to  the  north.  The  C & O Railway 
passes  through  nearby  Ronceverte  and  White 
Sulphur  Springs. 


DEVELOPERS, 

FRANSWOOD,  INC. 

P.  O.  BOX  319 

HUNTINGTON,  WEST  VIRGINIA  25708 

David  L.  Francis  Cecil  H.  Underwood 

Chairman  President 


UNDERWOOD  ESTATES 

LEWISBURG,  WEST  VIRGINIA 
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THANK  YOU,  DOCTOR  SLEETH 

T want  to  take  this  opportunity  to  thank  Dr.  Clark  K.  Sleeth  for 
-*■  his  contributions  to  the  development  of  a top  quality  medical 
school  during  his  tenure  as  Dean.  These  were  certainly  formative 
years  and  his  knowledge  of  the  practice  of  medicine  throughout 
the  State  has  been  evident  in  the  growth  of  the  school.  More  and 
more  of  the  graduates  are  beginning  to  come  back  to  the  State 
and  I think  you  will  see  these  numbers  grow  in  the  next  few 
years.  There  will  soon  be  around  75  students  graduated  each  year 
from  the  school.  This  is  certainly  a rapid  increase  from  the  mere 
12  just  eight  years  ago.  The  whole  State  can  be  proud  of  this. 
While  we  hate  to  see  him  retire,  we  wish  him  well  in  going  back  to 
his  old  love — teaching. 

The  action  taken  by  the  House  of  Delegates  at  the  recent  AMA 
Convention  in  Chicago  is  an  indication  of  more  active  leadership 
in  the  problems  confronting  all  of  us.  National  Health  insurance, 
Professional  Liability  and  Continuing  Education  were  some  of 
the  problems  considered.  Their  efforts  to  solve  these  problems 
should  be  commended.  These  problems  face  all  of  us  and  we 
should  add  to  this  leadership.  Further  recommendations  as  to 
our  own  state  action  on  these  problems  and  how  to  feed  it  back 
to  the  AMA  will  be  made  at  The  Greenbrier.  I’m  sure  that  many 
will  criticize  the  recent  dues  increase  passed  by  the  AMA.  How- 
ever, this  only  covers  the  cost  of  taxes  recently  assessed  on  the 
advertising  in  JAMA  and  AMA’s  other  scientific  journals,  plus 
the  gradual  increase  in  the  cost  of  maintaining  the  basic  staff  at 
the  AMA  headquarters.  Our  continued  support  is  certainly 
needed. 


-Pt 

Maynard  P.  Pride,  M.  D.,  President 
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EDITORIALS 


It’s  Convention  time  again  and  the  1970  meet- 
ing at  The  Greenbrier  this  month  offers  members 
of  the  Association  a wonderful  opportunity  to 
mix  education,  business  and 
JOIN  US  AT  pleasure  in  a beautiful  setting. 

THE  GREENBRIER  We  hope  you  plan  to  be 
among  the  more  than  700 
persons  who  are  expected  to  attend  the  meeting. 

Details  of  the  scientific  and  business  sessions 
are  outlined  elsewhere  in  this  issue  of  The  Jour- 
nal. Members  of  the  Program  Committee  worked 
diligently  during  the  past  year  to  arrange  ses- 
sions which  will  be  of  interest  to  all  practitioners. 

The  late  Dr.  Robert  J.  Fleming  and  other 
members  of  the  Committee  deserve  much  credit. 
It  is  good  to  know  that  Doctor  Fleming  wit- 
nessed the  completion  of  the  Convention  pro- 
gram prior  to  his  death  on  April  28.  He  con- 
tributed many  hours  of  hard  work  in  an  effort 
to  make  the  1970  Convention  a success  in  every 
respect. 

Two  honor  guests  will  be  Dr.  Walter  C.  Borne- 
meier  of  Chicago,  President  of  the  American 
Medical  Association,  and  Dr.  Prince  B.  Woodard, 
Chancellor  of  the  West  Virginia  Board  of  Re- 
gents. 

Doctor  Bomemeier  will  speak  at  the  first  ses- 
sion of  the  House  of  Delegates  on  Wednesday 
afternoon,  August  19,  and  Doctor  Woodard  will 


deliver  an  address  at  the  opening  of  the  first 
general  scientific  session  on  Thursday  morning 

Some  of  the  nation’s  most  prominent  physi- 
cians and  surgeons  will  present  papers  at  the 


Maynard  P.  Pride,  M.  D. 
President 
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three  general  scientific  sessions.  All  of  the  guest 
speakers  also  will  speak  before  afternoon  meet- 
ings of  sections  and  affiliated  societies. 

The  Program  Committee  is  to  be  commended 
for  scheduling  a “Seminar  on  Legal  Medicine” 
for  Thursday  afternoon.  This  discussion  on  pro- 
fessional liability  problems  promises  to  be  one 
of  the  highlights  of  the  meeting. 

As  the  final  order  of  business  at  the  second 
session  of  the  House  of  Delegates  on  Saturday 
afternoon  the  President,  Dr.  Maynard  P.  Pride, 
will  turn  over  the  gavel  to  his  successor,  Dr. 
George  R.  Callender,  Jr.,  of  Charleston. 

Doctor  Pride  is  to  be  complimented  for  a year 
of  dedicated  service  to  the  Association.  He  paid 
official  visits  to  most  of  the  component  societies 
during  his  term  of  office  and  his  visits  to  annual 
meetings  of  neighboring  state  associations  have 
served  to  develop  a closer  liaison  with  the  officers 
and  members  of  those  organizations. 

Perhaps  his  greatest  achievement  as  President 
was  the  successful  effort  to  establish  a closer 
liaison  between  practicing  physicians  in  the  State 
and  the  faculty  and  students  at  the  West  Virginia 
University  School  of  Medicine.  He  met  almost 
daily  with  the  staff  at  the  Medical  Center  and 
was  instrumental  in  arranging  for  Governor 
Moore  to  speak  before  a meeting  of  students, 
house  staff  and  faculty. 

Possibly  the  most  productive  meeting  of  the 
year  was  when  members  of  the  WVU  Liaison 
Committee  gathered  at  the  Medical  Center  on 
February  21  for  a one-day  session  with  students 
and  faculty  members.  Almost  every  area  of  the 
State  was  represented  and  the  discussion  was 
lively  and  constructive. 

Doctor  Callender  is  eminently  qualified  to 
serve  as  President  of  the  Association.  He  has 
been  deeply  involved  in  the  affairs  of  organized 
medicine  and  since  1960  has  been  one  of  the 
chief  spokesmen  in  negotiations  with  State  and 
Federal  agencies.  He  also  worked  hard  as  a 
member  of  the  Council  prior  to  being  elected 
Vice  President  in  1968  and  President  Elect  in 
1969. 

Mrs.  Joe  N.  Jarrett  of  Oak  Hill,  President  of 
the  Woman’s  Auxiliary,  and  her  Convention  Co- 
Chairmen,  Mrs.  George  A.  Curry  and  Mrs.  Clark 
K.  Sleeth  of  Morgantown,  deserve  a pat  on  the 
back  for  arranging  an  interesting  program  for 
members  of  the  Auxiliary.  The  Auxiliary  also 
will  be  in  charge  of  the  entertainment  program 
and  the  highlight  will  be  a dance  in  Chesapeake 
Hall  on  Friday  evening. 


We  urge  all  members  to  spend  a few  hours 
in  the  Exhibit  Center.  This  will  be  beneficial  to 
both  physicians  and  the  representatives  of  firms 
who  have  exhibits  on  display,  ft  should  be  re- 
membered that  these  firms  spend  large  sums  of 
money  to  help  make  our  meetings  possible. 

The  Annual  Meeting  will  come  to  an  end  on 
Saturday  evening  with  a reception  honoring  offi- 
cers of  the  State  Medical  Association.  Prizes  will 
be  awarded  to  winners  of  the  golf  tournament 
at  that  time. 

We  ll  see  yon  at  The  Greenbrier! 


“Pneumoconiosis  is  the  accumulation  of  dust 
in  the  lungs  and  the  tissue  reaction  to  its  pres- 
ence." This  definition,  recently  accepted  by  the 
new  International  Labor  Office 
BLACK  LUNGS  Encyclopedia,  was  also  adopted 
by  the  Spindletop  International 
Conference  on  Coal  Workers’  Pneumoconiosis 
and  by  the  Committee  on  Diagnostic  Criteria 
and  Disability  Assessment  for  the  Pneumoco- 
nioses of  the  American  Conference  of  Govern- 
ment Industrial  Hygienists.  By  this  definition, 
a number  of  lung  diseases  frequently  classed 
with  the  pneumoconioses  are  now  excluded  be- 
cause no  accumulations  of  the  causative  dust  are 
demonstrable  in  the  lungs.  Yet  these  diseases, 
which  include  berylliosis,  farmers’  lung,  bagas- 
sosis,  mushroom  growers’  lung,  maple  bark  dis- 
ease, and  similar  entities,  are  indeed  due  to  tissue 
reactions  to  the  inhaled  dust.  Byssinosis  probably 
should  also  be  included  in  this  list. 

Excluded  from  the  pneumoconioses  are  also 
pulmonary  changes  which  happen  to  be  present 
in  the  lungs,  along  with  accumulations  of  dust, 
but  which  are  not  tissue  reactions  to  the  presence 
of  the  dust.  By  unanimous  agreement  of  the 
participants  of  the  Spindletop  International  Con- 
ference (consisting  of  21  experts  from  leading 
medical  schools  and  the  Public  Health  Service, 
as  well  as  internationally  recognized  experts  from 
Canada,  England,  and  Germany),  all  types  of 
emphysema  were  thus  excluded  except  for  the 
focal  emphysema  frequently  present  about  a coal 
macula.  Focal  emphysema,  which  is  asympto- 
matic, was  included  as  part  of  coal  workers’ 
pneumoconiosis. 

The  “Synopsis  of  the  Work  Session  Proceed- 
ings” of  the  Spindletop  International  Conference 
on  coal  workers’  pneumoconiosis  succinctly  out- 
lines what  is  known  and  agreed  upon  in  regard 
to  the  epidemiology,  pathology,  and  diagnosis  of 
coal  workers’  pneumoconiosis,  as  well  as  further 
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the  far  greater  role  which  cigarette  smoking 
plays  in  producing  disability  in  many  coal  miners 
who  are  pulmonary  invalids.  From  the  view- 
point of  preventive  medicine,  an  intensive  edu- 
cational campaign  against  cigarette  smoking  is 
urgently  needed.  It  will  be  difficult  to  convince 
a coal  miner  that  breathlessness  probably  de- 
velops from  his  cigarette  smoking  when  every- 
body else,  as  well  as  the  law,  states  with  cer- 
tainty that  he  is  suffering  from  “black  lungs.” 

This  is  not  intended  to  minimize  the  havoc 
created  by  complicated  coal  workers’  pneumoco- 
niosis or  progressive  massive  fibrosis,  for  which 
more  strict  dust  control  is  being  legislated. 
Nevertheless,  it  is  an  unfortunate  fact  that  a 
large  proportion  of  workers  in  dusty  trades  are 
addicted  to  cigarette  smoking  and  may  thereby 
suffer  double  lung  damage,  depending  on  the 
type  and  severity  of  the  dust  exposure  and  the 
amount  and  duration  of  smoking.  This  two-fold 
lung  damage,  in  which  impairment  from  cig- 
arette smoking  may  predominate,  is  common 
among  coal  miners. 

The  continued  use  of  the  term  “black  lungs” 
may  act  as  a smoke  screen  which  may  counter- 
act efforts  to  lower  the  prevalence  of  chronic 
obstructive  bronchopulmonary  disease  among 
coal  miners.— Paul  Gross,  M.  D.,  and  Robert  T. 
P.  de  Treville,  M.  D.,  in  Archives  of  Environ- 
mental Health. 


needed  research.  It  helps  clarify  and  unify  con- 
flicting and  fragmentary  information  on  the  sub- 
ject. A few  examples  are  listed  below. 

1.  Studies  from  random  samples  of  coal 
miners  in  the  United  States  have  shown  the 
prevalence  of  coal  workers’  pneumoconiosis 
among  working  miners  to  be  approximately  10 
per  cent.  Of  this,  one  third  is  progressive  mas- 
sive fibrosis. 

2.  The  rate  at  which  simple  pneumoconiosis 
gives  rise  to  progressive  massive  fibrosis  and  the 
rate  of  progression  of  progressive  massive  fibrosis 
from  its  early  to  later  stages  has  not  been  mea- 
sured in  the  United  States.  In  the  only  area 
where  this  has  been  done,  Great  Britain,  it  has 
been  found  that  about  1 per  cent  of  men  with 
simple  pneumoconiosis  develop  progressive  mas- 
sive fibrosis  each  year  and,  of  those  with  this 
disease,  about  5 per  cent  progress. 

3.  Coal  miners  are  liable  to  all  other  diseases 
which  affect  man.  The  most  important  of  these 
in  the  present  context  are  chronic  bronchitis  and 
emphysema.  These  diseases  probably  account 
for  more  disability  among  coal  miners  in  this 
country  than  does  coal  workers’  pneumoconiosis. 

4.  There  is  no  close  relationship  between  the 
prevalence  of  respiratory  symptoms  of  chronic 
bronchitis  and  emphysema  or  level  of  lung  func- 
tion and  the  x-ray  category  of  pneumoconiosis. 
Usually,  lung  function  is  reduced  in  persons  with 
progressive  massive  fibrosis,  and  it  may  be 
severely  so  in  those  with  advanced  stages.  On 
the  other  hand,  those  with  simple  pneumoco- 
niosis do  not  differ  much  either  in  symptoms  or 
in  lung  function  from  those  with  normal  x-rays. 

5.  Cigarette  smoking  by  itself,  however,  is 
more  important  in  the  production  of  respiratory 
disease,  except  for  coal  workers’  pneumoconiosis, 
than  is  exposure  to  coal  dust. 

6.  There  is  no  evidence  at  this  time  that  forms 
of  emphysema  other  than  focal  emphysema  can 
be  attributed  to  factors  encountered  in  coal  min- 
ing. 

The  use  of  the  term  “black  lungs,”  by  news 
media  and  even  by  legislators,  to  encompass  all 
disabling  pulmonary  conditions  which  may  be 
present  in  a coal  miner’s  chest  is  ambiguous. 
Whereas  this  ambiguity  may  be  useful  by  allow- 
ing inclusion  of  chronic  obstructive  broncho- 
pulmonary disease  as  a component  of  coal  work- 
ers’ pneumoconiosis  in  proposed  legislation  de- 
signed to  improve  the  socioeconomic  status  of 
disabled  coal  miners,  it  seems  regrettable  that 
this  is  being  done  without  calling  attention  to 


Record  Insurance  Company  Benefits 

Persons  protected  by  insurance  company  health  in- 
surance policies  received  more  than  $7.5  billion  in 
benefits  last  year,  the  Health  Insurance  Institute  re- 
ported recently.  The  total  was  a new  record,  and  an 
increase  of  13  per  cent  over  the  $6.7  billion  received 
the  year  before. 

Since  1950,  insurance  company  benefits  paid  to  the 
public  have  set  new  highs  each  year.  Over  the  past 
ten  years  benefits  have  more  than  doubled;  over  the 
past  20  they  have  increased  10-fold.  In  1960,  benefit 
totals  were  just  over  $3  billion;  20  years  ago  they  were 
$750  million. 

According  to  the  Institute,  there  was  a rise  in  health 
benefits  last  year  under  every  major  insurance  cate- 
gory. Hospital  expense  insurance  for  example,  jumped 
from  $2.6  billion  in  1968  to  $2.8  billion  in  1969,  while 
medical  expense  insurance  rose  from  $296  to  $353 
million. 

Of  all  the  benefits  for  health  care  expenses  paid  by 
insurance  companies,  $3.7  billion  went  for  hospital  bills, 
while  physicians,  surgeons  and  dentists  accounted  for 
$2.3  billion. 

Total  benefit  payments  made  to  the  American  public 
by  insurance  companies,  Blue  Cross  and  Blue  Shield 
plans  and  other  private  health  programs  last  year 
came  to  an  estimated  $13.5  billion — the  highest  amount 
ever  paid  by  private  insurers  in  a single  year. 
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GENERAL  NEWS 


Drs.  Bornemeier,  Woodard  Guests 
At  103rd  Annual  Meeting 

Dr.  Walter  C.  Boimemeier  of  Chicago,  President  of 
the  American  Medical  Association,  and  Dr.  Prince  B. 
Woodard,  Chancellor  of  the  West  Virginia  Board  of 
Regents,  will  be  honor  guests  at  the  103rd  Annual 
Meeting  of  the  West  Virginia  State  Medical  Associa- 
tion this  month. 


Walter  C.  Bornemeier,  M.  D. 
AMA  President 


The  meeting  will  be  held  Thursday  through  Satur- 
day, August  20-22,  at  The  Greenbrier  in  White  Sulphur 
Springs. 

The  Program  Committee  said  that  Doctor  Borne- 
meier will  address  the  first  of  two  sessions  of  the  House 
of  Delegates  on  Wednesday  afternoon,  August  19,  the 
eve  of  the  formal  opening  of  the  convention.  Doctor 
Woodard,  of  Charleston,  will  be  the  principal  speaker 
at  opening  exercises  on  Thursday  morning,  August  20. 

The  AMA  President 

Doctor  Bornemeier  was  installed  as  AMA  President 
in  June  during  the  AMA  convention  in  his  home  city 
of  Chicago.  He  is  a native  of  Greenwood,  Nebraska, 


and  received  his  M.  D.  degree  in  1929  from  the 
Northwestern  University  Medical  School. 

He  is  a Diplomate  of  the  American  Board  of  Surgery. 
He  held  various  offices  in  the  Chicago  and  Illinois 
Medical  Societies  prior  to  his  election  first  as  Vice 
Speaker,  then  as  Speaker,  of  the  AMA  House  of  Dele- 
gates. At  the  end  of  his  third  year  in  the  latter  office, 
he  was  named  AMA  President  Elect. 

Address  by  Doctor  Woodard 

Doctor  Woodard,  a native  of  Courtland,  Virginia, 
became  the  first  Chancellor  of  the  West  Virginia 
Board  of  Regents  earlier  this  year.  As  Chancellor,  he 
is  the  chief  executive  officer  of  West  Virginia  and 
Marshall  Universities  and  the  state-supported  colleges. 

He  holds  a B.  A.  degree  from  Virginia  Military 
Institute,  an  M.  A.  degree  from  the  University  of 
Virginia  and  a Doctor  of  Education  degree,  also  from 
:he  University  of  Virginia. 

He  was  Director  of  the  State  Council  of  Higher 
Education  for  Virginia,  with  headquarters  in  Rich- 
mond, when  he  accepted  the  chancellorship  effective 
last  February  1. 

All  persons  attending  the  Annual  Meeting  are  in- 
vited to  hear  the  addresses  of  both  Doctor  Bornemeier 
and  Doctor  Woodard. 

Presidential  Address 

Dr.  Maynard  P.  Pride  of  Morgantown,  retiring 
President  of  the  West  Virginia  State  Medical  Associa- 
tion, will  present  his  Presidential  Address  at  the 
second  and  final  session  of  the  House  of  Delegates 
on  Saturday  afternoon,  August  22. 

Pre- Convention  Meetings 

Both  the  Council  and  the  House  of  Delegates  of 
the  Association  will  have  meetings  prior  to  the  formal 
opening  of  the  convention.  The  Council  will  meet  on 


The  1970  Program  Committee 

The  late  Dr.  Robert  J.  Fleming  of  Mor- 
gantown was  serving  as  Chariman  of  the 
Program  Committee  for  the  103rd  Annual 
Meeting  at  the  time  of  his  death  on  April 
28,  1970. 

Doctor  Fleming  lived  to  see  the  scientific 
program  virtually  completed. 

Other  members  of  the  Program  Committee 
are  Dr.  Charles  E.  Andrews  of  Morgantown, 
Dr.  Thomas  P.  Long  of  Man,  and  Dr.  A. 
Thomas  McCoy  of  Charleston. 
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No  Convention  Registration  Fee 

No  registration  fee  will  be  charged  either 
members  or  guests  in  connection  with  the 
103rd  Annual  Meeting  of  the  West  Virginia 
State  Medical  Association  at  The  Greenbrier 
in  White  Sulphur  Springs,  August  20-22,  1970. 


Wednesday,  August  19,  at  10  A.M.,  and  the  House 
will  have  the  first  of  two  sessions  that  afternoon  be- 
ginning at  3 o’clock. 

The  registration  desk  will  be  open  in  the  Main  Floor 
Lobby  of  The  Greenbrier  from  8:30  A.M.  to  5 P.M. 
each  day  during  the  convention. 

General  Scientific  Sessions 

The  three  general  scientific  sessions  will  be  held  in 
Governor’s  Hall  in  the  West  Virginia  Wing  of  The 
Greenbrier.  Several  of  the  afternoon  meetings  of  the 
scientific  sections  and  affiliated  societies  will  be  held 
in  Governor’s  Hall  and  the  nearby  Mountaineer  Room, 
while  other  meetings  will  be  held  in  the  Convention 
Unit. 

Industrial  and  scientific  exhibits  will  be  located  in 
the  Exhibit  Center  in  the  West  Virginia  Wing  outside 
Governor’s  Hall  and  the  Mountaineer  Room. 

Scientific  Motion  Pictures 

Dr.  David  Z.  Morgan  of  Morgantown,  Chairman  of 
the  Scientific  Motion  Picture  Program,  has  arranged 
a schedule  of  medical  films  which  will  be  shown  at 
8 A.M.  Thursday  through  Saturday  in  Governor’s  Hall 
prior  to  the  beginning  of  each  general  scientific 
session. 

Formal  Opening  of  Convention 

Doctor  Pride  will  call  the  convention  to  order  at  9 
A.M.  on  Thursday  in  Governor’s  Hall.  After  the  wel- 
coming address  by  Doctor  Pride,  Doctor  Woodard  will 
give  his  address. 

At  the  conclusion  of  Doctor  Woodard’s  remarks, 
there  will  be  a “Symposium  on  Peptic  Ulcer,”  with 
Dr.  Robert  J.  Coffey,  Professor  of  Surgery  and  Direc- 
tor of  the  Department  of  Surgery  at  Georgetown 
University  Medical  Center  in  Washington,  D.  C.,  serv- 
ing as  Moderator. 

Other  participants  in  this  program  will  include  Dr. 
Jerome  F.  Wiot,  Professor  and  Director  of  the  Depart- 
ment of  Radiology,  Cincinnati  General  Hospital,  Cin- 
cinnati; and  Dr.  William  E.  Anderson  of  Morgantown, 
Associate  Professor  of  Medicine  at  the  West  Virginia 
University  Medical  Center. 


Luncheon  for  Past  Presidents 

A luncheon  honoring  past  presidents  of  the 
West  Virginia  State  Medical  Association  will 
be  held  at  The  Greenbrier  on  Thursday, 
August  20,  during  the  103rd  Annual  Meeting. 

Dr.  Richard  W.  Corbitt  of  Parkersburg, 
Immediate  Past  President,  will  preside,  and 
invitations  have  been  extended  to  all  the 
Association’s  living  past  presidents. 


George  R.  Callender,  Jr.,  M.  D. 

President  Elect 

Thursday  Afternoon  Program 

Several  meetings  are  on  the  program  for  Thursday 
afternoon. 

Dr.  C.  A.  (Carl)  Hoffman  of  Huntington  will  speak 
on  “The  AMA — Symbol  of  the  Medical  Profession”  at 
a meeting  to  begin  at  2 P.M.  in  the  Fillmore  and 
Van  Buren  Rooms.  Doctor  Hoffman  is  Secretary - 
Treasurer  of  the  American  Medical  Association  and 
a member  of  its  Board  of  Trustees. 

At  2 P.M.  on  Thursday,  there  will  be  a meeting  of 
the  Resolutions  Committee  with  the  Chairman,  Dr. 
Richard  V.  Lynch,  Jr.,  of  Morgantown,  presiding. 

Also  at  2 P.M.,  there  will  be  meetings  of  the  Section 
on  Surgery  and  the  West  Virginia  State  Society  of 
Allergy. 

Dr.  Robert  J.  Coffey  of  Washington,  D.  C.  will  speak 
on  “The  Surgical  Treatment  of  Calcific  Pancreatitis” 
at  the  surgery  meeting;  and  Dr.  Richard  J.  Feinberg, 
Director  of  the  Allergy  Unit,  Hospital  for  Sick  Chil- 
dren, Washington,  D.  C.,  will  be  the  principal  speaker 
at  the  Allergy  Society  meeting.  Doctor  Feinberg’s 
topic  will  be  “Practical  Treatment  of  Bronchial  As- 
thma.” 

The  Allergy  Society  also  will  hear  Dr.  Merle  S. 
Scherr  of  Charleston  report  on  “Experiences  in  Treat- 
ment of  Asthma  at  Broncho  Junction.” 

Seminar  on  Legal  Medicine 

Doctor  Hoffman  will  preside  at  a “Seminar  on  Legal 
Medicine”  beginning  at  3 P.M.  on  Thursday  in  the 
Fillmore  and  Van  Buren  Rooms. 

Dr.  Charles  J.  Frankel,  Associate  Professor  of  Ortho- 
pedic Surgery  at  the  University  of  Virginia  School 
of  Medicine  in  Charlottesville,  will  be  Moderator  for 
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Prince  B.  Woodard,  Ed.  D. 
Chancellor,  Board  of  Regents 


the  session,  and  speakers  will  include  William  E. 
Knepper,  LL.  B„  of  Columbus,  Ohio,  and  Hugh  G. 
Head,  Jr.,  LL.  B.,  of  Atlanta,  Georgia. 

Friday  Morning  Program 

The  West  Virginia  Academy  of  Ophthalmology  and 
Otolaryngology  will  have  a breakfast  meeting  Friday 
morning  beginning  at  8:15  A.M.  in  the  Main  Dining 
Room  of  The  Greenbrier. 

The  second  general  scientific  session  will  begin  in 
Governor’s  Hall  at  9:30  A.M.,  with  Dr.  A.  Thomas 
McCoy  of  Charleston,  a member  of  the  Program  Com- 
mittee, serving  as  Moderator.  Speakers  and  their 
topics  will  be  as  follows: 

Robert  G.  Greenblatt,  M.  D.,  Professor  and  Chair- 
man of  the  Department  of  Endocrinology,  Medical 
College  of  Georgia,  Augusta,  Georgia,  Subject:  “The 
Pill:  Past,  Present  and  Future.” 

Victor  A.  Politano,  M.  D.,  Professor  and  Chairman 
of  the  Department  of  Urology,  University  of  Miami 
School  of  Medicine,  Miami,  Florida,  Subject:  “As- 

cending Pyelonephritis:  Fact  or  Fiction.” 

Perry  C.  Talkington,  M.  D.,  Clinical  Professor  of 
Psychiatry,  University  of  Texas  Southwestern  Medical 
School,  Dallas,  Subject:  “Impotency  and  Frigidity.” 

Friday  Afternoon  Program 

The  Cancer  Committee  of  the  West  Virginia  State 
Medical  Association  will  have  a luncheon  meeting  at 
12:15  P.M.  on  Friday  in  the  Main  Dining  Room. 

Several  scientific  sections,  societies  and  associations 
affiliated  with  the  State  Medical  Association  will  have 
business  meetings  and/or  scientific  programs  begin- 
ning at  2 P.M. 

Dr.  James  T.  Hughes  of  Ripley  will  preside  at  a 
meeting  of  the  Section  on  Internal  Medicine.  Dr. 


Convention  Timetable 

The  first  general  scientific  session  will  be- 
gin at  9 A.M.  on  Thursday,  August  20.  The 
Friday  session  will  begin  at  9:30  A.M.,  and 
the  session  on  Saturday,  also  at  9:30  A.M. 

The  first  session  of  the  House  of  Delegates 
will  be  on  Wednesday  afternoon,  August  19, 
beginning  at  3 o’clock.  The  second  session 
will  be  on  Saturday  afternoon  beginning  at 
2:30  o’clock. 

The  Exhibit  Center  will  bs  open  from  8:30 
A.M.  to  3:30  P.M.  on  Thursday  and  Friday 
and  from  8:30  A.M.  to  1 P.M.  on  Saturday. 


James  B.  Field  of  Pittsburgh  will  speak  on  “Differen- 
tial Diagnosis  of  Hypoglycemia.” 

There  will  be  a joint  meeting  of  the  Section  on 
Urology  and  the  Section  on  Pediatrics.  Dr.  Victor  A. 
Politano  of  Miami,  Florida,  will  speak  on  “Pediatric 
Urology.” 

Dr.  Jerome  F.  Wiot  of  Cincinnati  will  discuss  “Some 
Radiologic  Aspects  of  Chest  Trauma”  at  a meeting 
of  the  West  Virginia  Radiological  Society.  Dr.  J. 
Dennis  Kugel  of  Charleston  will  preside. 

Dr.  Robert  W.  Hibbard  of  Huntington  will  preside 
at  a meeting  of  the  Section  on  Neurology,  Neuro- 
surgery and  Psychiatry,  at  which  time  Dr.  Perry  C. 
Talkington  of  Dallas,  Texas,  will  speak  on  “Psychiatry 
and  Medicine  in  the  1970’s:  A Perspective  on  the 

Future.” 

Dr.  William  R.  Barton  of  Wheeling  will  preside  at 
a meeting  of  the  Section  on  Orthopedic  Surgery.  Dr. 
John  M.  Mennell,  Chief  of  the  Physical  Medicine  and 
Rehabilitation  Service,  Brentwood  VA  Hospital,  West 
Los  Angeles,  California,  will  speak  on  “Understanding 
Manipulative  Techniques  in  Medical  Practice.” 

The  West  Virginia  Obstetrical  and  Gynecological 
Society  will  hear  Dr.  Robert  B.  Greenblatt  of  Au- 
gusta, Georgia,  discuss  "Endocrinology  of  Sexual  Be- 
havior.” Dr.  Robert  Greco  of  Morgantown  is  to 
preside. 

Dr.  R.  U.  Drinkard  of  Wheeling  will  preside  at  a 
business  meeting  of  the  West  Virginia  Chapter  of  the 
American  Society  of  Internal  Medicine  at  3:30  P.M. 
At  the  same  time,  Dr.  Roy  A.  Edwards  of  Huntington 
will  convene  a meeting  of  the  West  Virginia  District 
Branch  of  the  American  Psychiatric  Association.  Dr. 
Perry  C.  Talkington  of  Dallas,  Texas,  Speaker  of  the 
Assembly  of  District  Branches  of  the  American  Psy- 
chiatric Association,  will  discuss  “The  APA  and  You.” 


House  of  Delegates  To  Meet 
Twice  During  Meeting 

The  first  session  of  the  House  of  Delegates 
during  the  Annual  Meeting  at  The  Green- 
brier will  be  convened  at  3 P.M.  on  Wednes- 
day, August  19.  The  second  and  final  session 
of  the  House  of  Delegates  will  be  held  at  2:30 
P.M.  on  Saturday.  August  22. 


Convention  Timetable 

The  first  general  scientific  session  will  be- 
gin at  9 A.M.  on  Thursday,  August  20.  The 
Friday  session  will  begin  at  9:30  A.M.,  and 
the  session  on  Saturday,  also  at  9:30  A.M. 

The  first  session  of  the  House  of  Delegates 
will  be  on  Wednesday  afternoon,  August  19, 
beginning  at  3 o’clock.  The  second  session 
will  be  on  Saturday  afternoon  beginning  at 
2:30  o’clock. 

The  Exhibit  Center  will  bs  open  from  8:30 
A.M.  to  3:30  P.M.  on  Thursday  and  Friday 
and  from  8:30  A.M.  to  1 P.M.  on  Saturday. 
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Dr.  Richard  V.  Lynch,  Jr.,  of  Morgantown,  will  pre- 
side over  a meeting  of  the  Committee  on  Nomina- 
tions beginning  at  5 P.M.  on  Friday. 

Saturday  Morning  Program 

The  third  and  final  general  scientific  session  on 
Saturday  morning,  August  22,  will  consist  of  a “Sym- 
posium on  Diabetes.”  Dr.  Edmund  B.  Flink,  Professor 
and  Chairman  of  the  Department  of  Medicine  at  the 
West  Virginia  University  Medical  Center,  will  serve 
as  Moderator,  and  other  speakers  will  be  as  follows: 

James  B.  Field,  M.  D.,  Professor  of  Medicine  and 
Director  of  the  Clinical  Research  Unit,  University  of 
Pittsburgh  School  of  Medicine,  Subject:  “Insulin  In- 
duced Hyperglycemia.” 

Margaret  J.  Albrink,  M.  D.,  Professor  of  Medicine, 
WVU  School  of  Medicine,  Subject:  “Hyperlipidemia 
and  Diabetes.” 

Robert  R.  Trotter,  M.  D.,  Professor  of  Surgery  and 
Chairman  of  the  Division  of  Ophthalmology,  WVU 
School  of  Medicine,  Subject:  “Diabetic  Retinopathy.” 

Second  Session  of  the  House  of  Delegates 

The  second  and  final  session  of  the  House  of  Dele- 
gates will  be  held  on  Saturday  afternoon,  beginning 
at  2:30  o’clock.  Doctor  Pride  will  preside  and  will 
present  his  Presidential  Address. 

Other  features  of  the  final  House  session  will  include 
the  installation  of  Dr.  George  R.  Callender,  Jr.,  of 
Charleston  as  President  of  the  State  Medical  Associa- 
tion and  the  election  of  other  officers  for  the  coming 
year. 

Medical  School  Alumni  Parties 

The  Alumni  Associations  of  three  medical  schools 
will  have  cocktail  parties  Thursday  evening  for  gradu- 
ates. Dr.  David  Z.  Morgan  of  Morgantown  is  in  charge 
of  a party  to  be  sponsored  by  the  West  Virginia 
University  School  of  Medicine  Alumni  Association. 

The  University  of  Virginia  Alumni  Fund,  Medical 
Division,  will  have  a party,  with  Dr.  E.  L.  Crum- 
packer  of  White  Sulphur  Springs  in  charge. 

Dr.  Jean  P.  Cavender  of  Charleston  is  in  charge 


Motion  Picture  Schedule 

Dr.  David  Z.  Morgan  of  Morgantown, 
Chairman  of  the  Scientific  Motion  Picture 
Program  for  the  Annual  Meeting  at  The 
Greenbrier,  announced  that  the  following 
films  will  be  shown: 

Thursday — “Peptic  Ulcer — Its  Etiology  and 
Therapy”  and  “The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion.” 

Friday — “The  Role  of  the  Endometrium  in 
Conception  and  Menstruation”  and  “Mechan- 
isms of  Action  of  Oral  Contraceptives.” 

Saturday — “Diabetes — Discussion  of  an  Eti- 
ology" and  “Reasonable  Expectations  in  the 
Management  of  Diabetes.” 

The  films  will  be  shown  each  morning  in 
Governor's  Hall  beginning  at  8 A.M.,  prior  to 
each  general  scientific  session. 


Nominating  Committee  To  Meet 
On  Friday,  August  21 

The  Committee  on  Nominations  of  the  State 
Medical  Association  will  meet  on  Friday, 
August  21,  during  the  103rd  Annual  Meeting 
at  The  Greenbrier. 

The  Committee  will  consider  and  recom- 
mend to  the  House  of  Delegates  prior  to  the 
election  of  officers,  at  its  final  session,  nom- 
inees for  the  offices  of  President  Elect,  Vice 
President,  Treasurer,  and  Delegate  to  the 
American  Medical  Association  and  Alternate 
Delegate. 

By-Laws  of  the  Association  specify  that 
additional  nominations  may  be  made  from 
the  floor  for  the  various  offices. 

Dr.  Richard  V.  Lynch,  Jr.,  of  Morgantown, 
will  serve  as  Chairman  of  the  Committee  on 
Nominations.  Other  members  include  Dr. 
William  T.  Lawson  of  Fairmont,  Dr.  S.  Eliza- 
beth McFetridge  of  Shepherdstown,  Dr.  A. 
Kyle  Bush  of  Philippi,  Dr.  William  E.  Gil- 
more of  Parkersburg,  Dr.  Jack  Leckie  of 
Huntington,  Dr.  Worthy  W.  McKinney  of 
Beckley,  and  Dr.  Harold  Van  Hoose  of  Man. 

In  addition,  the  By-Laws  state  that  one  of 
the  Kanawha  Medical  Society’s  two  coun- 
cilors will  serve,  but  that  representative  had 
not  been  chosen  when  this  issue  of  The 
Journal  went  to  press. 


of  a party  to  be  sponsored  by  the  West  Virginia  Chap- 
ter, Medical  College  of  Virginia  Alumni  Association. 

Auxiliary  Dance  on  Friday  Night 

The  Woman’s  Auxiliary  will  sponsor  a Zodiac  Ball 
in  Chesapeake  Hall  on  Friday  night  beginning  at 
10  P.M. 

Saturday  Evening  Reception 

A cocktail  party  and  reception  honoring  the  new 
officers  of  the  West  Virginia  State  Medical  Association 
will  be  held  from  6:30  to  7:30  P.M.  on  Saturday  on 
the  Chesapeake  Hall  Terrace.  All  members  of  the 
Association  and  the  Auxiliary  and  their  families, 
representatives  of  the  industrial  and  scientific  exhibi- 
tion and  convention  guests  are  cordially  invited  to 
attend  the  reception. 

Industrial  and  Scientific  Exhibits 

Many  interesting  industrial  and  scientific  exhibits 
will  be  on  display  during  the  meeting  in  the  Exhibit 
Center.  Physicians,  members  of  the  Auxiliary  and 
their  guests  are  urged  to  visit  the  Exhibit  Center, 
which  will  be  open  each  day  from  8:30  A.M.  to  3:30 
P.M. 

Heavy  Registration 

As  usual,  advance  registration  for  the  meeting  has 
been  heavy.  More  than  600  persons  had  made  reserva- 
tions at  The  Greenbrier  as  this  issue  of  The  Journal 
went  to  press,  and  total  registration  is  expected  to 
be  in  excess  of  700. 
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Dr.  Frank  McKee  Is  New  Dean 
Of  WVU  Medical  School 


Dr.  Frank  W.  McKee  will  assume  duties  this  month 
as  Dean  of  the  West  Virginia  University  School  of 
Medicine. 


Frank  \V.  McKee,  M.  D. 
New  Medical  School  Dean 


Doctor  McKee,  55,  most  recently  has  been  Director 
of  the  Division  of  Physician  Manpower  in  the  U.  S. 
Department  of  Health,  Education  and  Welfare.  On 
August  16,  he  will  succeed  Dr.  Clark  K.  Sleeth,  Dean 
for  the  past  nine  years,  who  asked  to  be  relieved 
of  administrative  responsibilities  so  that  he  can  return 
to  teaching. 

In  announcing  Doctor  McKee’s  appointment,  WVU 
President  James  G.  Harlow  described  the  new  Dean 
as  a nationally  distinguished  physician  with  expertise 
that  is  especially  relevant  to  West  Virginia’s  health 
care  problems.  The  appointment  was  recommended  to 
Doctor  Harlow  by  a 10-member  committee  headed  by 
Dr.  Edmund  B.  Flink,  Professor  and  Chairman  of  the 
Department  of  Medicine. 

A native  of  Beaver,  Pennsylvania,  Doctor  McKee 
attended  Hamilton  College  and  received  his  M.  D. 
degree  from  the  University  of  Rochester.  He  formerly 
was  Professor  of  Pathology  and  Director  of  Clinical 
Laboratories  at  the  University  of  California  at  Los 
Angeles  and  Acting  Dean  of  the  University  of  Roch- 
ester Medical  School. 

He  also  was  Professor  of  Pathology  and  Associate 
Dean  at  the  University  of  Rochester  and  served  as 
Medical  Director  of  the  Rochester  Regional  Hospital 
Council.  He  is  a Dipl  ornate  of  the  American  Board  of 
Pathology. 

A Navy  veteran,  he  is  a member  of  Phi  Beta  Kappa, 
the  American  Association  of  Pathologists  and  Bac- 


teriologists, the  American  Society  for  Experimental 
Pathology,  Alpha  Omega  Alpha  and  Sigma  Xi. 

Doctor  and  Mrs.  McKee  are  the  parents  of  two 
children,  and  the  family  has  been  living  at  McLean, 
Virginia. 


Physicians  Assistant  Program 
Gets  $285,000  Grant 

The  Commonwealth  Fund,  a New  York-based  phil- 
anthropic foundation,  has  announced  a grant  of  $285,- 
000  to  support  the  Physicians  Assistant  Program  at 
Alderson-Broaddus  College  in  Philippi. 

The  three-year  grant  will  enable  the  College  to 
complete  the  development  of  its  pioneering  baccalau- 
reate curriculum  in  this  field,  according  to  an  an- 
nouncement by  Quigg  Newton,  President  of  the  Fund. 

“This  grant  . . . represents  a limited  extension  of 
the  Commonwealth  Fund’s  major  interest  in  medical 
education,  in  that  the  Physicians  Assistant  Program 
seeks  to  demonstrate  that  new  categories  of  health 
professionals  can  be  trained  to  perform  the  less  judg- 
mental patient-care  tasks  that  now  consume  so  much 
of  the  doctor's  time  and  energy,”  Mr.  Newton  said. 

Two  years  ago,  a grant  by  the  Fund  enabled  the 
College  to  launch  the  curriculum  with  the  cooperation 
of  Broaddus  Hospital,  the  Myers  Clinic  and  the  West 
Virginia  University  Medical  Center.  The  latest  grant 
will  be  applied  to  faculty  and  other  teaching  costs 
that  will  be  incurred  in  completing  the  detailed  design 
and  implementation  of  the  clinical  clerkships  that  will 
form  the  keystone  of  the  physicians  assistant  pro- 
fessional studies. 

Forty  Alderson-Broaddus  students  were  enrolled 
this  year  in  the  first  two  classes  in  the  curriculum. 


Dr.  Wm.  C.  Morgan  To  Defend 
Medical  Golf  Title 

Dr.  William  C.  Morgan,  Jr.,  of  Charleston,  is  ex- 
pected to  be  on  hand  to  defend  the  title  he  won  last 
year  in  the  Annual  Medical  Golf  Tournament,  which 
will  be  held  in  conjunction  with  the  103rd  Annual 
Meeting  of  the  West  Virginia  State  Medical  Associa- 
tion. 

Doctor  Morgan  toured  the  course  with  a 77  to  nose 
out  Dr.  Ernest  Q.  Hull  of  South  Charleston  by  one 
stroke  for  low  gross  honors. 

A beautiful  trophy  is  awarded  to  the  winner  by 
Hospital  and  Physicians  Supply  Company  of  Charles- 
ton. A physician  who  wins  the  tournament  three 
times  is  allowed  to  retain  the  trophy  permanently. 

Dr.  Joseph  A.  Smith  of  Dunbar,  Tournament  Direc- 
tor, said  that  physicians  participating  in  the  tourna- 
ment must  pay  an  entry  fee  of  $5.  Participants  may 
play  their  rounds  during  any  morning  or  afternoon 
of  the  three-day  meeting,  although  they  must  inform 
the  starter  when  they  begin  their  official  tournament 
round. 

All  tournament  play  must  be  completed  by  4 P.M. 
on  Saturday,  August  22.  Prizes  will  be  awarded  that 
evening  during  the  reception  honoring  the  new  officers 
of  the  Association. 
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Dr.  Wesley  W.  Hall  of  Nevada 
Is  AMA  President  Elect 

Dr.  Wesley  W.  Hall  of  Reno,  Nevada,  was  named 
President  Elect  of  the  American  Medical  Association 
during  the  Annual  AMA  Convention  in  Chicago  in 
June. 

Doctor  Hall,  a former  Chairman  of  the  AMA  Board  of 
Trustees,  wil  succeed  Dr.  Walter  C.  Bornemeier  in  the 
presidency  during  the  convention  in  Atlantic  City, 
New  Jersey,  in  June  1971.  The  election  of  Doctor  Hall 
and  other  officers  came  at  the  final  session  of  the  House 
of  Delegates  in  Chicago. 

Dr.  H.  Thomas  McGuire  of  New  Castle,  Delaware, 
was  elected  Vice  President  of  the  AMA.  Dr.  Russell 
B.  Roth  of  Erie,  Pennsylvania,  and  Dr.  J.  Frank  Walker 
of  Atlanta,  Georgia,  were  re-elected  Speaker  and  Vice 
Speaker,  respectively,  of  the  AMA  House  of  Delegates. 

Elected  to  the  Board  of  Trustees  without  opposition 
were  Dr.  Richard  E.  Palmer  of  Alexandria,  Virginia, 
and  Dr.  James  H.  Sammons  of  Baytown,  Texas.  Doctor 
Palmer  succeeded  Dr.  Alvin  J.  Ingram  of  Memphis, 
Tennessee,  who  did  not  seek  re-election,  and  Doctor 
Sammons  takes  the  place  of  Dr.  Robert  C.  Long  of 
Louisville,  Kentucky,  who  unsuccessfully  sought  the 
office  of  President  Elect. 

Also  elected  to  the  Board  of  Trustees  were  Dr.  Ken- 
neth C.  Sawyer  of  Denver,  Colorado,  who  succeeds 


Doctor  Hall  on  the  Board;  and  Dr.  John  H.  Budd  of 
Cleveland,  who  succeeds  Dr.  Irvin  E.  Hendryson  of 
Albuquerque,  New  Mexico. 

After  the  House  session  the  Board  of  Trustees  held 
an  organizational  meeting.  Dr.  Max  H.  Parrott  of 
Portland,  Oregon,  was  named  Chairman  of  the  Board, 
and  Dr.  C.  A.  (Carl)  Hoffman  of  Huntington  was  named 
Secretary-Treasurer  of  the  AMA. 

In  major  actions  of  the  House,  the  AMA  position  on 
abortion  was  liberalized,  and  a $40-a-year  dues  in- 
crease was  voted,  increasing  the  dues  in  1971  to  $110. 


Family  Practice  Board  Lists 
Second  Examination 

The  American  Board  of  Family  Practice  has  an- 
nounced that  it  will  give  its  second  examination  for 
certification  in  various  centers  throughout  the  United 
States. 

The  examinations  will  be  administered  on  February 
27-28,  1971.  Applications  for  examination  must  be  re- 
ceived by  the  Board  office  no  later  than  November 
1,  1970. 

Information  may  be  obtained  by  contacting  Dr. 
Nicholas  J.  Pisacano,  Secretary-Treasurer,  American 
Board  of  Family  Practice,  Inc.,  University  of  Kentucky 
Medical  Center,  Annex  No.  2,  Room  229,  Lexington, 
Kentucky  40506. 


These  West  Virginians  were  indulging  in  a hearty  breakfast  when  the  photographer  spotted  lliem  during  the  Annual 
Convention  of  the  American  Medical  Association  in  Chicago  in  June.  Foreground:  Dr.  Maynard  P.  Pride  of  Morgantown, 
President  of  the  West  Virginia  State  Medical  Association,  and  Dr.  Richard  W.  Corbitt  of  Parkersburg,  Chairman  of  the 
Council.  Seated  around  the  table,  left  to  right,  are:  Dr.  Richard  V.  Lynch,  Jr„  of  Morgantown,  a Past  President  of  the 
State  Association;  Dr.  Albert  C.  Esposito  of  Huntington,  Alternate  Delegate  to  the  AMA;  Dr.  C.  A.  (Carl)  Hoffman  of 
Huntington,  a member  of  AMA  Board  of  Trustees;  Dr.  Richard  E.  Flood  of  Weirton,  AMA  Delegate;  Dr.  George  R Callen- 
der, Jr.,  of  Charleston,  President  Elect  of  the  State  Association;  and  Mrs.  Frank  J.  Holroyd  of  Princeton. 
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Woman's  Auxiliary  To  Conduct 
46tli  Annual  Meeting 

The  46th  Annual  Meeting  of  the  Woman’s  Auxil- 
iary to  the  West  Virginia  State  Medical  Association 
will  be  held  in  White  Sulphur  Springs,  August  20-22, 
concurrent  with  the  Annual  Meeting  of  the  Associa- 
tion. 


Mrs.  R.  C.  L.  Robertson 


Mrs.  Gordon  YV.  Peek 


Mrs.  Joe  N.  Jarrett  of  Oak  Hill,  President  of  the 
Auxiliary,  will  preside  at  the  sessions.  She  said  that 
the  Auxiliary’s  special  guests  will  include  Mrs.  R.  C. 
L.  Robertson  of  Houston,  Texas,  President  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation; and  Mrs.  Gordon  W.  Peek  of  Grand  Cane, 
Louisiana,  President  of  the  Auxiliary  to  the  Southern 
Medical  Association. 

More  than  200  wives  of  physicians  are  expected  to 
attend  the  business  sessions. 

Pre- Convention  Meetings 

A cordial  invitation  has  been  extended  to  members 
of  the  Auxiliary  to  attend  the  Medical  Association’s 
House  of  Delegates  session  on  Wednesday,  August  19, 
when  the  principal  speaker  will  be  Dr.  Walter  C. 
Bornemeier  of  Chicago,  President  of  the  American 
Medical  Association.  The  session  will  begin  at  3 P.M. 

Mrs.  Jarrett  will  preside  at  a Pre-Convention  Board 
Meeting  to  be  held  in  the  Pierce  Room  at  4 P.M. 
that  day. 

Convention  Opening  Exercises 

Auxiliary  members  also  have  been  invited  to  attend 
ceremonies  marking  the  formal  opening  of  the  103rd 
Annual  Meeting  of  the  West  Virginia  State  Medical 
Association  on  Thursday  morning,  August  20,  be- 
ginning at  9 A.M.  The  speaker  will  be  Dr.  Prince  B. 
Woodard  of  Charleston,  Chancellor  of  the  West  Vir- 
ginia Board  of  Regents. 

Following  Doctor  Woodard’s  address,  members  of 
the  Auxiliary  will  repair  to  the  Fillmore  and  Van 
Buren  rooms  where  the  Auxiliary  will  formally  open 
its  convention  with  Mrs.  Jarrett  presiding. 

First  Business  Session 

This  session,  beginning  at  9:45  A.M.,  will  feature  the 
keynote  address  by  Mrs.  R.  C.  L.  Robertson,  President 
of  the  Woman’s  Auxiliary  to  the  American  Medical 


Association.  Dr.  Maynard  P.  Pride,  President  of  the 
West  Virginia  State  Medical  Association,  will  be 
presented. 

Other  business  of  the  first  session  will  include  the 
introduction  of  the  convention  chairmen,  Mrs.  George 
A.  Curry  and  Mrs.  Clark  K.  Sleeth,  both  of  Morgan- 
town; an  in  memoriam  ceremony;  election  of  the  1971 
nominating  committee;  reports  from  officers  and  com- 
mittee chairmen;  and  presentation  of  component  aux- 
iliary presidents  by  the  regional  directors. 

The  Keynote  Speaker 

Mrs.  Robertson  was  installed  as  President  of  the 
AMA  Auxiliary  in  Chicago  in  June.  A native  of 
Beacon,  New  York,  and  a graduate  of  the  North- 
western University  School  of  Speech,  she  has  been 
active  in  Auxiliary  affairs  for  many  years. 

In  Texas,  she  was  President  of  the  Woman’s  Aux- 
iliary to  the  Harris  County  Medical  Society,  1957-58, 
and  President  of  the  Woman’s  Auxiliary  to  the  Texas 
Medical  Association,  1962-63. 

Mrs.  Robertson  taught  school  for  almost  six  years, 
and  now  gives  generously  of  her  time  to  various  civic 
and  charitable  projects.  She  has  served  as  Treasurer 
of  the  Houston  City  Council  of  P.T.A.’s  and  has  held 
various  offices  in  the  P.T.A.,  the  Episcopal  Church 
Women’s  Guild  and  the  Tanglewood  Garden  Club. 

Much  of  her  time  is  spent  in  participation  in  medical 
organizations  and  projects  promoting  better  health. 
She  is  a volunteer  at  Methodist  Hospital  in  Houston 
and  a member  of  the  Blue  Bird  Circle  which  operates 


Mrs.  Joe  N.  Jarrett  of  Oak  Hill,  President  of  the  Woman's 
Auxiliary  to  the  West  Virginia  State  Medical  Association, 
displays  an  American  Medical  Association  Education  and 
Research  Foundation  (AMA-ERF)  picture  award  presented 
to  her  during  the  national  Auxiliary’s  convention  in  Chicago 
in  June.  The  West  Virginia  Auxiliary  received  recognition 
for  having  the  largest  per  capita  donation  per  member. 
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and  supports  a clinic  at  the  hospital  for  children  with 
neurological  disorders. 

Mrs.  Robertson  and  her  husband,  Dr.  Robert  Charles 
Lee  Robertson,  a neurosurgeon,  are  the  parents  of  two 
sons,  both  of  whom  are  married. 

Bridge  Tournament 

The  program  for  Thursday  afternoon  will  include 
a Bridge  Tournament  in  the  Trellis  Lobby  of  The 
Greenbrier.  Members  of  the  Woman’s  Auxiliary  to 
the  Harrison  County  Medical  Society  will  be  hos- 
tesses. 

The  Past  Presidents’  Breakfast  will  be  held  on  Fri- 
day morning,  August  21,  with  Mrs.  John  A.  B.  Holt 
of  Charleston,  Immediate  Past  President,  presiding. 

Second  Business  Session 

Mrs.  Jarrett  will  preside  at  the  Second  General 
Session  which  will  begin  at  9:45  on  Friday  morning 
in  the  Fillmore  and  Van  Buren  Rooms. 

Mrs.  Gordon  W.  Peek,  President  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Association,  will 
be  the  principal  speaker. 

Other  business  of  the  Second  Session  will  include 
the  second  reading  of  the  report  of  the  Nominating 
Committee;  reports  of  various  convention  committees 
and  the  election  and  installation  of  officers. 

Mrs.  R.  C.  L.  Robertson  will  preside  at  the  installa- 
tion of  officers.  Mrs.  Robert  J.  Tchou  of  Williamson 
will  succeed  Mrs.  Jarrett  as  President.  Mrs.  Jarrett 
will  present  the  President’s  Pin  and  Gavel  to  Mrs. 
Tchou,  and  Mrs.  John  A.  B.  Holt  will  present  the 
Past  President’s  Pin  to  Mrs.  Jarrett. 

The  SMA  Auxiliary  President 

Mrs.  Peek  is  married  to  Dr.  Gordon  W.  Peek,  and 
she  and  her  surgeon  husband  have  three  teenage 
daughters,  including  identical  twins.  She  was  pres- 
ident of  her  local  Auxiliary  in  1959-60,  and  also  was 
President  of  the  Louisiana  State  Medical  Auxiliary, 
1962-63. 

Her  activities  in  civic  affairs  include  the  Camp  Fire 
Board,  P.  T.  A.,  Y.  W.  C.  A.,  the  Cancer  Society  and 
the  State  Council  on  Aging  and  Mental  Health. 

Friday  Social  Functions 

Members  of  the  Woman’s  Auxiliary  to  the  Ohio 
County  Medical  Society  will  be  hostesses  for  golf 
on  Friday  afternoon.  That  evening,  there  will  be  a 
Zodiac  Ball,  with  members  of  the  Kanawha  Medical 
Auxiliary  serving  as  hostesses. 

Post  Convention  Board  Meeting 

The  Post-Convention  Conference  and  Board  Meet- 
ing will  be  held  at  10  A.M.  on  Saturday,  August  22. 
Mrs.  Tchou  will  preside. 

Saturday  Afternoon  Program 

Members  of  the  Auxiliary  are  invited  to  attend  the 
second  and  final  session  of  the  State  Medical  Asso- 
ciation’s House  of  Delegates  on  Saturday  afternoon, 
beginning  at  2:30  o’clock.  Dr.  Maynard  P.  Pride  of 
Morgantown,  retiring  President  of  the  Association, 
will  deliver  his  presidential  address,  and  Dr.  George 


m 


Mrs.  Joe  N.  Jarrett 
State  Auxiliary  President 

R.  Callender,  Jr.,  of  Charleston  will  be  installed  as 
President. 

Other  officers  for  the  coming  year  will  be  elected. 
At  6:30  o’clock  Saturday  evening,  there  will  be  a 
reception  honoring  the  officers  of  the  State  Medical 
Association  on  the  Chesapeake  Hall  Terrace,  and 
members  of  the  Auxiliary  are  cordially  invited  to  this 
function. 


West  Virginia  Auxiliary  Wins 
National  AMA-ERF  Awards 

The  Woman’s  Auxiliary  to  the  West  Virginia  State 
Medical  Association  was  cited  for  its  fund-raising 
efforts  on  behalf  of  AMA-ERF  during  the  annual  con- 
vention of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  in  Chicago  in  June. 

West  Virginia  won  first  place  in  AMA-ERF  giving 
by  having  the  highest  per  capita  contribution  in  this 
category.  West  Virginia  was  runner-up  in  over-all 
contributions,  and  Kanawha  County  was  a first  place 
winner  by  contributing  over  $1,000  to  AMA-ERF. 

Mrs.  Joe  N.  Jarrett  of  Oak  Hill,  President  of  the 
Woman’s  Auxiliary  to  the  West  Virginia  State  Medical 
Association,  was  appointed  to  the  National  Community 
Health  Committee  as  Chairman  of  the  Eastern  Region, 
which  comprises  14  states. 

In  addition  to  Mrs.  Jarrett,  official  delegates  from 
West  Virginia  to  the  AMA  Auxiliary  convention  were 
Mrs.  R.  J.  Tchou  of  Williamson,  Mrs.  M.  B.  Martin  and 
Mrs.  A.  C.  Esposito,  both  of  Huntington,  and  Mrs. 
F.  J.  Holroyd  of  Princeton. 
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Dr.  C.  A.  Hoffman  Seeks 
AMA  Presidency 

Dr.  C.  A.  (Carl)  Hoffman  of  Huntington  will  be 
nominated  for  the  office  of  President  Elect  of  the 
American  Medical  Association  during  the  AMA  An- 
nual Convention  in  At- 
lantic City  next  June. 

Announcement  of  Doc- 
tor Hoffman’s  candidacy 
for  the  office  was  made 
by  Dr.  Maynard  P.  Pride 
of  Morgantown,  President 
of  the  West  Virginia  State 
Medical  Association;  and 
Drs.  Frank  J.  Holroyd  of 
Princeton  and  Richard  E. 
Flood  of  Weirton,  both 
AMA  delegates. 

In  a message  to  AMA 
officers,  trustees,  dele- 
gates and  alternate  dele- 
gates and  state  associa- 
tion presidents  and  executives,  they  said,  “We  believe 
Carl  Hoffman  is  eminently  qualified  for  this  position 
and  earnestly  hope  you  will  lend  him  your  active 
support.” 

Doctor  Hoffman  for  many  years  has  assumed  an 
active  role  in  organized  medicine  and  in  many  civic 
and  charitable  organizations.  A Past  President  of  the 
West  Virginia  State  Medical  Association  and  the 
American  Urological  Association,  Doctor  Hoffman  was 
elected  to  the  Board  of  Trustees  of  the  AMA  in  July 

1969,  and  during  the  AMA  convention  this  past  June, 
he  was  named  Secretary-Treasurer  of  the  AMA. 

Previously,  he  served  for  several  years  as  a member 
of  the  AMA  House  of  Delegates  and  the  Council  on 
Medical  Service. 

House  of  Delegates  To  Take  Action 
On  Constitutional  Amendment 

One  amendment  to  the  Constitution  of  the  West 
Virginia  State  Medical  Association,  offered  at  the 
102nd  Annual  Meeting  at  The  Greenbrier  in  White 
Sulphur  Springs,  August  21-23,  1969,  will  be  acted 
upon  finally  by  the  House  of  Delegates  at  the  103rd 
Annual  Meeting  at  The  Greenbrier,  August  20-22, 

1970. 

The  proposed  amendment  follows: 

Article  V 

Amend  Article  V,  Section  1,  by  deleting  Sub-Section 
(2)  which  reads  as  follows:  “Ex-presidents  for  a period 
of  10  years  following  their  tenure  of  office,  providing, 
however,  that  ex-presidents  who  were  elected  prior 
to  1953  shall  remain  as  life-time  members  of  the 
House  of  Delegates;  and,” 

If  approved,  past  presidents  of  the  Association  would 
have  to  be  elected  as  delegates  by  their  component 
societies  in  order  to  have  a vote  at  meetings  of  the 
House. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

Aug.  12-15 — 4th  World  Conf.  on  Gen.  Prac.,  Chicago. 

Aug.  20-22 — 103rd  Annual  Meeting,  W.  Va.  State  Medi- 
cal Association,  The  Greenbrier,  White  Sulphur 
Springs. 

Sept.  9-11 — Med.  Soc.  of  D.  C.,  Washington. 

Sept.  10-12 — Am.  Assn,  of  Ob.  & Gyn.,  Hot  Springs,  Va. 
Sept.  11-19 — Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  11-19 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  14-17 — Am.  Hosp.  Assn.,  Houston. 

Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-26 — Ohio  Chap.,  ACS,  Columbus. 

Sept.  25-26 — W.  Va.  Heart  Assn.,  Pipestem  State  Park. 
Sept.  25-Oct.  1 — A AGP,  San  Francisco. 

Oct.  1 — Rural  Health  Conference,  Jackson’s  Mill. 

Oct.  3-4 — Am.  Assn,  of  Oph.,  Las  Vegas. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  9-10 — Florida  Diabetes  Assn.,  Ft.  Lauderdale. 
Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16 — ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 

Oct.  26-30 — Am.  Assn,  of  Pub.  Health  Phys.,  & Am. 
Pub.  Health  Assn.,  Houston. 

Nov.  10-17 — Am.  Heart  Assn.,  Atlantic  Citv. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago 
Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  18-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Jan.  31 — 4th  Mid-Winter  Conf.  on  Chest  Diseases, 
Charleston. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-24 — Am.  Acad,  of  Allergy,  Chicago. 

Feb.  20-27 — Am.  Soc.  of  Clin.  Path  & Col.  of  Am.  Path., 
Las  Vegas. 

March  6-11 — Am.  Acad,  of  Orth.  Surg.,  San  Francisco. 
March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  26-28 — Am.  Soc.  of  Int.  Med.,  Denver. 

March  28-April  2 — ACP,  Denver. 

March  29-April  3 — Am.  Col.  of  Rad.,  St.  Louis. 

April  18-22 — Am.  Assn,  of  Neu.  Surg.,  Houston. 

April  26 — May  1 — Am.  Acad,  of  Neurology,  New  York. 
April  26-28 — Am.  Assn,  for  Thoracic  Surg.,  Atlanta. 
April  28-May  1 — W.  Va.  Chap.,  ACS,  White  Sulphur 
Springs. 

April  29 — May  1 — Am.  Ped.  Soc.,  Atlantic  City. 

April  29-May  2 — W.  Va.  Chap.,  AAGP,  Wheeling. 

May  1-5 — Am.  Psy.  Assn.,  Washington. 

May  3-7 — Am.  Col.  of  Ob.  & Gyn.,  San  Francisco. 

May  10-14 — Ohio  Medical,  Columbus. 

May  16-19 — Am.  Thoracic  Soc.,  Los  Angeles. 

May  16-20 — Am.  Derm.  Assn.,  Sky  Top,  Pa. 

May  16-20 — Am.  Urol.  Assn.,  Chicago. 

June  17-18 — Am.  Rheumatism  Assn.,  New  York. 

June  20-24 — AMA,  Atlantic  City. 

June  22-23 — Am.  Diabetes  Assn.,  San  Francisco. 
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CONVENTION  PROGRAM 


10  3rd  Annual  Meeting 

of  the 

West  Virginia  State  Medical  Association 

THE  GREENBRIER,  WHITE  SULPHUR  SPRINGS 
August  20-22,  1970 


WEDNESDAY  MORNING 
August  19 
(Eastern  Daylight  Time) 

9:00-5:00 — Registration,  Main  Floor  Lobby. 

10:00 — Pre-Convention  Meeting  of  the  Council.  Richard 
W.  Corbitt,  M.  D.,  presiding  (Lee  Room, 
Virginia  Wing). 

WEDNESDAY  AFTERNOON 

3:00 — First  Session  of  the  House  of  Delegates.  May- 
nard P.  Pride,  M.  D.,  presidmg  (Chesapeake 
Hall). 

Invocation — Carl  B.  Hall,  M.  D. 

Address:  Walter  C.  Bornemeier,  M.  D.,  Presi- 
dent, American  Medical  Association. 

Presentation  of  AMA-ERF  Check  to  the  West 
Virginia  University  School  of  Medicine. 

Business  Meeting. 

THURSDAY  MORNING 
August  20 

8:00 — Motion  Pictures.  David  Z.  Morgan,  M.  D.,  in 
charge  (Governor’s  Hall). 

“Peptic  Ulcer — Its  Etiology  and  Therapy,”  and 
“The  Effect  of  Anticholinergic  Drugs  and 
Gastric  Motility  and  Pyloric  Function.” 

8:30-5:00 — Registration,  Main  Floor  Lobby. 

Opening  Exercises 
(Governor’s  Hall) 

9:00 — Call  to  Order — Maynard  P.  Pride,  M.  D.,  Presi- 
dent, West  Virginia  State  Medical  Association. 

Invocation — Tracy  N.  Spencer,  Jr.,  M.  D. 


Address  of  Welcome — Doctor  Pride. 

Address — Dr.  Prince  B.  Woodard,  Chancellor  of 
the  West  Virginia  Board  of  Regents. 

First  General  Session 
“ Symposium  on  Peptic  Ulcer'” 

Moderator:  Robert  J.  Coffey,  M.  D. 

9:45 — Robert  J.  Coffey,  M.  D.,  Professor  of  Surgery 
and  Director  of  the  Department  of  Surgery 
at  Georgetown  University  Medical  Center. 

Jerome  F.  Wiot,  M.  D.,  Professor  and  Director 
of  the  Department  of  Radiology,  Cincinnati 
General  Hospital,  Cincinnati,  Ohio. 

William  E.  Anderson,  M.  D.,  Associate  Professor 
of  Medicine,  WVU  School  of  Medicine. 

Question  and  Answer  Period  (There  will  be  a 
recess  for  visiting  exhibits  during  the  morning 
session) . 

12:30 — Recess  for  Lunch  and  Visiting  Exhibits. 

12:30 — Luncheon  Honoring  Past  Presidents  of  the  West 
Virginia  State  Medical  Association.  Richard 
W.  Corbitt,  M.  D„  presiding  (Tyler  Room). 

THURSDAY  AFTERNOON 

2:00 — "The  AMA — Symbol  of  the  Medical  Profession.” 
Discussion  by  C.  A.  Hoffman,  M.  D.,  Member 
of  the  Board  of  Trustees  of  the  American 
Medical  Association  (Fillmore  and  Van  Buren 
Rooms) . 

2:00 — Resolutions  Committee.  Richard  V.  Lynch,  Jr., 
M.  D.,  presiding  (West  Virginia  Room). 

2:00 — Section  on  Surgery.  S.  William  Goff,  M.  D., 
presiding  (Mountaineer  Room). 

Guest  Speaker:  Robert  J.  Coffey,  M.  D.,  Wash- 
ington, D.  C.  Subject:  “The  Surgical  Treat- 
ment of  Calcific  Pancreatitis.” 
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2:00 — Open  Meeting,  West  Virginia  State  Society  of 
Allergy.  Martin  D.  Reiter,  M.  D.,  presiding 
(Governor’s  Hall). 

Speakers:  Richard  J.  Feinberg,  M.  D.,  Direc- 

tor of  the  Allergy  Unit,  Hospital  for  Sick 
Children,  Washington,  D.  C.  Subject:  “Prac- 
tical Treatment  of  Bronchial  Asthma.” 

Merle  S.  Scherr,  M.  D.,  Charleston.  Subject: 
“Experiences  in  Treatment  of  Asthma  at 
Broncho  Junction.” 

3:00 — Seminar  on  “Legal  Medicine.”  C.  A.  Hoffman, 
M.  D.,  presiding  (Fillmore  and  Van  Buren 
Rooms) . 

Moderator : Charles  J.  Frankel,  M.  D.,  Associate 
Professor  of  Orthopedic  Surgery  at  the  Uni- 
versity of  Virginia  School  of  Medicine,  Char- 
lottesville. 

Guest  Speakers.  William  E.  Knepper,  LL.  B., 
Columbus,  Ohio,  and  Hugh  G.  Head,  Jr., 
LL.  B.,  Atlanta,  Georgia. 

6:00 — Cocktail  Party.  University  of  Virginia  Alumni 
Fund,  Medical  Division.  E.  L.  Crumpacker, 
M.  D.,  in  charge. 

6:00 — Cocktail  Party.  West  Virginia  University  School 
of  Medicine  Alumni  Association.  David  Z. 
Morgan,  M.  D.,  in  charge.  (Fillmore- Van 
Buren  Rooms) . 

6:30 — Cocktail  Party.  W.  Va.  Chapter,  Medical  Col- 
lege of  Virginia  Alumni  Association.  Jean 
P.  Cavender,  M.  D.,  in  charge  (Old  White 
Club). 

FRIDAY  MORNING 
August  2 1 

8:00 — Motion  Pictures.  David  Z.  Morgan,  M.  D.,  in 
charge  (Governor’s  Hall). 

“The  Role  of  the  Endometrium  in  Conception 
and  Menstruation,”  and  “Mechanisms  of 
Action  of  Oral  Contraceptives.” 

8: 15 — Breakfast  Meeting.  West  Virginia  Academy  of 
Ophthalmology  and  Otolaryngology  (Main 
Dining  Room). 

8:30-5:00 — Registration,  Main  Floor  Lobby. 

Second  General  Session 

Moderator:  A.  Thomas  McCoy,  M.  D. 

9:30 — Robert  G.  Greenblatt,  M.  D.,  Professor  and 
Chairman  of  the  Department  of  Endocrinology, 
Medical  College  of  Georgia,  Augusta.  Sub- 
ject: “Thi  Pill:  Past,  Present  and  Future.” 

10:15 — Victor  A.  Politano,  M.  D.,  Professor  and  Chair- 
man of  the  Department  of  Urology,  University 
of  Miami  School  of  Medicine,  Miami,  Florida. 
Subject:  “Ascending  Pyelonephritis:  Fact  or 
Fiction.” 


11:00 — Recess  for  Visiting  Exhibits. 

11:30 — Perry  C.  Talkington,  M.  D.,  Clinical  Professor 
of  Psychiatry,  University  of  Texas  South- 
western Medical  School,  Dallas.  Subject: 
“Impotency  and  Frigidity.” 

12:15 — Recess  for  Lunch  and  Visiting  Exhibits. 

12:15 — Meeting  of  Cancer  Committee  (Main  Dining 
Room) . 

FRIDAY  AFTERNOON 

2:00 — Section  on  Internal  Medicine.  James  T.  Hughes, 
M.  D.,  presiding  (Governor’s  Hall). 

Guest  Speaker:  James  B.  Field,  M.  D.,  Pitts- 
burgh. Subject:  “Differential  Diagnosis  of 

Hypoglycemia.” 

2:00 — Joint  Meeting  of  Sections  on  Pediatrics  and 
Urology  (West  Virginia  Room). 

Guest  Speaker:  Victor  A.  Politano,  M.  D., 

Miami,  Florida.  Subject:  “Pediatric  Urology.” 

2:00 — West  Virginia  Radiological  Society.  J.  Dennis 
Kugel,  M.  D.,  presiding  (Jackson  Room). 

Guest  Speaker:  Jerome  F.  Wiot,  M.  D.,  Cin- 
cinnati. Subject:  “Some  Radiologic  Aspects 

of  Chest  Trauma.” 

2: 00 — Section  on  Neurology,  Neurosurgery  and  Psy- 
chiatry. Robert  W.  Hibbard,  M.  D.,  presiding 
(Director’s  Room). 

Guest  Speaker:  Perry  C.  Talkington,  M.  D., 

Dallas.  Subject:  “Psychiatry  and  Medicine 

in  the  1970’s:  A Perspective  on  the  Future.” 

2:00 — West  Virginia  Obstetrical  and  Gynecological 
Society.  Robert  Greco,  M.  D.,  presiding 
(Fillmore  and  Van  Buren  Rooms). 

Guest  Speaker:  Robert  B.  Greenblatt,  M.  D., 

Augusta,  Georgia.  Subject:  “Endocrinology 

of  Sexual  Behavior.” 

2:00 — Section  on  Orthopedic  Surgery.  William  R. 

Barton,  M.  D.,  presiding  (Washington  Room, 
Virginia  Wing). 

Guest  Speaker:  John  M.  Mennell,  M.  D.,  Chief, 
Physical  Medicine  and  Rehabilitation  Service, 
Brentwood  VA  Hospital,  West  Los  Angeles, 
California.  Subject:  “Understanding  Manip- 

ulative Techniques  in  Medical  Practice.” 

3:30 — West  Virginia  Chapter,  American  Society  of 
Internal  Medicine.  R.  U.  Drinkard,  M.  D., 
presiding  (Governor’s  Hall). 

Business  Meeting. 

3:30 — West  Virginia  District  Branch,  American  Psy- 
chiatric Association.  Roy  A.  Edwards,  M.  D., 
presiding  (Director’s  Room). 

Guest  Speaker:  Perry  C.  Talkington,  M.  D., 

Speaker  of  the  Assembly  of  District  Branches 
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of  the  American  Psychiatric  Association. 
Subject:  “The  APA  and  You.” 

5:00 — Committee  on  Nominations.  Richard  V.  Lynch, 
Jr.,  M.  D.,  presiding  (Lee  Room,  Virginia 
Wing). 

FRIDAY  EVENING 

10:00 — Zodiac  Ball  sponsored  by  the  Woman’s  Auxil- 
iary (Chesapeake  Hall). 

SATURDAY  MORNING 
August  22 

8:00 — Motion  Pictures.  David  Z.  Morgan,  M.  D.,  in 
charge  (Governor’s  Hall). 

“Diabetes — Discussion  of  an  Etiology,”  and 
“Reasonable  Expectations  in  the  Management 
of  Diabetes.” 

9:00-2:00 — Registration,  Main  Floor  Lobby. 

“ Symposium  on  Diabetes ” 

Moderator : Edmund  B.  Flink,  M.  D. 

9: 30 — James  B.  Field,  M.  D.,  Professor  of  Medicine 
and  Director  of  the  Clinical  Research  Unit, 
University  of  Pittsburgh  School  of  Medicine. 
Subject:  “Insulin  Induced  Hyperglycemia.” 

Margaret  J.  Albrink,  M.  D.,  Professor  of  Medi- 
cine, WVU  School  of  Medicine.  Subject: 
“Hyperlididemia  and  Diabetes.” 


Robert  R.  Trotter,  M.  D.,  Professor  of  Surgery 
and  Chairman  of  the  Division  of  Ophthal- 
mology, WVU  School  of  Medicine.  Subject: 
“Diabetic  Retinopathy.” 

(There  will  be  a Recess  for  Visiting  Exhibits 
During  the  Morning  Session) . 

SATURDAY  AFTERNOON 

1:30 — West  Virginia  Diabetes  Association.  Business 
Meeting.  Edmund  B.  Flink,  M.  D.,  presiding 
(West  Virginia  Room). 

2:30 — Second  and  Final  Session  of  the  House  of  Dele- 
gates. Maynard  P.  Pride,  M.  D.,  presiding 
(Chesapeake  Hall). 

Invocation — William  E.  Gilmore,  M.  D. 

Presidential  Address:  Maynard  P.  Pride,  M.  D., 
President,  West  Virginia  State  Medical  Asso- 
ciation. 

Introduction  of  President  of  Woman’s  Auxil- 
iary to  the  West  Virginia  State  Medical 
Association. 

Introduction  of  Honor  Guests. 

Business  Meeting. 

Election  of  Officers. 

Installation  of  George  R.  Callender,  Jr.,  M.  D., 
of  Charleston,  as  President  of  the  West  Vir- 
ginia State  Medical  Association. 

SATURDAY  EVENING 

6:30-7:30 — Cocktail  Party  and  Reception  Honoring 
Officers  of  the  West  Virginia  State  Medical 
Association  (Chesapeake  Hall  Terrace). 


Do  It  Now  ! 

Circle  These  Dates  on  Your  Calendar 

Thursday,  Friday  and  Saturday 
August  20-22,  1970 

1 03rd  Annual  Meeting 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
The  Greenbrier,  White  Sulphur  Springs,  W.  Va. 


August,  1970,  Vol.  66,  No.  8 


277 


CONVENTION  SPEAKERS 


(Biographical  Sketches) 


A native  of  Waco,  Texas,  Dr.  Perry  C.  Talkington 
is  Clinical  Professor  of  Psychiatry  at  the  University  of 
Texas  Southwestern  Medical  School. 

Doctor  Talkington  was 
graduated  from  Baylor 
University  and  received 
his  M.  D.  degree  in  1934 
from  Baylor  University 
College  of  Medicine.  He 
interned  at  Hammot  Hos- 
pital in  Erie,  Pennsyl- 
vania, and  served  psy- 
chiatric residencies  at 
hospitals  in  Massachu- 
setts, Pennsylvania  and 
Texas. 

He  served  with  the 
Medical  Corps  of  the 
United  States  Army,  1941- 
46,  and  was  Consultant 
in  Psychiatry  to  General  Patton’s  Third  Army  through- 
out the  European  Campaign. 

Doctor  Talkington  was  certified  by  the  American 
Board  of  Psychiatry  in  1942  and  he  has  been  in  the 
private  practice  of  psychiatry  from  1938  to  the  present 
time  except  during  the  war  years. 

He  is  currently  serving  as  Speaker  of  the  Assembly 
of  District  Branches  of  the  American  Psychiatric 
Association,  and  is  a member  of  the  Texas  Medical 
Association  and  the  American  College  of  Psychiatry. 


Dr.  Walter  C.  Bornemeier  of  Chicago,  who  was  in- 
stalled as  President  of  the  American  Medical  Associ- 
ation in  Chicago  last  June,  is  a native  of  Greenwood, 
Nebraska. 

Doctor  Bornemeier  re- 
ceived his  M.  D.  degree 
in  1929  from  the  North- 
western University  Medi- 
cal School.  He  is  a Dip- 
lomate  of  the  American 
Board  of  Surgery  and 
served  for  20  years  as  an 
Instructor  in  Surgery  at 
Northwestern. 

Among  his  specialty 
memberships,  Doctor 
Bornemeier  holds  an  hon- 
orary membership  in  the 
Surgical  Society  of  Rome, 
where  he  was  stationed 
as  a Major  in  the  Medical 
Corps  of  the  United  States  Army  during  World  War  II. 


Walter  C.  Bornemeier,  M.  D. 


Doctor  Bornemeier  is  a Past  President  of  the  Chi- 
cago Medical  Society  and  served  for  four  years  as 
Speaker  of  the  House  of  Delegates  of  the  Illinois 
Medical  Society.  He  served  as  Speaker  of  the  House 
of  Delegates  of  the  American  Medical  Association, 
1966-69,  and  he  was  Vice  Speaker  for  the  preceding 
three  years. 

He  is  a member  of  many  professional  and  public 
service  organizations  and  served  as  President  of  the 
Tuberculosis  Institute  of  Chicago  and  Cook  County, 
1962-64.  He  holds  the  Distinguished  Alumnus  award 
from  North  Central  College  in  Illinois. 

He  is  married  to  the  former  Mabel  Kemp  and  they 
have  two  daughters  and  a son. 


Dr.  Prince  B.  Woodard,  Chancellor  of  the  West 
Virginia  Board  of  Regents,  was  born  in  Courtland, 
Virginia. 


He  attended  Virginia  Military  Institute,  where  he 
received  his  B.  A.  degree 
in  history  in  1943.  He 
attended  the  University 
of  Virginia,  where  he  re- 
ceived M.  A.  and  Ed.  D. 
degrees  in  educational 
administration. 

Doctor  Woodard  once 
taught  high  school  his- 
tory and  mathematics, 
later  joining  the  faculty 
of  the  University  of  Ala- 
bama. During  1953-56, 
he  was  Director  of  Re- 
search and  Instruction 
Prince  B.  Woodard,  Ed.  D.  for  the  Danville,  'Virginia, 

Public  Schools.  For  a 
three-year  period  beginning  in  1961,  he  was  Graduate 
Professor  of  Educational  Administration  at  Temple 
University. 


He  then  served  as  Director  of  the  State  Council  of 
Higher  Education  for  Virginia  until  last  February  1, 
when  he  became  the  first  Chancellor  of  the  West  Vir- 
ginia Board  of  Regents. 


He  is  a member  of  the  West  Virginia  Educational 
Broadcasting  Authority,  the  Association  of  Institutional 
Research,  the  Association  of  Governing  Boards  of 
Colleges  and  Universities,  the  American  Association  of 
Higher  Education,  and  the  American  Educational  Re- 
search Association. 

Doctor  and  Mrs.  Woodard  have  two  daughters  and 
a son. 
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Dr.  Jerome  F.  Wiot  is  a native  of  Cincinnati,  where 
he  serves  as  Professor  and  Director  of  the  Department 
of  Radiology  at  the  Cincinnati  General  Hospital. 

Doctor  Wiot  was  grad- 
uated from  the  University 
of  Cincinnati  and  re- 
ceived his  M.  D.  degree 
in  1953  from  the  Univer- 
sity of  Cincinnati  College 
of  Medicine.  He  interned 
and  served  a residency 
in  radiology  at  Cincinnati 
General  Hospital.  He  en- 
gaged in  general  practice 
in  Wyoming,  Ohio,  for 
a period  of  two  years 
prior  to  entering  resi- 
dency training. 

He  was  certified  by  the 
American  Board  of  Radi- 
ology in  1959  and  that  same  year  joined  the  faculty 
of  the  University  of  Cincinnati  College  of  Medicine. 
He  was  serving  as  Professor  of  Radiology  until  he 
accepted  his  current  position  in  1968. 

Doctor  Wiot  is  a member  of  the  Ohio  State  Medical 
Association,  the  American  Medical  Association,  Ameri- 
can College  of  Radiology,  and  the  Radiological  Society 
of  North  America. 

He  is  the  co-author  of  two  books  and  has  con- 
tributed a number  of  scientific  articles  to  professional 
journals. 


Jerome  F.  Wiot,  M.  D. 


Mr.  William  E.  Knepper,  a partner  in  the  law  firm 
of  Knepper,  White,  Richards  and  Miller  of  Columbus, 
Ohio,  received  his  LL.  B.  degree  in  1931  from  Ohio 
State  University. 


William  E.  Knepper,  LL.  B. 


A member  of  the  Bar 
of  Ohio  since  1933,  he  is 
a Fellow  of  the  American 
College  of  Trial  Lawyers 
and  a former  President 
and  Chairman  of  the 
Board  of  the  Defense  Re- 
search Institute.  He  is  a 
Past  President  of  the 
American  Association  of 
Insurance  Counsel  and 
has  served  as  Chaii'man 
of  the  Ohio  Bar  Exam- 
ining Committee  since 
1950. 


Mr.  Knepper  served  as 
Editor  of  the  Insurance 


Counsel  Journal,  1955-61,  and  as  President  of  the  Ohio 
State  University  Association,  1967-69.  He  is  a member 
of  the  Columbus,  Ohio  State  and  American  Bar  Asso- 
ciations. 


He  is  co-author  of  The  Ohio  Manual  of  General 
Practice  (1956)  and  Judicial  Conveyances  and  Eminent 
Domain.  He  also  is  the  author  of  Liability  of  Cor- 
porate Officers  and  Directors  (1969). 


Dr.  Robert  R.  Trotter,  Professor  of  Surgery  and 
Chairman  of  the  Division  of  Ophthalmology  at  the 
WVU  School  of  Medicine,  is  a native  of  Morgantown. 

Doctor  Trotter  attended 
the  University  of  Penn- 
sylvania and  was  gradu- 
ated from  West  Virginia 
University.  He  attended 
the  two-year  WVU  School 
of  Medicine  and  received 
his  M.  D.  degree  in  1942 
from  Temple  University 
School  of  Medicine.  He 
interned  at  The  Pennsyl- 
vania Hospital  in  Phila- 
delphia and  served  a 
residency  at  the  Massa- 
chusetts Eye  and  Ear  In- 
firmary in  Boston.  He 
served  as  a Captain  in 
the  Medical  Corps  of  the  United  States  Army,  1943-46. 

He  was  a member  of  the  faculty  at  Harvard  Medical 
School  from  1956  to  1960  when  he  joined  the  faculty 
at  the  WVU  School  of  Medicine.  He  was  named  to 
his  present  position  in  1965. 

Doctor  Trotter  was  certified  by  the  American  Board 
of  Ophthalmology  in  1958  and  he  is  a member  of  the 
American  College  of  Surgeons,  American  Academy  of 
Ophthalmology  and  Otolaryngology  and  the  American 
Association  of  University  Professors. 


Dr.  James  B.  Field,  Professor  of  Medicine  and  Di- 
rector of  the  Clinical  Research  Unit  at  the  University 
of  Pittsburgh  School  of  Medicine,  is  a native  of  Fort 
Wayne,  Indiana. 


He  attended  Harvard 
College  and  received  his 
M.  D.  degree  in  1951 
from  Harvard  Medical 
School.  He  interned  and 
served  a residency  at 
Massachusetts  General 
Hospital  in  Boston.  He 
served  a year  as  Assis- 
tant in  Medicine  at  Kings 
College  Hospital  in  Lon- 
don, England,  and  served 
for  several  years  with 
the  United  States  Public 
Health  Service  and  the 
National  Institutes  of 
Health.  He  joined  the 
faculty  of  the  University  of  Pittsburgh  School  of  Medi- 
cine in  1962  and  was  named  to  his  present  position 
in  1966. 


M 


James  B.  Field,  M.  D. 


Doctor  Field  was  certified  by  the  American  Board 
of  Internal  Medicine  in  1961  and  he  is  a member  of 
the  American  Society  for  Clinical  Investigation,  As- 
sociation of  American  Physicians,  and  the  American 
Federation  for  Clinical  Research.  He  received  the 
Eli  Lilly  Award  of  the  American  Diabetes  Association 
in  1958.  He  is  a member  of  the  Board  of  Directors  of 
the  American  Diabetes  Association. 
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Dr.  Margaret  J.  Albrink,  Professor  of  Medicine  at 
the  WVU  School  of  Medicine,  is  a native  of  Bisbee, 
Arizona. 


She  was  graduated  from  Ratcliife  College  and  also 
received  an  M.  S.  degree 
in  physiological  chemistry 
from  Yale  University.  She 
received  her  M.  D.  degree 
in  1946  from  Yale  Univer- 
sity School  of  Medicine 
and  an  M.  P.  H.  degree 
from  the  same  institution 
in  1951.  She  interned  at 
New  Haven  Hospital  and 
served  as  a Fellow  for 
two  years  at  the  Yale 
University  School  of  Med- 
icine. She  was  a member 
of  the  faculty  of  the  Yale 
Margaret  J.  Albrink.  M.  o.  University  School  of  Med- 
icine from  1952  until  1961 
when  she  joined  the  faculty  at  the  WVU  School  of 
Medicine. 


Doctor  Albrink  served  as  an  Established  Investi- 
gator of  the  American  Heart  Association,  1958-63,  and 
received  a Research  Career  Award  of  the  U.  S.  P.  H.  S. 
in  1963.  She  is  a member  of  the  American  Society  for 
Clinical  Investigation,  American  Federation  for  Clin- 
ical Research  and  the  American  Society  for  Clinical 
Nutrition.  She  has  done  considerable  research  in  the 
field  of  metabolic  diseases  and  lipid  metabolism,  and 
has  been  a responsible  investigator  of  several  research 
grants  from  the  National  Institutes  of  Health. 


Dr.  Victor  A.  Politano,  Professor  of  Surgery  and 
Chief  of  the  Division  of  Urology  at  the  University  of 
Miami,  is  a native  of  Point  Marion,  Pennsylvania. 

Doctor  Politano  has 
many  friends  in  West 
Virginia  as  he  attended 
Marshall  University  and 
received  an  A.  B.  degree 
from  that  institution  in 
1940.  From  1946  to  1950 
he  was  engaged  in  gen- 
eral practice  in  Milton, 
West  Virginia. 

He  received  his  M.  D. 
degree  in  1943  from  Duke 
University  School  of  Med- 
icine and  served  his  in- 
ternship and  residency 
training  at  Duke  Hospital. 
He  served  with  the  Medi- 
cal Corps  of  the  United  States  Navy,  1945-46,  and 
was  recalled  in  1953  serving  as  Senior  Medical  Officer 
of  the  United  States  Naval  Amphibious  Forces  (At- 
lantic Fleet). 

He  served  on  the  faculties  at  the  Duke  University 
School  of  Medicine  and  Harvard  Medical  School  from 
1953  to  1962  at  which  time  he  was  named  to  his  present 
position.  He  also  is  Chief  of  the  Urological  Service 
at  Jackson  Memorial  Hospital  in  Miami.  He  is  Cer- 
tified by  the  American  Board  of  Urology  and  is  a 
Fellow  of  the  American  College  of  Surgeons.  He  also 
is  a member  of  the  Florida  State  Medical  Association, 
American  Medical  Association  and  the  American 
Urological  Association. 


Victor  A.  Politano,  M.  D. 


A native  of  Eastman,  Georgia,  Dr.  Charles  J.  Frankel 
is  Associate  Professor  of  Orthopedic  Surgery  at  the 
University  of  Virginia  School  of  Medicine  in  Char- 
lottesville. 

Doctor  Frankel  was 
graduated  from  Lafayette 
College  and  received  his 
M.  D.  degree  in  1934  from 
Rush  Medical  College.  He 
interned  at  St.  Louis  City 
Hospital  and  Washington 
University,  and  served 
residencies  at  University 
of  Virginia  Hospitals, 
Children’s  Hospital  in 
Baltimore  and  Shriner’s 
Hospital  in  St.  Louis. 

Doctor  Frankel  also  re- 
ceived an  LL.  B.  degree 

Charles  J.  Frankel,  M.  D.  in  1957  from  the  Univer- 
sity of  Virginia  Law 

School. 

He  was  Certified  by  the  American  Board  of  Ortho- 
pedic Surgery  in  1942  and  served  as  Vice  President 
of  the  Board  in  1958. 

He  is  Editor  of  a column  on  legal  medicine  which 
appears  monthly  in  Clinical  Medicine. 


Dr.  William  E.  Anderson  of  Morgantown,  Associate 
Professor  of  Medicine  at  West  Virginia  University 
School  of  Medicine,  was  born  at  Mankato,  Minnesota. 

Doctor  Anderson  was 
graduated  from  Gustavus 
Adolphus  College  and  re- 
ceived his  M.  D.  degree 
in  1954  from  the  Univer- 
sity of  Minnesota  School 
of  Medicine.  He  interned 
at  St.  Luke’s  Hospital  in 
Duluth,  Minnesota,  and 
served  a residency  at 
the  Veteran’s  Adminis- 
tration Hospital  in  Min- 
neapolis. He  served  as 
Instructor  in  Medicine  at 
the  University  of  Min- 
nesota School  of  Medicine 
(VA  Hospital),  1958-60. 
He  joined  the  faculty  of  the  West  Virginia  University 
School  of  Medicine  in  1961. 

He  is  a member  of  Alpha  Omega  Alpha  and  has 
done  considerable  research  for  the  United  States  Pub- 
lic Health  Service. 


William  E.  Anderson,  M.  D. 
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Dr.  Robert  J.  Coffey,  Professor  of  Surgery  and 
Director  of  the  Department  of  Surgery  at  Georgetown 
University  Medical  Center  in  Washington,  D.  C.,  is 

a native  of  Elmira,  New 
York. 

Doctor  Coffey  was  grad- 
uated from  St.  Bonaven- 
ture  College  and  received 
his  M.  D.  degree  in  1932 
from  Georgetown  Univer- 
sity Medical  School.  He 
also  received  M.  S.  and 
Ph.  D.  degrees  in  surgery 
from  the  University  of 
Minnesota. 

He  served  with  the 
Medical  Corps  of  the 
United  States  Navy  from 
1942  until  1946  and  was 
named  to  his  present 

position  in  1947. 

Doctor  Coffey  was  certified  by  the  American  Board 
of  Surgery  in  1940  and  is  a Past  President  of  the 
Southeastern  Surgical  Congress.  He  also  is  a Gov- 
ernor of  the  American  College  of  Surgeons  and  a 
member  of  the  American  Surgical  Association,  South- 
ern Surgical  Association  and  Association  of  Military 
Surgeons  of  the  United  States.  He  has  been  active  in 
the  affairs  of  organized  medicine  and  is  Chairman  of 
the  Executive  Board  of  the  Medical  Society  of  the 
District  of  Columbia. 


Dr.  Richard  J.  Feinberg,  Director  of  the  Allergy 
Unit  at  the  Hospital  for  Sick  Children  in  Washington, 
D.  C.,  is  a native  of  Fall  River,  Massachusetts. 

Doctor  Feinberg  was 
graduated  from  Wesleyan 
University  and  received 
a Sc.  M.  degree  from 
Brown  University.  In  1957 
he  received  M.  D.  and 
Ph.  D.  degrees  from  the 
University  of  Pennsyl- 
vania School  of  Medicine. 
He  interned  at  Illinois 
Research  and  Educational 
Hospital  and  served  resi- 
dencies at  that  hospital 
and  at  Children’s  Hos- 
pital in  Washington,  D.  C. 

He  is  Certified  by  the 
American  Board  of  Pedi- 
atrics and  is  a Fellow  of  the  American  Academy  of 
Allergy  and  the  American  Academy  of  Pediatrics.  He 
is  a Vice  President  of  the  American  Association  of 
Asthmatic  Hospitals  and  a Regional  Consultant  to  the 
National  Advisory  Council  for  Asthmatic  Children’s 
Foundation.  He  also  is  a Consultant  to  “Broncho 
Junction.” 

Doctor  Feinberg  will  speak  before  a meeting  of 

the  West  Virginia  State  Society  of  Allergy  and  his 

subject  will  be  “Practical  Treatment  of  Bronchial 
Asthma.” 


Robert  J.  Coffey,  M.  D. 


Richard  J.  Feinberg,  M.  D. 


Dr.  John  M.  Mennell,  Chief  of  Physical  and  Re- 
habilitation Service  at  the  Brentwood  VA  Hospital  in 
West  Los  Angeles,  California,  is  a native  of  London, 
England. 

He  also  is  Associate 
Clinical  Professor  of  Clin- 
ical Medicine  at  the  Uni- 
versity of  Southern  Cali- 
fornia School  of  Medicine, 
and  Associate  Professor 
at  the  University  of 
Pennsylvania  School  of 
Medicine  (on  leave  of 
absence). 

Doctor  Mennell  is  a 
Past  President  of  the 
Pennsylvania  Academy  of 
Physical  Medicine  and  of 
the  North  American  Acad- 
emy of  Manipulative  Med- 
icine. He  is  a founding 
member  of  the  British  Association  of  Physical  Medi- 
cine and  Rheumatology,  and  a member  of  the  Amer- 
ican Academy  of  Physical  Medicine  and  Rehabilita- 
tion. He  is  the  author  of  three  textbooks  on  musculo- 
skeletal pain  and  he  is  the  author  of  numerous  papers 
in  the  field  of  physical  medicine. 

Doctor  Mennell  will  be  the  guest  speaker  before  a 
meeting  of  the  Section  on  Orthopedic  Surgery. 


Dr.  Robert  B.  Greenblatt  of  Augusta,  Georgia,  Pro- 
fessor and  Chairman  of  the  Department  of  Endocri- 
nology at  the  Medical  College  of  Georgia,  is  a native 
of  Montreal,  Canada. 

He  received  his  M.  D. 
degree  in  1932  from  the 
McGill  University  Faculty 
of  Medicine.  He  took  post- 
graduate work  in  patho- 
logy in  Montreal  and  Bos- 
ton and  also  served  a 
residency  in  obstetrics 
and  gynecology  at  Uni- 
versity Hospital  in  Au- 
gusta. 

Doctor  Greenblatt  has 
been  associated  with  the 
Medical  College  of  Geor- 
gia since  1936  and  at  one 
time  served  as  Assistant 
Professor  of  Pathology 
and  Gynecology.  Since  1946  he  has  served  as  Professor 
and  Chairman  of  the  Department  of  Endocrinology. 

During  World  War  II,  he  served  with  the  Medical 
Corps  of  the  United  States  Coast  Guard  (Pacific  Fleet) 
and  now  serves  as  Consultant  to  the  Office  of  the 
Surgeon  General,  United  States  Army  and  the  Vet- 
erans Administration. 

Doctor  Greenblatt  is  certified  by  the  American  Board 
of  Obstetrics  and  Gynecology. 


John  M.  Mennell,  M.  D. 


Robert  B.  Greenblatt,  M.  D. 
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A.  Thomas  McCoy,  M.  D. 
Charleston 


Thomas  P.  Long,  M.  D. 
Man 


Charles  E.  Andrews,  M.  D. 
Morgantown 
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DELEGATES  AND  ALTERNATES 


BOONE  (2) — Delegates,  Harold  H.  Howell,  Madison; 
and  W.  V.  Wilkerson,  Whitesville.  Alternates,  O.  D. 
MacCallum,  Madison;  and  J.  M.  Scott,  Madison. 

BROOKE  (2) — Delegates,  W.  T.  Booher,  Jr.,  and 
John  W.  Traubert,  Wellsburg.  Alternates,  James  E. 
Wise  and  Ralph  McGraw,  Follansbee. 

CABELL  (10) — Delegates,  Charles  M.  Polan,  Gary 
L.  Ripley,  J.  E.  Ricketts,  G.  A.  Ratcliff,  Kirk  J.  David, 
Florence  K.  Hoback,  William  L.  Neal,  E.  Richard 
Dorsey,  Harold  N.  Kagan  and  Thomas  F.  Scott,  Hun- 
tington. Alternates,  Ray  M.  Bobbitt  and  C.  A.  Hoff- 
man, Huntington. 

CENTRAL  WEST  VIRGINIA  (3)— Delegates,  Joseph 
B.  Reed,  Buckhannon;  Louis  W.  Groves,  Jr.,  Rich- 
wood;  and  Rigoberto  Ramirez,  Buckhannon.  Alter- 
nates, R.  L.  Chamberlain,  Buckhannon;  C.  R.  Davisson, 
Weston;  and  J.  E.  Echols,  Richwood. 

EASTERN  PANHANDLE  (4)— Delegates,  C.  Vincent 
Townsend,  N.  B.  Groves  and  Leo  H.  T.  Bernstein, 
Martinsburg;  and  Halvard  Wanger,  Shepherdstown. 
Alternates,  S.  Elizabeth  McFetridge,  Shepherdstown; 
and  William  H.  Wanger,  Jean  P.  Lucas  and  William 
L.  Rodgers,  Martinsburg. 

FAYETTE  (2)— Delegates,  M.  G.  Hresan,  Fayette- 
ville; and  J.  B.  Thompson,  Oak  Hill.  Alternates,  W. 
P.  Bittinger  and  J.  N.  Jarrett,  Oak  Hill. 

GREENBRIER  VALLEY  (3) — Delegates,  Harvey  A. 
Martin,  White  Sulphur  Springs;  Lee  B.  Todd,  Quin- 
wood;  and  Jose  B.  Caringal,  Ronceverte.  Alternates, 
Eugene  McClung,  Lewisburg;  A.  M.  Benshoff,  Jr., 
Ronceverte;  and  G.  S.  Julias,  White  Sulphur  Springs. 

HANCOCK  (3) — Delegates,  J.  L.  Thompson,  Myer 
Bogarad  and  Richard  E.  Flood,  Weirton.  Alternates, 
J.  M.  Brand,  Chester;  Loc  Q.  Nguyen,  Weirton;  and 
David  S.  Pugh,  Chester. 

HARRISON  (4) — Delegates,  M.  V.  Kalaycioglu, 
Shinnston;  Ray  A.  Harron  and  David  R.  Hess,  Bridge- 
port; and  Paul  E.  Gordon,  Clarksburg.  Alternates, 
Charles  S.  Harrison,  Herman  Fischer,  L.  Dale  Sim- 
mons and  George  F.  Evans,  Clarksburg. 

KANAWHA  (15) — Delegates,  Jean  P.  Cavender,  W. 
Alva  Deardorff,  A.  B.  Curry  Ellison,  John  M.  Hart- 
man, James  W.  Lane,  Milton  J.  Lilly,  Jr.,  A.  Thomas 
McCoy,  G.  A.  Shawkey,  Jerill  D.  Cavender,  John  T. 
Chambers,  Carl  B.  Hall,  George  V.  Hamrick,  E.  Q. 
Hull,  and  Jimmie  L.  Mangus,  Charleston;  and  Joseph 
A.  Smith,  Dunbar.  Alternates,  R.  S.  Birckhead,  Gauley 
Bridge;  Robert  A.  Crawford,  Jr.,  Charleston;  Donald 
E.  Cunningham,  St.  Albans;  Leonard  M.  Eckmann  and 
Ralph  J.  Holloway,  South  Charleston;  Daniel  Hamaty, 


Henry  R.  Glass,  Jr.,  and  Henry  M.  Hills,  Jr.,  Charles- 
ton; George  W.  Hogshead,  Nitro;  John  A.  B.  Holt, 
Charleston;  Edward  Jackson,  St.  Albans;  T.  P.  Mantz, 
John  B.  Markey,  Carl  J.  Roncaglione  and  Joseph  T. 
Skaggs,  Charleston. 

LOGAN  (3) — Delegates,  Thomas  P.  Long,  Harold 
Van  Hoose  and  A.  A.  Pelaez,  Man. 

MARION  (4) — Delegates,  G.  Thomas  Evans,  Fair- 
mont; Robert  R.  Frye,  Mannington;  and  F.  W.  Mal- 
lamo,  Fairmont.  Alternates,  William  T.  Lawson,  J.  T. 
Mallamo,  J.  C.  Morgan  and  J.  D.  Romino,  Fairmont. 

MARSHALL  (3) — Delegates,  Kenneth  J.  Allen, 
Moundsville;  and  Andrew  J.  Barger,  Glen  Dale.  Alter- 
nates, Wm.  Paul  Bradford,  Moundsville;  and  David 
E.  Yoho,  Glen  Dale. 

MASON  (2) — Delegates,  John  M.  Grubb  and  Aarom 
Boonsue,  Pt.  Pleasant.  Alternates,  Richard  L.  Slack 
and  Dan  Glassman,  Pt.  Pleasant. 

McDOWELL  (3) — Delegates,  A.  J.  Villani,  A.  A.  Carr 
and  Joseph  C.  Ray,  Welch.  Alternates,  D.  Castrodale 
and  Richard  O.  Gale,  Welch. 

MERCER  (5) — Delegates,  Upshur  Higginbotham, 
Bluefield;  Sam  Milchin,  Bluefield,  Virginia;  Henry  F. 
Warden,  Jr.,  John  J.  Mahood  and  William  M.  Bruch, 
Bluefield.  Alternates,  David  F.  Bell,  Jr.,  Bluefield; 
Joe  E.  McCary,  Princeton;  and  R.  H.  Fowlkes,  E.  W. 
McCauley  and  Richard  O.  Rogers,  Jr.,  Bluefield. 

MINGO  (2) — Delegates,  Robert  J.  Tchou  and  Arthur 
E.  Levy,  Williamson.  Alternates,  Paul  E.  Walker  and 
Duane  Schram,  Williamson. 

MONONGALIA  (6) — Delegates,  William  G.  Kling- 
berg,  George  A.  Curry,  James  Hugh  Wiley,  French  R. 
Miller  and  David  Z.  Morgan,  Morgantown.  Alternates, 
Lawrance  S.  Miller,  Robert  Greco,  Hubert  T.  Marshall, 
W.  E.  King  and  I.  A.  Wiles,  Morgantown. 

OHIO  (8) — Delegates,  William  R.  Barton,  R.  U. 
Drinkard,  John  P.  Griffith,  Jr.,  M.  D.  Reiter,  Stephen 

D.  Ward,  Harry  S.  Weeks,  Jr.,  Howard  G.  Weiler  and 
Robert  R.  Weiler,  Wheeling.  Alternates,  Camilla  K. 
Bauer,  Harry  C.  Bauer,  H.  R.  Holtrop,  James  A.  Jacob, 

E.  Lee  Jones,  William  E.  McNamara  and  Thomas  L. 
Thomas,  Wheeling. 

PARKERSBURG  ACADEMY  (6)— Delegates,  Wil- 
liam E.  Gilmore,  S.  William  Goff,  Rex  Dauphin,  Rob- 
ert D.  Crooks  and  Fay  P.  Greene,  Jr.,  Parkersburg; 
and  Jack  J.  Stark,  Belpre,  Ohio.  Alternates,  Dwight 
P.  Cruikshank,  Parkersburg;  George  W.  West,  St. 
Marys;  Logan  W.  Hovis,  Vienna;  James  C.  Batten, 
Edward  Shupala  and  W.  R.  Yeager,  Parkersburg. 
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POTOMAC  VALLEY  (3)— Delegates,  Carl  A.  Liebig, 
Keyser;  Vernon  L.  Dyer,  Petersburg;  and  Herbert  P. 
Stelling,  Romney.  Alternates,  Harry  F.  Coffman,  Key- 
ser; Charles  J.  Sites,  Franklin;  and  Robert  W.  McCoy, 
Jr.,  Keyser. 

PRESTON  (2) — Delegates,  Del  Roy  R.  Davis  and 
Donald  P.  Brown,  Kingwood.  Alternates,  William  H. 
Harriman,  Jr.,  Terra  Alta;  and  James  V.  Gainer,  Jr., 
Kingwood. 

RALEIGH  (6) — Delegates,  Walter  E.  Klingensmith, 
Worthy  W.  McKinney,  William  D.  McLean  and  John 
M.  Daniel,  Beckley.  Alternates,  Charles  W.  Merritt, 
Richard  G.  Starr,  Forest  A.  Cornwell  and  W.  H.  Rar- 
din,  Beckley. 


SUMMERS  (2) — Delegates,  Buford  W.  McNeer  and 
Jack  D.  Woodrum,  Hinton.  Alternates,  James  W. 
Stokes  and  A.  W.  Holmes,  Hinton. 

TYGART’S  VALLEY  (4)— Delegates,  Charles  L. 
Leonard  and  A.  E.  Harrington,  Elkins;  Wallace  B. 
Murphy,  Grafton;  and  A.  Kyle  Bush,  Philippi.  Alter- 
nates, Hu  C.  Myers,  Philippi;  L.  H.  Nefflen  and  George 
S.  Nettles,  Elkins;  and  Samuel  J.  Bucher,  Harman. 

WETZEL  (2) — Delegates,  Charles  P.  Watson  and 
Kent  M.  Hornbrook,  New  Martinsville.  Alternates, 
Allen  M.  Dyer,  Jr.,  Pine  Grove;  and  Terrell  Coffield, 
New  Martinsville. 

WYOMING  (2) — Delegates,  Ernest  Poral  and  Ross 
E.  Newman,  Mullens.  Alternates,  George  F.  Fordham 
and  Frank  J.  Zsoldos,  Mullens. 


Reception  Committee 

James  S.  Klumpp,  Chairman 


C.  A.  Hoffman 
Frank  J.  Holroyd 
Thomas  G.  Reed 
Richard  E.  Flood 

A.  C.  Esposito 
F.  Lloyd  Blair 
Charles  E.  Andrews 
William  E.  Gilmore 

W.  Alva  Deardorff 
J.  Dennis  Kugel 
Andrew  W.  Goodwin,  II 
C.  Richard  Daniel 

S.  William  Goff 
Alvin  L.  Watne 
David  B.  Gray 
Bernard  Zimmermann 

Robert  Greco 
A.  J.  Villani 
Warren  D.  Elliott 
Walter  A.  Bonney,  Jr. 


Harold  N.  Kagan 
D.  Franklin  Milam 
Jack  Leckie 
Robert  W.  Hibbard 

Roy  A.  Edwards,  Jr. 
Thomas  S.  Knapp 
Mildred  M.  Bateman 
James  T.  Hughes 

Edmund  B.  Flink 
John  M.  Hartman 
Richard  W.  Corbitt 
George  A.  Curry 

L.  J.  Pace 
A.  Thomas  McCoy 
Kenneth  G.  MacDonald 
Joseph  A.  Smith 

Richard  V.  Lynch,  Jr. 
Harry  S.  Weeks,  Jr. 
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Official  Program 
WOMAN’S  AUXILIARY 

to  the 

West  Virginia  State  Medical  Association 
46th  Annual  Meeting 

THE  GREENBRIER 

White  Sulphur  Springs 
August  20-22,  1970 


WEDNESDAY  AFTERNOON 
August  19 

3:00 — First  Session  of  the  House  of  Delegates,  State 
Medical  Association  (Chesapeake  Hall). 

Address:  Walter  C.  Bornemeier,  M.  D.,  Pres- 

ident of  the  American  Medical  Association. 

(Auxiliary  Members  are  Invited  and  Urged  to 
Attend) . 

4:00 — Pre-Convention  Board  Meeting.  Mrs.  J.  N. 
Jarrett,  President,  presiding  (Pierce  Room). 

THURSDAY  MORNING 
August  20 

9:00 — Formal  Opening  of  the  103rd  Annual  Meeting 
of  the  West  Virginia  State  Medical  Associ- 
ation (Governor’s  Hall). 

Address  by  Dr.  Prince  B.  Woodard,  Chancellor 
of  the  West  Virginia  Board  of  Regents. 
(Auxiliary  Members  are  Invited  and  Urged 
to  Attend). 

9:45 — -Formal  Opening  of  the  Convention.  Mrs.  J.  N. 

Jarrett,  President,  presiding  (Fillmore  and 
Van  Buren  Rooms). 

Invocation,  Pledge  of  Allegiance  and  Pledge 
of  Loyalty — Mrs.  Ralph  Hogshead. 

Welcome — Mrs.  Robert  G.  Shirey. 

Response — Mrs.  J.  L.  Mangus. 

Introduction  of  Honor  Guests. 

Presentation  of  Maynard  P.  Pride,  M.  D.,  Pres- 
ident, West  Virginia  State  Medical  Associa- 
tion. 

Introduction  of  Convention  Chairmen — Mrs. 
George  A.  Curry  and  Mrs.  Clark  K.  Sleeth. 

Roll  Call  of  Delegates — Mrs.  Harvey  Martin. 

Convention  Rules  of  Order — Mrs.  A.  J.  Villani, 
Parliamentarian. 

Treasurer’s  Report — Mrs.  William  T.  Lawson. 

In  Memoriam — Mrs.  Harry  Beard. 

Credentials  and  Registration — Mrs.  Thomas 
Howes. 

Keynote  Address — Mrs.  R.  C.  L.  Robertson, 
President,  Woman’s  Auxiliary  to  the  Amer- 
ican Medical  Association. 

Recommendations  from  Pre-Convention  Board 
Meeting — Mrs.  J.  N.  Jarrett. 

New  Business  and  Announcements. 


Report  of  the  Revisions  Committee — Mrs.  Wil- 
liam A.  Thornhill,  Jr. 

Report  of  the  Nominating  Committee,  First 
Reading — Mrs.  John  A.  B.  Holt. 

Election  of  the  1971  Nominating  Committee. 

Reports  from  Officers  and  Standing  Committee 
Chairmen.  These  Reports  will  not  be  read, 
but  are  published  in  the  Annual  Reports 
Book. 

Presentation  of  Component  Auxiliary  Presi- 
dents by  the  Regional  Directors: 

Eastern  Region — Mrs.  Herbert  Stelling. 
Northern  Region — Mrs.  Myer  Bogarad. 
Western  Region — Mrs.  Harold  Van  Hoose. 
Southern  Region — Mrs.  Robert  G.  Shirey. 

Recess. 


THURSDAY  AFTERNOON 

2:00 — Bridge  (Trellis  Lobby).  Hostesses,  Harrison 
County  Auxiliary. 

Visit  Exhibits.  Exhibit  Center  Open  Until 
3:30  P.M. 


FRIDAY  MORNING 
August  21 

8:00 — Past  President’s  Breakfast — Mrs.  John  A.  B. 

Holt,  Immediate  Past  President,  presiding 
(Director’s  Room). 

9:45 — Second  General  Session — Mrs.  J.  N.  Jarrett, 
President,  presiding  (Fillmore  and  Van  Buren 
Rooms). 

Invocation — Mrs.  Wilson  P.  Smith. 

Introduction  of  Honor  Guests. 

Roll  Call  of  Delegates — Mrs.  Harvey  Martin. 

Address:  Mrs.  Gordon  W.  Peek,  President, 

Woman’s  Auxiliary  to  the  Southern  Medical 
Association. 

Report  of  Reading  Committee — Mrs.  R.  M. 
Ferrell. 

Convention  Announcements — Mrs.  George  A. 
Curry. 

Reports  of  Convention  Committees: 

Finance — Mrs.  J.  Dennis  Kugel. 

Credentials  and  Registration — Mrs.  Thomas 
Howes. 

Press  and  Publicity — Mrs.  Lewis  N.  Fox. 
Courtesy  Resolutions — Mrs.  Frank  Gavlas. 
Unfinished  Business. 

Report  of  the  Nominating  Committee — Mrs. 
John  A.  B.  Holt. 

Election  of  Officers. 

Installation  of  Officers — Mrs.  R.  C.  L.  Robertson, 
President  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

Presentation  of  President’s  Pin  and  Gavel — 
Mrs.  J.  N.  Jarrett. 

Presentation  of  Past  President's  Pin — Mrs.  John 
A.  B.  Holt. 

Inaugural  Address — Mrs.  Robert  J.  Tchou. 
Announcements. 

Adjournment. 
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FRIDAY  AFTERNOON 


SATURDAY  AFTERNOON 


2:00 — Golf.  Hostesses,  Ohio  County  Auxiliary. 

Visit  the  Exhibits.  Exhibit  Center  Open  Until 
3:30  P.M. 


FRIDAY  EVENING 

10:00 — Zodiac  Ball.  Hostesses,  Kanawha  Medical  Aux- 
iliary (Chesapeake  Hall). 


SATURDAY  MORNING 
August  22 

10:00 — Post- Convention  Conference  and  Board  Meet- 
ing— Mrs.  Robert  J.  Tchou,  President,  pre- 
siding (Fillmore  and  Van  Buren  Rooms). 


2:30 — Second  and  Final  Session  of  the  House  of  Dele- 
gates of  the  State  Medical  Association 
(Chesapeake  Hall). 

Presidential  Address — Maynard  P.  Pride,  M.  D., 
President  of  the  West  Virginia  State  Medical 
Association. 

Installation  of  George  R.  Callender,  Jr.,  M.  D.,  as 
President  of  the  West  Virginia  State  Medical 
Association. 

(Auxiliary  Members  are  Invited  and  Urged  to 
Attend). 


SATURDAY  EVENING 

6:30 — Cocktail  Party  and  Reception  Honoring  the 
Officers  of  the  West  Virginia  State  Medical 
Association  (Chesapeake  Hall  Terrace). 
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SCIENTIFIC  EXHIBITS 


ALLERGY  REHABILITATION  FOUNDATION.  INC. 

“CAMP  BRONCO  JUNCTION” — This  summer  camp 
for  asthmatic  children  opened  for  its  third  session  last 
June  21  on  a 176-acre  site  in  Putnam  County.  The 
asthmatic  children  in  this  coeducational  program  par- 
ticipated in  all  normal  camp  activities  under  constant 
medical-allergy  supervision.  Therapy  instituted  by  the 
physician  of  each  camper  was  continued.  Changes 
were  made  according  to  each  child’s  individual  needs. 
The  only  new  treatment  instituted  in  the  program 
was  daily  breathing  exercises,  combined  with  calis- 
thenics and  combatives  designed  specifically  for  the 
asthmatic  child.  All  campers  demonstrated  a reduction 
in  the  severity  and  number  of  attacks  of  asthma. 

Merle  S.  Scherr,  M.  D.,  Medical  Director,  and  Lois  B. 
Scherr,  J.  D.,  Secretary. 

AMERICAN  CANCER  SOCIETY 
(West  Virginia  Division,  Inc.) 

“CANCER  OF  THE  BREAST”— This  exhibit  is  com- 
prised of  three  panels:  (a)  Detection,  emphasizing 

the  importance  of  breast  self-examination  by  women 
for  early  detection;  (b)  Treatment,  pointing  out  that 
when  disease  is  localized,  there  is  a 72  per  cent  10-year 
survival  rate,  while  patients  with  regional  lymph  node 
involvement  have  a 33  per  cent  survival;  and  (c)  Re- 
habilitation, showing  a series  of  exercises  that  help  to 
restore  arm  functioning  following  radical  mastectomy. 
Breast  cancer  is  expected  to  account  for  30,000  deaths 
in  1970,  220  of  them  in  West  Virginia.  The  pamphlet, 
“After  Mastectomy,”  will  be  distributed. 

William  A.  Nichols,  Executive  Vice  President,  Mrs. 
Inez  Kirkwood  and  Mrs.  Neil  Hayes. 

AMERICAN  MEDICAL  ASSOCIATION 

(Dept,  of  Medicine  and  Religion) 

Literature  will  be  available  on  the  American  Medical 
Association’s  Medicine  and  Religion  Program,  and  a 
field  representative  will  be  in  attendance  for  discussion. 

William  Hoffman,  Field  Representative. 

MANAGEMENT  OF  CEREBRAL 
ATHEROSCLEROSIS 

Atherosclerosis  is  frequently  an  etiological  factor 
producing  symptom- combinations  in  geriatric  patients 
with  emotional  disturbances.  An  eight-week  double- 
blind cross-over  study  of  30  geriatric  patients  utilizing 
a combination  of  potassium  iodide  and  niacinamide 
hydroiodide  vs.  placebo  was  performed  and  the  drug 
preparation  gave  significant  improvement  in  anxiety 
expressions,  behavior  disorders  and  associated  depres- 
sion complexes. 

Frances  H.  Stem,  M.  D. 


NATIONWIDE  INSURANCE  COMPANY 

“Part  B Carrier’s  Role  in  Medicare”  is  briefly  de- 
scribed in  the  display.  The  booth  will  be  in  charge  of 
Mr.  R.  E.  Lenhart,  Medicare  Manager  of  West  Virginia, 
and  other  experienced  Nationwide  Medicare  personnel 
will  be  available  to  answer  general  and  specific  Medi- 
care inquiries  during  convention  exhibit  hours. 

R.  E.  Lenhart,  West  Virginia  Medicare  Manager. 

RESULTS  OF  A COMPUTERIZED  STUDY 
OF  CYCLINIC  HORMONAL  TREATMENT 

This  exhibit  delineates  the  computerized  study  of 
1,200  women  (60  were  private  patients  of  the  author) 
who  were  on  an  estrogen-progestin  combination  for 
24  months.  The  report  includes  a breakdown  of  the 
results  achieved  in  relieving  some  20  symptoms  asso- 
ciated with  the  menopause.  It  was  shown  that  98 
per  cent  of  the  women  developed  28-day  cycles  with 
a four  to  five-day  duration  of  flow.  More  than  60 
per  cent  reported  the  flow  as  moderate  or  normal.  Only 
minimal  side  effects  were  reported.  Pap  smears  were 
taken  on  initial  visit  and  at  the  3rd,  6th,  12th,  18th  and 
24th  months.  The  vast  majority  were  Type  I with  only 
a few  being  Type  II.  Endometrial  biopsies  were  taken 
and  they  are  presented  as  color  transparencies  to 
demonstrate  the  response  of  the  endometrium  to  the 
estrogen-progestin  combination  treatment. 

F.  P.  Rhoades,  M.  D. 

SOCIAL  SECURITY  ADMINISTRATION 

This  exhibit  stresses  the  basic  requirements  for  the 
payment  of  Disability  Insurance  Benefits  under  the 
Social  Security  Act.  It  focuses  on  such  requirements 
relating  to  severity  of  impairment,  the  six-month 
waiting  period,  and  the  vocational  aspects  of  the  dis- 
ability program. 

William  S.  Herold,  M.  D..  and  Mrs.  Christine  Elliott. 

SOUTHERN  MEDICAL  ASSOCIATION 

This  exhibit  describes  the  educational  features  sup- 
ported by  the  Southern  Medical  Association,  such  as 
The  Journal  and  the  Annual  Meeting.  It  also  points 
out  the  advantages  of  membership  in  the  SMA. 

Mrs.  Martha  Hooks,  Administrative  Assistant. 

THE  MYERS  CLINIC  - BROADDUS  HOSPITAL 

“INTRAMURAL  HEMATOMA  OF  THE  DUODE- 
NUM”— A case  of  intramural  hematoma  of  the  duode- 
num is  reported.  Usually,  simple  evacuation  of  the 
hematoma,  with  drainage,  will  suffice  as  treatment. 
If,  however,  the  duodenum  is  severely  injured,  a 
bypass  procedure  should  be  done  to  avoid  a second 
operation. 

A.  Kyle  Bush,  M.  D.,  and  J.  Richard  Crawford. 
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THE  NATIONAL  FOUNDATION 
MARCH  OF  DIMES 

“BIRTH  DEFECT  PROGRAM  OF  THE  NATIONAL 
FOUNDATION” — This  exhibit  tells,  in  pictures,  how  we 
are  helping  to  combat  and  treat  birth  defects  in  one 
of  our  treatment  centers. 

G.  William  Trout,  State  Representative. 

WEST  VIRGINIA  DEPARTMENT  OF  HEALTH 
(Vaccination  Assistance  Project) 

“GERMAN  MEASLES  IN  WEST  VIRGINIA"— The 
table-top  display  of  the  Vaccination  Program  features 
a series  of  color  transparencies  depicting  the  German 
measles  program  in  West  Virginia.  Methods  of  making 
the  public  aware  of  the  threat  of  German  measles — 
such  as  marquees,  education  literature,  and  a “German 
measles  poster  contest” — are  shown.  Actual  clinic 
scenes  are  displayed  along  with  an  outline  map  of 
West  Virginia  showing  the  progress  of  the  Vaccination 
Program  in  protecting  children  against  German 
measles. 

N.  H.  Dyer,  M.  D.,  M.  P.  H.,  June  Burton  and  Donald 
Adkins. 

WEST  VIRGINIA  DIVISION  OF 
VOCATIONAL  REHABILITATION 

Physicians  and  others  in  attendance  at  the  meeting 
are  invited  to  a pictorial  look  at  major  services  offered 
at  the  State  Rehabilitation  Center  at  Institute.  These 
include  services,  vocational  training,  sheltered  work- 
shop services  and  services  for  the  blind  and  deaf. 
Brochures  on  all  phases  of  the  State  Vocational  Reha- 
bilitation Program  will  be  available. 

Patricia  Smith,  James  Stewart  and  Kay  Morris. 

WEST  VIRGINIA  HEART  ASSOCIATION 

“DIAGNOSIS  AND  TREATMENT  OF  PERIPHERAL 
VASCULAR  DISEASE” — This  is  a self-testing  unit 
prepared  by  the  Committee  on  Medical  Education  of 


the  American  Heart  Association.  It  emphasizes  the 
importance  of  a careful  history  and  physical  exami- 
nation in  the  treatment  and  diagnosis  of  peripheral 
vascular  disease. 

Richard  J.  Bates,  Executive  Director;  and  Mrs.  Vir- 
ginia Harris,  Program  Director. 

W.  VA.  DEPARTMENT  OF  MENTAL  HEALTH 
and 

W.  VA.  ASSOCIATION  FOR  MENTAL  HEALTH 

“CHILDHOOD  MENTAL  ILLNESS”— The  Depart- 
ment and  the  Association  have  joined  forces  in  de- 
veloping programs  of  information  and  education,  as 
well  as  services,  to  meet  the  needs  of  children  in 
West  Virginia  in  the  fight  against  childhood  mental 
illness. 

Blaine  P.  Dowler,  Supervisor  of  Education  and  Public 
Information,  West  Virginia  Department  of  Mental 
Health;  and  Ted  J.  Johnson,  Executive  Director,  West 
Virginia  Association  for  Mental  Health,  Inc. 

WVU  SCHOOL  OF  MEDICINE 
& 

THE  WEST  VIRGINIA  JOINT  COUNCIL 
ON  TEACHING  HOSPITALS 

“MEDICINE  IV  SELECTIVE  PROGRAM”— This  ex- 
hibit shows  the  organization  and  operation  of  the  new 
selective  program  for  Medicine  IV  students  at  the  West 
Virginia  University  School  of  Medicine.  Having  com- 
pleted their  basic  curriculum  after  three  years,  students 
have  considerable  flexibility  in  working  out,  with 
faculty  advisors,  personalized  programs  for  the  final 
year.  Seventy  per  cent  of  this  year’s  Medicine  IV  class 
chose  to  spend  some  portion  of  the  final  year  in  com- 
munity hospitals  in  West  Virginia.  Photographs  show 
the  hospitals  now  participating,  and  show  fourth-year 
students  at  work  in  certain  of  these  hospitals. 

Roland  Schmidt,  M.  D.,  Assistant  Dean  for  Curricu- 
lum, and  Mrs.  Charlotte  Henderson. 
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INDUSTRIAL  EXHIBITS 


WARREN-TEED  PHARMACEUTICALS,  INC. 

Columbus,  Ohio 

Booth  2 

Warren-Teed  Pharmaceuticals,  Inc.,  is  pleased  to 
support  this  important  function  of  the  West  Virginia 
State  Medical  Association  by  exhibiting  at  this  meeting. 
All  physicians  and  medical  associates  are  cordially  in- 
vited to  visit  Booth  No.  2 and  discuss  several  Warren- 
Teed  products  selected  especially  for  this  meeting. 

Representatives:  R.  T.  Meek,  C.  Puckett  and  L.  D. 

New. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
Richmond,  Virginia 

Booth  3 

You  are  cordially  invited  to  visit  the  exhibit  of 
Wm.  P.  Poythress  & Co.,  Inc.,  manufacturers  of  ethical 
pharmaceuticals  since  1856,  and  discuss  our  line  of 
established  products.  Our  medical  representative  will 
be  available  to  supply  you  with  literature,  samples 
and  technical  information  on  Antrocol,  Bensulfoid 
Lotion,  Merpectogel,  the  Mudrane  combinations,  Panal- 
gesic,  Sulfo-Serpine,  Solfoton,  Synirin,  TCS,  Trocinate 
and  Uro-Phosphate. 

Representative:  Hugh  P.  Mackey. 

SEMED  PHARMACEUTICALS 
DIVISION  OF  S.  E.  MASSENGILL  CO. 

Bristol,  Tennessee 
Booth  4 

Best  wishes  from  SEMED  Pharmaceuticals  to  the 
West  Virginia  State  Medical  Association  for  a most 
successful  meeting.  “Red”  Winton  and  “Skinny”  Cobb 
will  welcome  your  visit  to  our  booth. 

Representatives:  L.  M.  Cobb,  Jr.,  and  A.  F.  Winton. 

THE  DENVER  CORPORATION 
Washington,  D.  C. 

Booth  5 

CIBA  PHARMACEUTICAL  CO. 

Summit,  New  Jersey 
Booth  8 

A.  H.  ROBINS  COMPANY 
Richmond,  Virginia 
Booth  9 

You  are  cordially  invited  to  visit  the  A.  H.  Robins 
display  and  meet  our  representatives  who  will  welcome 
the  opportunity  to  discuss  products  of  interest  with  you. 
Our  most  recent  new  product  release  is  Dimacol™ 


(pseudoephedrine,  pheniramine,  dextromethorphan  and 
glyceryl  guaiacolate) . 

Representatives:  James  W.  Jackson  and  Charles 

Allanson. 

AUTOMATED  MANAGEMENT  SYSTEMS 
Paden  City,  West  Virginia 
Booth  10 

ROSS  LABORATORIES 
Columbus,  Ohio 

Booth  11 

You  are  cordially  invited  to  request  from  our  repre- 
sentative any  of  the  many  Ross  Service  materials, 
including  timesaving  instructional  aids  for  your  pa- 
tients. 

Representatives:  Steve  McClure,  Mike  Smith,  John 

Winnenberg,  and  Jack  McCabe. 

SANDOZ  PHARMACEUTICALS 
Hanover,  New'  Jersey 
Booth  12 

Sandoz  Pharmaceuticals  cordially  invites  you  to  visit 
our  display  at  Booth  No.  12,  where  we  are  featuring 
Mellaril,  Hydergine,  Sansert,  Cafergot  P-B,  Fiorinal 
and  Bellergal. 

MERCK  SHARP  & DOHME 
West  Point,  Pennsylvania 
Booth  13 

The  Merck  Sharp  & Dohme  exhibit  features  subjects 
of  scientific  interest.  Technically  trained  personnel  are 
present  to  discuss  the  scope  and  variety  of  these 
services. 

Representative:  Maurice  S.  Robertson. 

MALLINCKRODT  PHARMACEUTICALS 
St.  Louis,  Missouri 
Booth  14 

PFIZER  LABORATORIES  DIVISION 
CHAS.  PFIZER  & CO..  INC. 

New  York  City 

Booth  15 

The  Pfizer  Laboratories’  display  has  been  specifically 
arranged  for  your  convenience  and  to  give  you  the 
maximum  in  quick  service  and  product  information. 
To  make  your  visit  worthwhile,  technically  trained 
Medical  Service  Representatives  will  be  on  hand  to 
discuss  with  you  the  latest  developments  in  Pfizer 
Research. 

Representative:  William  Ferguson. 
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WILLIAM  H.  RORER,  INC. 
Ft.  Washington,  Pennsylvania 

Booth  16 


THE  UPJOHN  COMPANY 
Kalamazoo,  Michigan 
Booth  23 


ALERT  MEDICAL-SURGICAL  CORP. 

Charleston,  West  Virginia 

Booth  17 

LAKESIDE  LABORATORIES.  INC. 

Milwaukee,  Wisconsin 

Booth  19 

The  Lakeside  Laboratories,  Inc.,  exhibit  will  include 
Cantils,  Imferon,  Mercuhydrin,  Metahydrin,  Metaten- 
sin  and  Norpramin. 

Representative:  Daniel  Pobojewski  and  Pete  Fer- 

rara. 

SCHERING  CORPORATION 
Union,  New'  Jersey 

Booth  20 

Schering  Laboratories  invites  you  to  visit  its  exhibit, 
Booth  No.  20,  where  its  representatives  will  be  avail- 
able to  discuss  with  you  any  questions  you  have  have 
on  Etrafon®,  Afrin®,  Celestone®,  Soluspan®  Injection, 
Tinactin®,  Drixoral®,  Valisone®,  Garamycin®  Injec- 
table or  any  other  Schering  product. 

Representatives:  Guy  A.  Vaughan  and  John  M. 

Carpenter. 

MEAD  JOHNSON  LABORATORIES 
Evansville,  Indiana 

Booth  21 

The  Mead  Johnson  Laboratories’  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick  service  and 
product  information.  To  make  your  visit  productive, 
specially  trained  representatives  will  be  on  duty  to 
tell  you  about  Vasodilan,  Enfamil,  Mucomyst,  and 
Nursette  RN. 

Representatives:  Fred  Pyles,  Charles  Derbyshire 

and  John  Brown. 

PARKE.  DAVIS  & COMPANY 
Detroit,  Michigan 

Booth  22 

Parke-Davis  is  proud  of  more  than  a century  of 
service  to  the  medical  profession.  Our  representatives 
consider  it  a pleasure  to  contribute  to  the  success  of 
your  meeting.  They  will  be  present  to  discuss  the 
quality  products  from  Parke-Davis,  and  welcome  your 
comments  or  inquiry. 

Representatives:  R.  K.  Hamilton  and  J.  A.  Mayes. 


Professional  representatives  of  The  Upjohn  Company 
are  eager  to  contribute  to  the  success  of  your  meeting. 
They  are  here  to  discuss  products  of  Upjohn  research 
designed  to  assist  you  in  the  practice  of  your  profes- 
sion. They  welcome  your  inquiries  and  comments. 

J.  B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 

New'  York  City 
Booth  24 

The  Roerig  display  has  been  specifically  arranged 
for  your  convenience  and  to  give  you  the  maximum  in 
quick  service  and  product  information.  To  make  your 
visit  worthwhile,  technically  trained  Medical  Service 
Representatives  will  be  on  hand  to  discuss  with  you  the 
latest  developments  in  Roerig  Research. 

Representatives:  Barry  Jones  and  Jim  Lawrence. 

AYERST  LABORATORIES 
New  York  City 
Booth  25 

THE  STUART  COMPANY 
Pasadena,  California 

Booth  26 

E.  R.  SQUIBB  & SONS,  INC. 

New  York  City 
Booth  27 

E.  R.  Squibb  & Sons,  Inc.,  is  pleased  to  present  a film 
review  of  up-to-date  and  factual  reports  on  current 
topics  of  medical  interest  and  research.  They  include 
such  topics  as  “Drug  Abuse,”  “Aerospace  Medicine,” 
and  “Heart  Transplantation.”  This  series  of  short  films 
may  be  seen  in  our  booth  at  any  time  during  conven- 
tion exhibit  hours. 

Representative:  R.  Mace. 

WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 
Booth  28 

SMITH,  MILLER  & PATCH,  INC. 

New  York  City 

Booth  29 

Smith,  Miller  & Patch,  Inc.,  will  feature  our  new 
non-barbiturate  hypnotic,  Somnafac  & Somnafac  Fourte; 
Deconamine,  a potent  oral  antihistamine  and  decon- 
gestant in  three  dosage  forms;  Pyocidin  HC  Otic  Solu- 
tion; Vasocidin  Ophthalmic-Otic  Solution;  our  hema- 
tinics,  Vitron-C  and  Vitron-C  Plus;  and  our  specialty 
bowel  regulator,  Kondremul. 

Representatives:  Donald  Lanham,  Charles  Perz  and 

Bill  Mitchell. 
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PHILIPS  ROXANE  LABORATORIES,  INC. 

Columbus,  Ohio 

Booth  30 

We  will  feature:  Duphaston  (dydrogesterone) , a 

product  of  original  Philips  research,  is  a progestin  to 
relieve  the  sharp  cramping  pelvic  pains  of  primary 
dysmenorrhea  without  interfering  with  normal  ovula- 
tion; Potassium  Chloride  Liquid — Philips  Roxane, 
available  in  strengths  of  five  per  cent  and  10  per  cent 
for  potassium  supplementation,  is  a sugar  free  liquid 
in  a palatable  form;  and  Spacolin  (alverine  citrate) 
is  a musculotropic  antispasmodic  which  is  not  contra- 
indicated in  glaucoma  or  prostatic  hypertrophy. 

Representative:  John  Settle. 

STATE  MEDICAL  ASSOCIATION’S  GROUP 
INSURANCE  PROGRAM 

Charleston,  West  Virginia 

Booth  31 

McDonough-Caperton-Shepherd-Goldsmith,  adminis- 
trators of  the  State  Association  Group  Insurance 
Program,  will  have  on  hand  brochures  describing  each 
of  the  programs  officially  sponsored  by  the  Association. 
A representative  will  be  available  to  answer  your 
questions  regarding  the  operation  of  the  plans  avail- 
able. The  program  has  been  in  successful  operation 
for  over  20  years.  Don’t  overlook  the  opportunity  to 
obtain  sound  protection  at  low  group  rates. 

Representatives:  A.  B.  Daniel  and  J.  Banks  Shep- 

herd. 

UNITED  MEDICAL  LABORATORIES,  INC. 

Portland,  Oregon 
Booth  32 

At  United  Medical  Laboratories,  new  dimensions  in 
accuracy,  precision,  reproducibility,  and  reliability  are 
achieved  by  advanced  quality  control. 

Representative:  Bob  Kline. 

THE  MEDICAL  ARTS  SUPPLY  COMPANY 
Huntington,  West  Virginia 

Booth  41 

We  cordially  invite  the  members  of  the  West  Vir- 
ginia State  Medical  Association  and  their  guests  to 


visit  our  display.  See  the  “ACCU-STAT”  Blood  Chem- 
istry System  that  offers  a complete  systems  approach 
to  blood-chemistry  determinations  and  permanent  pa- 
tient records  right  in  your  own  office  and  by  your 
present  office  assistants.  The  Burdick  EK-IV  Electro- 
cardiograph that  can  be  used  in  the  office,  home  or 
hospital.  The  new  Welch- Allyn  Lighted  Vaginal  Specu- 
lum that  gives  you  the  light  where  you  need  it. 

Representatives:  Roy  Childers  and  John  Minichan. 

THE  COCA-COLA  COMPANY 
Atlanta,  Georgia 

Booth  42 

Ice  cold  Coca-Cola  served  through  the  courtesy  of 
the  Coca-Cola  Bottling  Company  of  Clifton  Forge,  Inc., 
and  Coca-Cola  USA. 

Representative:  Leo  McDevitt. 

ELI  LILLY  AND  COMPANY 
Indianapolis,  Indiana 

Booth  43 

You  are  cordially  invited  to  visit  the  Eli  Lilly  and 
Company  exhibit.  Our  sales  representatives  in  attend- 
dance  will  welcome  your  questions  about  our  pharma- 
ceutical products. 

Representatives:  Dean  Berkley  and  Duray  Hale. 

W.  B.  SAUNDERS  COMPANY 
Philadelphia,  Pennsylvania 

Booth  44 

Saunders  will  have  on  display  a complete  line  of  its 
medical  books,  including  many  new  titles  and  editions 
such  as — Mudd:  Infectious  Agents;  DeLand  and  Wag- 
ner: Nuclear  Medicine;  Flint-Cain:  Emergency  Treat- 
ment; Conn:  1970  Current  Therapy;  Bondy:  Duncan’s 
Diseases  of  Metabolism;  DePalma:  Fractures  and  Dis- 
locations; and  many  others. 

Representative:  John  G.  Norton. 

HOSPITAL  AND  PHYSICIANS  SUPPLY  COMPANY 
Charleston,  West  Virginia 

Booth  45 
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Cancer  Committee 

The  Cancer  Committee  has  requested  the  hospital 
staffs  of  those  hospitals  which  have  tumor  registries 
to  appoint  a physician  as  Tumor  Registry  Director. 
A number  of  the  Directors  have  already  been  ap- 
pointed. 

The  Committee  is  developing  an  educational  pro- 
gram concerning  the  problems  of  cancer  that  will  be 
made  available  to  the  hospital  Tumor  Registry  Direc- 
tors and  Secretaries  for  their  continuing  hospital 
education  programs.  Progress  on  the  program  and 
the  grant  application  for  support  to  the  West  Virginia 
Regional  Medical  Program  will  be  reviewed  at  the 
August  meeting  of  the  Cancer  Committee. 

Respectfully  submitted, 

Alvin  L.  Watne,  M.  D. 

Chairman. 

July  1,  1970. 


Insurance  Committee 

Your  Insurance  Committee  is  pleased  to  report  the 
continued  high  standard  of  performance  of  our  State 
Association  Group  Insurance  Program.  Carefully  as- 
sembled over  the  past  22  years,  our  program  offers 
seven  separate  plans — each  in  sound  operating  order 
and  updated  to  current  requirements.  Our  program 
offers  a coordinated  spread  of  essential  forms  of  per- 
sonal protection — at  low  group  rates. 

As  a part  of  this  year’s  report,  we  are  publishing 
a review  of  the  plans  and  suggest  that  you  check 
your  own  personal  program  to  see  that  it  conforms 
to  your  present  needs. 

The  Program 

Monthly  Income  Protection.  Designed  for  serious, 
long  term  sickness  or  injury — this  plan  pays  you  a 
regular  monthly  income  when  you  are  disabled.  Bene- 
fits are  paid  for  as  long  as  your  disability  continues — 
up  to  lifetime  for  accident  and  up  to  age  70  for 
sickness.  At  age  70  your  insurance  converts  to  a 
Senior  Plan,  renewable  to  age  75. 

Office  Overhead  Insurance.  Usually  it  is  neither 
piactical  nor  desirable  to  close  your  office  when  sick- 
ness or  injury  interrupts  your  practice.  Office  Over- 
head Insurance  pays  the  regular  operating  costs  of 
your  office — including  salaries  of  your  employees,  rent, 
utilities,  and  other  normal  expenses.  Premium  for 
this  policy  is  tax  deductible. 

Family  Major  Hospital  Insurance.  Unplanned  hos- 
pital confinement  can  be  financially  disastrous.  Major 
Hospital  Insurance  pays  80  per  cent  of  hospital  ex- 
penses and  licensed  nursing  service  for  you  or  mem- 
bers of  your  family  to  a limit  of  $15,000 — including 
a bed  and  board  allowance  of  $32.00  per  day. 

Million  Dollar  Liability  Policy.  The  alarming  in- 
crease in  sky-high  verdicts  from  malpractice  and 


auto  claims  calls  for  commensurate  limits  of  liability 
protection.  The  Catastrophe  Liability  Policy  provides 
$1,000,000  of  protection  over  your  regular  liability 
policies — coverage  includes  malpractice,  auto,  home, 
office,  and  personal  activities. 

Family  Plan  Life  Insurance.  In  units  of  $10,000,  you 
can  add  up  to  $40,000  to  your  life  estate — at  unusually 
low  rates.  At  your  option,  coverage  on  your  wife  and 
children  may  be  added  for  lesser  amounts. 

Jumbo  Accidental  Death  and  Dismemberment  In- 
surance. This  policy  pays  up  to  $100,000  for  Accidental 
Death  and  Dismemberment.  Coverage  is  24  hours  a 
day — year  round  ...  at  home  or  away  ...  on  or 
off  the  job  . . . worldwide.  Among  other  things — 
this  plan  eliminates  the  need  for  trip  insurance  at  the 
airport.  You  are  fully  protected  as  a passenger  for 
regular  commercial  airline  travel. 

Coordinated  Divestment  Service.  The  Association’s 
new  Investment  Service  includes  a coordinated  port- 
folio of  Mutual  Funds,  Fixed  and  Variable  Annuities, 
and  Split  Funds.  From  this  hroad  based  Investment 
Portfolio,  a plan  can  be  individually  programmed  to 
meet  your  personal  objectives. 

Tax  credits  effectively  doubled  in  the  recent  revision 
of  the  Keogh  Law  (HR-10).  How  this  double  credit 
can  work  for  you  is  included  in  the  Association’s 
new  Coordinated  Investment  Program. 

Policyholders  Service 

An  experienced  staff,  completely  specialized  in  As- 
sociation Group  Insurance,  administers  our  program. 
A service  representative  travels  the  State  and  is 
always  available  for  consultation  to  assist  members 
in  the  design  of  a program  to  meet  his  individual 
needs.  Claims  are  processed  and  paid  here  in  the 
State. 

Portfolio  of  Insurance 

In  revising  and  updating  your  own  program,  we 
strongly  advise  the  use  of  your  Portfolio  of  Insurance. 
This  accordion  type  “brief  case”  includes  a coordinated 
reference  of  all  of  the  plans  available. 

In  your  own  interest,  check  with  our  service  rep- 
resentative. He  will  audit  your  Portfolio,  advise  you 
of  your  present  coverage,  and,  if  you  desire,  bring 
your  program  up  to  date. 

Two  Substantial  Advancements 

Monthly  Income  Protection — Substandard  Plan. 
Some  members,  because  of  physical  condition  or 
health  history,  do  not  qualify  for  the  standard  in- 
come protection  policy.  In  order  to  accommodate 
these  members  and  to  provide  a reasonable  degree 
of  coverage,  a plan  has  now  been  made  available. 
Specifically,  the  new  policy  provides  $400  a month. 
It  pays  for  as  long  as  disability  continues — up  to  five 
years  for  accident  and  up  to  two  years  for  sickness. 
Applications  are  accepted  up  to  age  60.  Premiums 
are  commensurate  with  the  degree  of  impairment. 
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This  new  plan  represents  a real  step  forward  in  the 
total  group  insurance  program — henceforth,  no  mem- 
ber will  be  turned  down  for  medical  reasons. 

Insurance  for  Associates,  Residents  and  Interns. 
Young  physicians  not  yet  eligible  for  membership  in 
the  State  Association  or  whose  applications  are  in 
process,  and  foreign  physicians  under  the  supervision 
of  a member  but  not  yet  qualified  for  membership 
now  have  a plan  of  their  own.  The  new  plan  in- 
cludes long  term  Disability  Income,  Family  Major  Hos- 
pital, and  Office  Overhead  Protection.  Participation 
in  the  program  is  conditioned  upon  joining  the  Asso- 
ciation when  the  individual  is  qualified  to  do  so — 
they  must  convert  to  the  State  sponsored  program. 

In  addition  to  filling  a critical  need,  this  accommo- 
dation is  a valuable  “fringe  benefit”  for  young  physi- 
cians and  good  public  relations  for  the  State  Asso- 
ciation. 

Summary 

Our  Program  is  a model  of  sound  performance  and 
progressive  development.  Comparatively,  we  have 
more  plans,  higher  participation,  and  greater  cover- 
age per  plan  than  any  other  state  or  national  program 
known  to  us.  Service  is  prompt,  efficient  and  personal. 
Every  modern  concept  is  incorporated  in  the  admin- 
istration. The  entire  program  is  in  a constant  process 
of  analysis,  re-examination  and  improvement. 

Respectfully  submitted, 

C.  A.  Hoffman,  M.  D. 

Chairman 

Robert  L.  Chamberlain,  M.  D. 

R.  U.  Drinkard,  M.  D. 

A.  C.  Esposito,  M.  D. 

F.  Perry  Greene,  Jr.,  M.  D. 

Upshur  Higginbotham,  M.  D. 

Kenneth  G.  MacDonald,  M.  D. 

Buford  W.  McNeer,  M.  D. 

J.  C.  Pickett,  M.  D. 

June  11,  1970. 


Committee  on  Maternal  Welfare 

The  meeting  of  the  Maternal  Welfare  Committee  of 
the  West  Virginia  State  Medical  Association  in  con- 
junction with  the  Division  of  Maternal  and  Child 
Health  of  the  West  Virginia  State  Department  of 
Health  was  called  to  order  by  the  Chairman  at  the 
Daniel  Boone  Hotel  at  11:C0  A.M.  on  May  24,  1970. 
Those  present  were  A.  J.  Villani,  M.  D..  Chairman,  and 
the  following  members:  Clarence  H.  Boso,  M.  D., 

Frederick  H.  Dobbs,  M.  D.,  Secretary,  Edwin  J.  Hum- 
phrey, III,  M.  D„  Rose  McClanahan,  M.  D.,  and  Gates 
J.  Waybum,  M.  D. 

The  Division  of  Maternal  and  Child  Health  of  the 
West  Virginia  State  Health  Department  was  repre- 
sented by  Frederick  H.  Dobbs,  M.  D.,  Obstetric  Con- 
sultant. 

The  Chairman  expresses  his  appreciation  for  the 
splendid  cooperation  of  all  members  of  the  Committee 
and  especially  to  the  interested  members  who  attend 
all  meetings.  They  review  the  abstracts  of  maternal 
deaths  and  formulate  the  policies,  thus  maintaining 


the  high  standard  of  obstetric  practice  which  has  been 
the  mark  of  this  Committee’s  work.  The  members  at- 
tending the  meetings  represent  the  interested  ob- 
stetricians who  are  professionally  qualified  to  review 
the  case  abstracts,  to  understand  the  facts  contributing 
to  each  maternal  death  and  to  make  intelligent  recom- 
mendations for  the  benefit  of  the  interested  physicians 
and  the  edification  of  the  physicians  who  practice 
obstetrics  in  the  State. 

Physicians  having  a maternal  death  willingly  for- 
ward complete  prenatal  records,  with  the  data  on 
hospital  admission,  delivery,  and  the  developed  com- 
plication, forwarded  with  laboratory  data,  consultants 
records,  operative  records  and  autopsy  reports.  The 
Maternal  Welfare  Committee  is  interested  in  one 
thing:  to  increase  the  standards  of  obstetric  practice 
among  the  physicians  of  the  State.  This  data  is  ab- 
stracted as  a hypothetical  case  and  the  name  of  the 
patient,  physician  and  hospital  is  confidential,  known 
only  to  the  Secretary  and  his  departmental  secretary. 

The  record  librarians  have  cooperated  splendidly  in 
furnishing  complete  copies  of  each  patient’s  hospital 
record.  In  most  cases,  the  admission  record,  the  ad- 
mission examination  and  the  laboratory  studies  give 
the  Secretary  valuable  data  which  can  be  dovetailed 
with  the  prenatal  record  of  the  interested  physician 
from  which  an  intelligent  abstract  can  be  made  for 
the  Committee’s  study.  The  Xerox  copies  of  the 
complete  patient’s  chart  also  gives  a running  account 
of  the  course  of  the  disease  up  to  the  maternal  death. 
This  together  with  the  progress  notes  of  the  physician 
and  the  running  account  of  the  medication  used  and 
the  results  obtained,  makes  the  study  a most  complete 
exercise.  If  an  autopsy  was  performed,  then  the  study 
is  complete  and  the  final  diagnosis  can  be  correlated 
with  diagnosis  of  the  physician.  In  the  present  study, 
while  no  deaths  studied  were  classified  as  preventable, 
there  were  additional  factors  listed  which,  if  con- 
sidered in  the  conduct  of  the  case,  might  have  altered 
the  course  of  the  complication  and  prevented  the 
maternal  death.  These  factors  are  discussed  in  each 
case  presented,  but  the  probable  outcome  of  a case  is 
a matter  of  conjecture. 

The  Bureau  of  Vital  Statistics,  under  the  direction 
of  Dr.  N.  H.  Dyer  and  Mr.  Paul  Shanks,  is  the  primary 
source  of  our  maternal  death  records.  All  death 
certificates  of  women  dying  in  the  childbearing  age  are 
checked  by  a special  clerk  who  refers  all  certificates 
having  any  relation  to  pregnancy  to  the  Secretary  for 
his  scrutiny.  If  the  death  certificate  is  classified  as 
related  to  pregnancy,  letters  are  written  and  a ques- 
tionnaire is  forwarded  to  the  interested  physician.  In 
borderline  cases,  a letter  is  written  for  clarification. 

Additional  family  planning  clinics  are  being  estab- 
lished in  many  counties  of  the  State.  Through  the 
efforts  of  Dr.  N.  H.  Dyer,  funds  are  available  to  estab- 
lish family  planning  clinics  in  all  counties.  The  West 
Virginia  State  Health  Department  has  established  a 
statewide  Family  Planning  Program  and  a West  Vir- 
ginia Family  Planning  Council  to  facilitate  the  estab- 
lished and  avoid  duplications  of  Family  Planning 
Clinics.  The  success  of  the  family  planning  and  child 
spacing  clinics  is  reflected  in  the  gradually  lowering 
number  of  live  births  in  the  state.  The  lowest  is  in 
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1969  with  28,645  live  births  recorded.  This  figure  is  in 
sharp  contrast  to  the  highest  number  of  births  which 
was  over  50,000  for  1947. 

Two  additional  prenatal  and  delivery  service  clinics 
are  in  the  process  of  being  established  in  two  rural 
counties.  At  present  we  have  prenatal  and  delivery 
services  in  nine  counties,  two  of  them  in  urban  areas. 
These  are  successful  clinics  and  are  giving  high 
standard  services  to  the  indigent  clinic  patient  who 
cannot  afford  prenatal  and  delivery  service  from  a 
private  physician. 


III.  Maternal  Death  by  Place  of  Delivery  (1967-1969) 


Place 

Hospital  

Undelivered  

Total  


No.  % of  Total 
9 81.8 

2 18.2 


11  100% 


IV.  Maternal  Deaths  by  Race  (1967-1969) 


Race  No. 

White  8 

Non-White  3 

Total  .. 11 


% of  Total 
72.7 
27.3 


100% 


TABULATED  ANALYSIS  OF  COMMITTEE’S 
WORK 

The  following  tables  contain  the  tabulated  analysis 
of  the  work  of  the  Committee  for  the  last  of  1967,  all 
of  1968  and  a portion  of  1969.  These  studies  are  sub- 
mitted for  the  information  of  and  study  by  the  mem- 
bers of  the  West  Virginia  State  Medical  Association. 
The  11  maternal  deaths  represent  the  completed  ques- 
tionnaires returned  to  the  Committee  for  this  study. 
Several  maternal  death  cases  are  still  in  the  process 
of  study  by  obtaining  further  information  from  the 
interested  physicians  and  the  interested  hospitals. 

The  latest  statistical  survey  for  West  Virginia  be- 
tween maternal  deaths  and  births  is  for  1966,  1967, 
1968  and  1969.  In  those  years  there  were: 


V.  Maternal  Deaths  by  Age  (1967-1969) 


Age  Group  No.  % of  Total 

15-19  3 27.2 

20-24  2 ’ 18.2 

25-29  2 18.2 

30-34  3 27.2 

35-39  1 9.1 

40-45  0 

45  + 0 


Total  11  100% 

VI.  Maternal  Deaths  by  Marital  Status  (1967-1969) 

Marital  Status  No.  % of  Total 

Never  Married  3 27.2 

Married  7 63.7 

Divorced  1 9.1 


Total  11  100% 


1966  1967  1968  1969 

Births  30,084  29,301  29,126  28,645 

Maternal  Deaths  8 4 8 7 

Maternal  Death  Rate  26.6  13.7  27.5  24.4 

(per  100,000  live  births) 

Source:  Birth  and  death  certificates  filed  with 
the  Division  of  Vital  Statistics  of  the  West  Vir- 
ginia State  Department  of  Health. 


VII.  Maternal  Deaths  by  Parity 

(1967-1969) 

Parity 

No. 

% of  Total 

Primapara  

3 

27.2 

1-3 

3 

27.2 

4-6 

2 

18.2 

7 and  over  

0 

Unknown  

3 

27.2 

Total  

11 

100% 

I.  Classification  of  Maternal  Deaths  Reviewed  by  Com- 
mittee During  the  Deriod  of  May  22,  1967 — August 
9,  1969. 

Year  of  Review  Maternal  Deaths 

1967-1969  11 


II.  Maternal  Deaths  by  Cause  (1967-1969) 


Cause  of  Death  No. 

Direct 

Pulmonary  Embolism  2 

Puerperal  Sepsis  following  manual 
extraction  of  the  placenta  1 

Puerperal  Sepsis 1 

Amniotic  Fluid  Embolism 

(Placenta  Ablatio)  1 

Anesthesia 1 

Indirect 

Chronic  Nephritis  . 1 

Pulmonary  Artery  Thrombosis 

( D.O.A.)  1 

Pulmonary  Embolism 

(Phlebothrombosis  of  the  Left 
Lower  external  veins.)  1 

Non-related 

Suicide  1 


% of  Total 

18.2 

9.1 

9.1 

9.1 

9.1 

9.1 

9.1 

9.1 

9.1 


Total  11  100% 


VIII.  Maternal  Deaths  by  Weeks  of  Gestation 
(1967-1969) 

Weeks  of  Gestation  No.  % of  Total 

Less  than  28  weeks  3 27.3 

28-33  weeks  3 27.3 

34-39  weeks  5 45.4 

40  weeks  + 0 


Total  11  100% 

IX.  Maternal  Deaths  by  Operative  Procedure 
(1967-1969) 

Pre-  Non 

Procedure  rentable  % Preventable  % 

None  3 27.2  7 63.7 

Caesarean  Section  1 9.1 

Total  11  100% 


X.  Maternal  Deaths  by  Type  of  Consultation 
(1967-1969) 

Type  of  % of  Total 

Consultation  No. 

Surgeon  1 Percentage  cannot  be  cal- 

Obstetrician  1 culated  because  some  pa- 

Intemist  1 tients  were  seen  by  more 

Urologist  1 than  one  consultant.  But  it 

General  Practitioner  2 is  significant  that  45.4  % 

had  no  consultation. 

Total  6 
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XI.  Interval  Between  Delivery  and  Death 


Time  Interval  No.  % of  Total 

Under  1 day  before  mother’s 

death 6 54.6 

1 day — 1 week  before  mother’s 

death  1 9.1 

1 week  -|-  1 9.1 

Immediately  after  mother’s  death  1 9.1 

Delivered  at  autopsy  ....  1 9.1 

Undelivered  ....  1 9.1 


Total  11  100% 

XII.  Outcome  of  Pregnancy  in  Maternal  Deaths 
(1967-1969) 

Type  of  Outcome  No.  % of  Total 

Live  Birth — Full  term  2 18.2 

Live  Birth — Premature  3 27.3 

Stillbirth  2 18.2 

Not  delivered  3 27.3 

Post  Mortem  Cesarean  Section  1 9.1 


Total  11  100% 

Xni.  Analysis  of  Maternal  Death  Certificates 

No.  % of  Total 

Death  Certificate  correct  and 

complete  8 72.7 

Incorrect  3 27.3 


Total  11  100% 

XIV.  Autopsies  Done  on  Maternal  Deaths 

No.  % of  Total 

Autopsy  Performed  4 36.4 

Not  Performed  7 63.6 


Total  11  100% 


Definitions 

1.  Maternal  Death — The  death  of  any  woman  dying 
of  any  cause  whatsoever  while  pregnant  or  within 
six  months  of  the  termination  of  the  pregnancy, 
regardless  of  the  duration  of  the  pregnancy  at  the 
time  of  the  termination  or  the  method  by  which 
it  was  terminated. 

2.  Direct  Obstetric  Cause  of  Death — A death  resulting 
from  complications  of  the  pregnancy  itself,  to 
intervention  elected  or  required  by  the  pregnancy 
or  resulting  from  the  chain  of  events  initiated  by 
the  complication  or  the  intervention. 

3.  Indirect  Obstetric  Cause  of  Death — A death  result- 
ing from  disease  before  or  developing  during  preg- 
nancy (not  a direct  effect  of  the  pregnancy),  which 
was  obviously  aggravated  by  the  physiological 
effects  of  the  pregnancy  and  caused  the  death. 

4.  Non-Related  Cause  of  Death — A death  occuring 
during  pregnancy  or  within  90  days  of  its  termina- 
tion from  causes  not  related  to  the  pregnancy  nor 
to  its  complications  or  management. 

5.  Factors  of  Preventability  (Avoidability) — Prevent- 
ability  should  be  judged  in  an  ideal  academic 
sense.  This  concept  involves  three  assumptions. 
First,  the  physician  possessed  all  the  knowledge 
currently  available  relating  to  the  factors  involved 
in  the  death.  Second,  by  experience,  he  had 
reached  a high  level  of  technical  ability.  Third,  he 
had  available  to  him  all  the  facilities  present  in  a 
well-organized  and  properly  equipped  hospital. 
Because  of  the  austerity  of  these  criteria,  it  is 
more  desirable  to  determine  avoidable  factors  in- 
volved in  the  death,  rather  than  to  label  the  death 
as  preventable.  This  allows  more  specific  discus- 
sion resulting  in  better  maternal  care  and  reduc- 
tion of  obstetric  causes  of  death. 


6.  Factors  of  Responsibility — Responsibility  should 
be  determined  whenever  possible  and  assigned  as 
appropriate  to  the  attending  physician,  consultant, 
midwife,  hospital,  patient,  or  any  combination. 

Factors 

A.  Professional  Factors — These  are  concerned  with 
cases  where  there  appear  shortcomings  in  diag- 
nosis, judgment,  management,  and  technique  and 
include  failure  to  recognize  the  complication  and 
evaluate  it  properly.  They  also  include  instances 
of  injudicious  haste,  delay  or  timing  of  operative 
intervention,  and  failure  to  utilize  currently  ac- 
cepted methods  of  treatment.  Finally,  they  would 
include  services  which  were  technically  inept,  and 
those  failures  which  could  have  been  averted  by 
proper  and  timely  consultation. 

B.  Hospital  Factors — These  are  concerned  with  facili- 
ties, equipment,  or  personnel  which  are  inadequate. 
In  terms  of  modem  obstetrics  the  hazards  of  de- 
livery cannot  be  met  successfully  unless  the  hos- 
pital provides,  (1)  a separate,  well  directed  ma- 
ternity section;  (2)  a blood  bank;  (3)  competent 
24-hour  anesthesia  service;  (4)  suitable  x-ray 
facilities;  and  (5)  adequate  24-hour  laboratory 
facilities. 

C.  Patient  Factors — These  should  be  recognized,  but 
never  as  an  excuse  for  professional  inadequacy. 
They  are  concerned  with  death  resulting  from  a 
complication  for  which  there  is  generally  success- 
ful treatment  but  which  the  patient  denied  herself 
by  delaying  her  initial  visit  to  the  physician,  de- 
laying obtaining  medical  care  after  the  symptoms 
were  obvious  at  a layman’s  level,  or  finally,  by  not 
following  the  advice  and  instructions  of  her  phy- 
sician. 

D.  Undetermined  Factors — If  because  of  inadequate 
evidence  a clear-cut  decision  cannot  be  made,  yet 
short-comings  in  care  are  apparent,  it  would  be 
preferable  to  indicate  that  responsible  factors  are 
undetermined.  Am  attempt  should  be  made  to 
determine  preventability  and  to  locate  the  respon- 
sible factors. 

Analysis  of  Maternal  Deaths 

The  Committee  then  proceeded  to  the  analysis  of  the 

eleven  maternal  deaths  with  the  following  conclusions: 

There  were  seven  maternal  deaths  from  direct 
obstetric  causes,  three  maternal  deaths  from  in- 
direct obstetric  causes  and  one  maternal  death 
from  non-related  causes. 

There  were  two  cases  of  pulmonary  embolism 
from  direct  obstetric  causes;  one  from  severe  pre- 
eclampsia associated  with  cortical  necrosis  of  the 
kidneys  and  a pre-existing  renal  disease  following  a 
cesarean  section;  the  other  following  a cesarean 
section  with  some  possible  evidence  cf  sickle  cell 
anemia  in  the  patient  because  of  sickle  cell  anemia 
in  her  first  child  and  beginning  development  of 
sickle  cell  anemia  in  the  newborn. 

There  was  one  amniotic  fluid  embolism  asso- 
ciated with  traumatic  causes. 

There  were  two  cases  of  pulmonary  embolism 
from  indirect  obstetric  causes:  one  patient  was  ad- 
mitted D.O.A.  but  the  autopsy  showed  pulmonary 
artery  thrombosis;  the  other  developed  phleboth- 
rombosis  of  the  lower  extremities  weeks  before 
she  went  into  premature  labor  and  delivered. 

There  were  two  cases  of  puerperal  sepsis  from 
direct  obstetric  causes:  One  patient  developed 

puerperal  sepsis  following  manual  extraction  of  the 
placenta  with  some  retained  secundines;  the  other 
followed  the  delivery  of  a macerated  fetus  with 
considerable  trauma  to  the  uterus  and  vaginal 
parts. 
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There  was  one  maternal  death  from  cardiac 
arrest  which  developed  immediately  following  de- 
livery of  the  fetus  by  cesarean  section.  The  patient 
had  been  hemorrhaging  from  placenta  praevia. 

There  was  one  maternal  death  from  anesthesia. 
The  patient  expired  immediately  after  delivery  of 
the  fetus,  from  vomiting. 

One  indirect  obstetric  cause  of  death  was  chronic 
nephritis  of  long  standing  in  a two  months  preg- 
nancy. The  patient  had  a progressive  downhill 
course  during  her  two  weeks  hospital  stay  which 
ended  in  death. 

One  unrelated  cause  of  a maternal  death  was 
suicide  in  a patient  almost  at  full  term.  The  patient 
was  admitted  D.O.A.,  the  fetus  was  delivered  by 
postmortem  cesarean  section  but  expired  sixteen 
days  after  delivery. 

A.  Acute  pulmonary  embolism  with  severe  tox- 
emia of  pregnancy,  cortical  necrosis  of  the 
kidneys  and  erythroblastosis  in  a hydropic 
fetus  which  was  stillborn. 

A white,  married  female,  age  30  was  ad- 
mitted to  the  hospital  for  the  treatment  of  a 
severe  toxemia  which  developed  ten  days  be- 
fore hospital  admission.  The  patient  was  29 
weeks  in  her  third  pregnancy  and  the  condi- 
tion of  the  patient  upon  admission  was  con- 
sidered grave.  The  patient  was  Rh  Negative 
with  a rising  Rh.  Negative  antibody  titer  with 
signs  of  erythroblastosis  developing  in  the 
fetus.  The  patient  weighed  193  lbs.,  with  a 
weight  gain  of  38  lbs.  Blood  pressure  132/92, 
and  the  Rh  Blood  Factors  D.C.  and  E.— Nega- 
tive. 

Ten  days  before  hospital  admission  the  pa- 
tient developed  severe  edema,  a constant  and 
increasing  hypertension  and  albumin  in  her 
urine  specimens.  The  edema  increased  together 
with  the  increase  of  headaches,  disturbances  of 
vision  and  developing  mental  confusion.  Office 
treatment  with  diuril,  sedation,  low  salt  diet 
and  bed  rest  did  not  improve  the  condition. 
She  developed  oliguria  which  precipitated  her 
hospital  admission. 

The  patient  had  two  previous  cesarean  sec- 
tions, the  first  for  cephalo-pelvic  dispropor- 
tion; the  second  was  a repeat  section  for  a 
pregnancy  in  which  developed  a rising  Rh 
antibody  at  39  weeks  but  this  fetus  survived. 
This  fetus  had  a positive  Coomb’s  test  but  did 
not  require  an  exchange  transfusion. 

During  the  three  days  of  hospital  admission, 
four  consultants  followed  this  patient’s  course. 
The  problem  of  oliguria  became  an  acute  one, 
and  the  termination  of  pregnancy  was  con- 
sidered. Blood  chemistry  determinations  were 
made  and  confined  the  diagnosis  of  cortical 
necrosis  with  the  following:  N.P.N.  — 74, 

Uric  Acid  — 16,  Sodium,  — 145,  Potassium  — 
4.0,  C02  — 27,  Clacium  — 10.  Cholesterol  — 
100,  and  Albumin  — 4 +.  Rh  Antibody  Titer: 
Bovine  — 1.16  dil.;  Saline  — 1.4  dil. ; Coomb’s 
— 1:  256  dil. 

On  the  fourth  hospital  day,  a transverse, 
low  cervical  cesarean  section  was  performed 
with  the  delivery  of  a severely  hydropic 
erythroblastic  non-viable  fetus  which  weighed 
7 lbs.  The  placenta  was  huge  and  weighed 
4 lbs.  The  induction  of  the  anesthesia  was 
difficult,  the  patient  stopped  breathing  for  a 
short  while,  then  started  taking  the  anesthesia 
fairly  satisfactorily. 

On  the  first  posteoperative  day,  the  patient 
developed  severe  dyspnea,  cyanosis,  pulmonary 
edema  and  a possible  pulmonary  embolism. 
The  patient  had  a steady  downhill  course  and 


expired  on  the  second  postoperative  day.  There 
was  an  autopsy. 

Autopsy  Report — (1)  Acute  pulmonary  em- 
bolism; (2)  Acute  cor  pulmonale;  (3)  Chronic 
passive  congestion  of  the  lungs  with  edema; 
(4  ) Cloudy  swelling  of  the  heart;  (5)  Chronic 
passive  congestion  of  the  liver  and  spleen;  and, 
(6)  Cloudy  swelling  of  the  kidneys. 

B.  Puerperal  sepsis  following  manual  extraction 
of  the  placenta. 

A white,  never  married  female,  age  19,  a 
Gravid  1 Para  O,  was  admitted  to  the  hospital 
in  active  labor.  She  was  24  to  25  weeks  in  her 
first  pregnancy  and  in  good  condition.  After 
an  hour  of  labor  she  delivered  a viable  prema- 
ture male  fetus  weighing  2 lbs  8%  oz.  She 
required  no  analgesia,  no  anesthesia,  and  no 
episiotomy  or  forceps.  However,  difficulty  was 
encountered  in  removing  the  plaoenta  which 
was  removed  piecemeal.  A small  pack  was 
inserted  into  the  uterine  cavity  to  control 
bleeding. 

On  the  first  postoperative  day  she  ran  a 
temperature  which  was  present  daily  until  her 
demise.  On  the  fifth  postoperative  day,  she 
complained  of  tenderness  in  the  left  side  of  the 
abdomen  and  a mass  was  noted  in  this  area. 
On  the  eighth  postoperative  day,  the  patient 
was  taken  to  surgery  where  the  uterus  was 
explored  for  retained  placental  tissue  and  some 
was  found,  but  this  started  another  hem- 
orrhage and  required  further  packing.  All 
during  the  postpartum  course  she  had  vomiting, 
temperature  ranging  from  100°  to  105°,  and 
diarrhea.  Symptomatic  treatment  controlled 
some  of  these  symptoms  but  the  elevation  of 
temperature  always  returned.  She  received 
Durycin  1 c.c.  and  Chloromycetin  250  mg. 
Q.I.D.  daily  until  she  expired.  On  the  ninth 
day  postpartum  day,  she  began  a constant 
diarrhea  and  vomiting  which  continued  until 
her  death.  She  had  a gradual  downhill  course 
and  expired  on  the  13th  postpartum  day.  There 
was  no  autoposy. 

C.  Cardiac  arrest. 

A black,  married  female,  age  23,  a Gravida 
3 Para  2,  was  admitted  to  the  hospital  with 
vaginal  bleeding  and  the  diagnosis  of  placenta 
praevia.  The  patient  was  38  weeks  in  her 
third  pregnancy  and  the  condition  of  the  pa- 
tient upon  admission  was  considered  good. 
She  had  adequate  prenatal  care  from  her 
physician  with  a total  of  seven  prenatal  office 
visits.  She  gained  15  lbs.  Hb.  — 11.6,  Hmct. 
— 35%,  RBC  — 4,000,000.  Average  blood 
pressure  110/72.  Rh  Negative. 

At  1:30  P.  M.  the  patient  went  to  the  bath- 
room and  noticed  she  was  passing  blood 
through  the  vaginal  tract.  She  was  admitted 
at  2:00  P.  M.  and  at  4:30  P.  M.,  was  taken  to 
the  operating  room  with  fluids  running  and 
blood  available.  At  5:00  P.  M.  under  spinal 
anesthesia,  a cesarean  section  was  performed 
revealing  a placenta  praevia  centralis.  The 
placenta  was  removed,  the  membranes  rup- 
tured and  a viable  male  fetus  weighing  7 lb., 
14  oz.  was  delivered  without  incidence.  There 
was  good  fetal  response.  The  amniotic  fluid 
was  full  of  meconium  revealing  fetal  distress. 
With  the  delivery  of  the  fetus,  the  patient  had 
an  immediate  cardiac  arrest.  Mouth  to  mouth 
resuscitation,  then  the  cardiac  lung  resuscitator 
was  put  into  use,  and  maintained  the  patient 
for  three  hours.  The  heart  finally  failed  to 
respond  to  stimulants  and  she  expired  at  9:  00 
A.  M.  There  was  no  autopsy. 
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D.  Puerperal  sepsis. 

A white,  never  married  female,  age  25,  a 
Gravida  2 Para  1,  was  admitted  to  the  hospital 
in  active  labor.  The  patient  was  approximately 
seven  months  in  her  second  pregnancy  and 
the  condition  of  the  patient  upon  admission 
was  considered  fair.  The  physician  determined 
that  the  fetus  had  perished  in  utero  prior  to 
admission.  The  hospital  admission  for  delivery 
was  June  16,  1968. 

On  January  23,  1968,  the  patient  was  ad- 
mitted with  the  diagnosis  of  either  an  ectopic 
pregnancy  or  pelvic  inflammatory  disease.  The 
cul-de-sac  aspiration  revealed  pus,  so  she 
was  treated  for  pelvic  cellulitis.  This  hospital 
stay  was  18  days. 

On  February  20,  1968  the  patient  was  re- 
admitted, at  which  time  she  had  developed  a 
small  mass  in  the  right  of  her  enlarged  uterus, 
and  complained  of  acute  abdominal  pain.  Due 
to  her  persistant  pain  and  the  fact  that  she 
was  febrile,  an  exploratory  laparotomy  was 
done  in  48  hours  and  an  acute  appendicitis 
with  appendical  abscess  was  found.  She  had  a 
stormy  postoperative  course  but  was  released 
on  the  eighth  postoperative  day. 

On  March  30,  1968,  she  was  treated  for  a 
puncture  wound  of  the  right  leg,  from  a wire, 
with  Tetanus  Toxoid  and  Duracillin.  Her  pre- 
natal examinations  were  normal  until  June 
5,  1968  when  she  developed  a severe  kidney 
infection  and  symptoms  of  cholecystitis  but 
she  refused  hospitalization  because  of  danger 
of  losing  her  job.  She  was  treated  with  oral 
antibiotics  and  it  was  eleven  days  later  that 
she  was  admitted  in  active  labor.  She  had 
edema  of  the  lower  extremities  and  was  given 
an  oral  diuretic. 

On  June  16,  1968  she  was  admitted  in  active 
labor  with  a blood  pressure  of  160/90,  pulse 
88,  but  not  febrile.  The  membranes  ruptured 
and  a macerated  foot  prolapsed  in  the  vagina. 
Labor  was  long  and  difficult  and  she  drained 
a foul -smelling  purulent  material  from  the 
uterus.  She  was  placed  on  Chloromycetin  1 gm 
stat  and  500  mg.  q 6 hours.  After  18  hours  of 
labor  with  no  further  progress  except  the 
prolapse  of  the  other  macerated  foot  into  the 
vagina,  she  was  removed  to  the  delivery  room 
and  under  anesthesia  it  was  determined  that 
the  distended  abdomen  was  causing  a dystocia 
to  delivery.  An  incision  was  made  into  the 
fetal  abdomen,  and  she  drained  a gallon  of 
purulent  fluid.  A leg  was  pulled  off  during 
this  maneuver.  After  the  abdomen  was  de- 
flated, the  fetus  was  delivered  with  ease  and 
was  found  to  be  deformed.  The  deformity  was 
not  documented. 

The  postpartum  course  was  stormy.  Sup- 
portive therapy  and  antibiotics  were  continued 
and  the  uterus  continued  to  drain  a very  foul 
and  purulent  type  of  material.  That  night  the 
patient  developed  paroxysmal  tachycardia  with 
a pulse  of  300.  She  slowed  down  with  Digitoxin 
intravenously  but  she  continued  to  distend  with 
abdominal  peritonitis  and  marked  edema  of 
the  lower  extremities.  In  addition  to  the  ab- 
dominal peritonitis,  she  developed  septic  em- 
boli in  the  legs  and  thighs.  Her  pulse  became 
rapid,  and  thready  and  the  breathing  labored. 
She  expired  18  hours  after  delivery.  There 
was  no  autopsy. 

E.  Pulmonary  amniotic  fluid  embolism. 

A white,  married  female,  age  35,  a Gravida 
7 Para  6,  was  admitted  to  the  hospital  in  active 
labor.  She  had  been  admitted  the  previous 


day  with  contractions,  but  they  stopped  and 
she  was  released  from  the  hospital  to  her 
home. 

The  patient  had  adequate  prenatal  control 
with  five  prenatal  office  visits.  All  tests,  blood 
pressure,  hemoglobin,  urinalysis  and  weight 
were  normal. 

On  the  day  of  labor  the  patient  called  her 
physician.  He  dispatched  an  ambulance  but  the 
patient  lived  on  a country  road  and  because  of 
ice  and  snow,  had  to  be  taken  to  the  hospital 
in  an  open  jeep.  She  was  admitted  at  11:00 
P.  M.  and  was  immediately  taken  to  the  labor 
room  because  she  had  regular  contractions  dur- 
ing the  jeep  ride.  Preparations  were  in  progress 
when  the  nurse  noticed  that  the  patient  was 
cyanotic  and  pulseless.  She  was  given  oxygen, 
intravenous  fluids,  and  stimulatory  drugs.  A 
consultant  was  called  to  assist  the  physician. 
In  spite  of  all  measures,  the  patient  expired  at 
12:15  A.  M.  on  December  8,  1968,  an  hour 
and  15  minutes  after  admission.  There  was 
an  autopsy.  No  attempt  was  made  to  deliver 
the  baby,  because  at  the  time,  the  physicians 
had  to  concentrate  all  effort  on  saving  the 
mother. 

Final  Pathological  Diagnosis. 

1.  Term  pregnancy  with  complications: 

A.  Placenta  abruption,  with 

1.  Large  hematoma  formation  between 
placenta  and  the  uterine  wall. 

2.  Intrauterine  death  of  a normally 
developed  female  infant. 

B.  Hemorrhage  in  uterine  wall,  chiefly 
right  lateral. 

C.  Hemorrhage  in  the  uterine  cavity. 

2.  Pulmonary  edema,  marked  with  focal  am- 

niotic-like  fluid  embolism. 

3.  Acute  gastric  dilatation. 

F.  Suicide,  self  inflicted  bullet  wound  of  the  head. 

A white,  married  female,  age  32,  a Gravida 
1 Para  O,  was  admitted  to  the  hospital,  dead 
on  arrival,  from  an  apparently  self-inflicted 
gunshot  wound  in  the  head.  The  patient  was  in 
the  ninth  month  of  her  first  pregnancy. 

Prenatal  care  was  adequate  with  a total  of 
13  office  visits  with  normal  averages  for  all 
findings.  She  had  a contracted  pelvis. 

The  patient  was  an  intelligent  person  with 
a good  education,  but  she  had  difficulty  in 
making  critical  decisions.  She  had  been  “to 
the  altar”  two  times  and  declined  at  the  last 
moment.  She  finally  got  married  and  became 
pregnant,  after  being  married  four  years  and 
now  age  32.  At  first  she  was  delighted  about  her 
pregnancy  but  as  time  went  on,  she  developed 
minor  somatic  complaints  and  a mild  to  mod- 
erate depression.  She  was  quite  anxious  to 
have  the  pregnancy  as  term  approached.  As 
she  had  a small  pelvis,  an  elective  cesarean  sec- 
tion was  planned  for  January  6,  1969.  She  was 
relieved  knowing  this  and  was  pleased  with 
the  decision.  But  two  days  prior  to  this  de- 
cision, she  had  purchased  a revolver  under  an 
assumed  name,  and  on  the  morning  of  January 
1,  1969,  apparently  shot  herself  in  the  head. 
She  arrived  at  the  hospital  emergency  room 

D.O.A.  Fetal  heart  tones  were  audible  so  an 
immediate  postmortem  cesarean  section  was 
done  on  the  ambulance  stretcher.  An  infant, 
in  poor  condition,  was  delivered  and  began 
spontaneous  respirations  after  some  minutes. 
The  infant  expired  sixteen  days  after  delivery. 
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G.  Pulmonary  embolism. 

A black  married  female,  age  20,  a Gravida 
2 Para  1,  was  admitted  to  the  hospital  in 
active  labor.  The  patient  had  been  having 
contractions  for  24  hours  prior  to  admission 
and  she  was  scheduled  for  a repeat  cesarean 
section  eleven  days  from  the  hospital  admis- 
sion. The  patient  was  in  the  37th  week  of  her 
second  pregnancy  and  the  condition  of  the 
patient  upon  hospital  admission  was  considered 
good.  The  patient  had  six  prenatal  office  and 
hospital  prenatal  visits  with  a blood  pressure 
from  120/70  to  140/80  (average).  Urinalysis 
negative — Hemoglobin  12.6  grams%.  Gained  33 
lbs.  The  first  pregnancy  was  delivered  by  a 
low  cervical  cesarean  section  because  of 
cephalopelvic  disproportion.  At  the  end  of  her 
first  pregnancy,  she  showed  signs  of  mild  tox- 
emia but  no  convulsions.  There  was  no  carry 
over  of  this  toxic  condition. 

The  patient  was  scheduled  for  a repeat 
cesarean  section  January  16,  1969  but  on  Janu- 
ary 4,  1969,  she  began  having  irregular  pre- 
mature contractions  which  lasted  for  24  hours, 
and  just  before  hospital  admission,  the  contrac- 
tions became  regular.  Because  of  the  increasing 
regularity  to  the  contractions,  she  reported  to 
the  hospital.  The  patient  had  eaten  a large 
meal  just  before  admission  so  she  was  given 
Demerol  mg.  25  at  6:30  P.  M.  in  an  effort  to 
slow  down  labor  and  give  her  stomach  a chance 
to  empty.  The  contractions  continued  so  she 
received  Demerol  mg.  50  and  atropine  gr.  1/150 
at  8:30  P.  M. 

At  9:05  P.  M.  she  was  taken  to  the  operating 
room  where  a transverse  low  cesarean  section 
was  performed  with  the  delivery  of  a viable 
fetus.  The  operative  procedure  was  successful, 
and  the  patient  had  no  difficulty  with  breath- 
ing, and  no  extra  bleeding  was  encountered. 
She  received  Brevital,  I.V.,  and  Cyclopropane 
for  1 hour  and  10  minutes.  She  had  a normal 
response  to  anesthesia. 

After  she  was  placed  in  bed  she  began  react- 
ing. While  the  bed  clothing  was  being  ad- 
justed she  was  lifted  slightly  to  remove  some 
of  the  linen  and  collapsed.  In  spite  of  cardiac 
massage  and  resuscitation,  she  was  pronounced 
dead.  There  was  no  autopsy. 

Since  her  death,  the  first  child  delivered  by 
section  was  admitted  with  sickle  cell  anemia. 
The  baby  delivered  at  the  time  of  her  death 
was  also  showing  signs  of  anemia  and  question- 
able sickling. 

H.  Chronic  nephritis. 

A black,  married  female,  age  33,  a Gravida 
6 Para  5,  was  admitted  to  the  hospital  with  the 
diagnosis  of  chronic  nephritis.  The  patient 
was  two  months  in  her  sixth  pregnancy  and 
the  condition  of  the  patient  upon  admission 
was  considered  poor. 

On  December  11,  1968,  the  patient  was  ad- 
mitted to  the  obstetrical  floor  because  of  her 
pregnancy,  but  she  was  an  old  nephritic  and  had 
had  nephritis  for  some  time.  She  was  pale, 
and  appeared  to  be  clironically  ill.  The  Hb. 
was  6.5  grams.  Blood  Urea  110  mg.  Blood 
pressure  180/110,  and  Urinalysis  was:  Albumin 
— positive,  Casts-many;  Mic-15-20  RBC  per 
HPF.  WBC -9,630. 

The  patient’s  hospital  stay  was  14  days,  and 
during  that  time  she  had  a gradual  downhill 
course.  She  received  three  blood  transfusions 
but  this  raised  the  hemoglobin  to  only  8.9 
grams  %.  She  had  a gradual  failing  and 
expired  at  10: 30  A.  M.  on  December  25,  1968. 
There  was  no  autopsy.  Consideration  was 


given  to  interrupting  the  pregnancy.  However, 
it  was  felt  that  the  uterine  pregnancy  was  not 
making  the  renal  disease  any  worse  and  that 
the  interruption  would  not  materially  benefit 
the  patient. 

I.  Pulmonary  artery  thrombosis. 

At  10:25  P.  M.  on  May  12,  1969  a white, 
divorced  female,  age  26,  was  admitted  D.O.A. 
to  the  hospital  emergency  room,  having  col- 
lapsed at  home  and  expired.  The  patient  was 
in  the  second  trimester  of  her  present  preg- 
nancy and  there  is  no  data  available  giving  her 
obstetrical  history.  The  autopsy  gives  a valu- 
able picture  of  this  patient’s  demise. 

The  length  of  the  body  is  5'  6"  and  an  esti- 
mated weight  of  150  lbs.  A well  developed 
female  who  appears  to  be  about  her  age  of  26 
years.  All  organs  are  grossly  normal  except 
the  uterus  which  is  enlarged  to  a point  halfway 
between  the  symphysis  pubis  and  the  um- 
bilicus. When  the  lungs  were  opened,  the 
main  pulmonary  artery  to  the  heart  is  opened 
and  found  to  be  normal.  However,  lodged  in 
the  right  pulmonary  artery  is  a large  thrombus 
occluding  the  main  pulmonary  artery  and  ex- 
tending into  several  of  its  immediate  branches. 
There  is  a moderate  organization  of  the  throm- 
bus; it  is  slightly  adhered  to  the  intima  of  the 
vessels.  The  trachea  and  bronchial  system  is 
filled  with  aspirated  food  material  but  other- 
wise show  no  purulent  material. 

Upon  opening  the  uterus,  a pregnancy  is 
present  with  a fully  developed  placenta  and  a 
fetus  measuring  10  cms.  from  rump  to  crown. 
The  fallopian  tubes  and  ovaries  are  normal 
bilaterally. 

J.  Pulmonary  embolism,  due  to  phlebothrombosis 
of  the  left  lower  external  viens. 

A white,  never  married  female,  a Gravida  1 
Para  O,  age  19,  was  admitted  to  the  hospital 
with  the  chief  complaint  of  swelling  and  pain 
in  the  left  leg.  During  the  course  of  the  hos- 
pital admission  examination  a mass  was  found 
in  the  lower  abdomen  which  proved  to  be  a 
pregnancy.  At  the  time  of  admission,  her 
parents  did  not  know  nor  did  they  suspect 
pregnancy.  The  patient  was  quite  obese  and 
her  swelling  in  the  lower  extremity  dates  back 
for  two  months.  The  condition  of  the  patient 
was  considered  good  and  she  had  no  prenatal 
care  until  admission.  The  present  illness  dates 
about  two  months  before  when  she  noticed  the 
gradual  onset  of  swelling  in  her  legs  and  the 
swelling  persisted  and  even  became  worse  in 
spite  of  medication  by  her  doctor.  The  patient 
had  pain  in  the  left  leg  for  the  past  3 days 
when  she  was  up  on  her  feet,  so  she  was 
admitted  for  an  evaluation  of  the  swelling 
of  the  leg  with  failure  to  improve  with  bedrest. 

Admission  examination  was  fairly  normal. 
She  was  an  obese  white  female,  with  blood 
pressure  of  128/78,  and  a heart  rate  of  82. 
The  abdomen  is  quite  protuberant,  obese  and 
a mass  appears  to  be  arising  out  of  the  pelvis. 
It  is  palpable  above  the  umbilicus  and  is  pre- 
sumably a pregnancy.  Peripherally  the  left 
leg  shows  marked  edema  with  swelling  and 
there  is  noted  some  papular  rash  over  both 
lower  extremities.  There  is  some  tenderness 
to  pressure  over  the  Great  Saphenous  vein 
and  the  thigh.  The  reflexes  are  normal  and 
pulses  are  normal.  The  pregnancy  was  esti- 
mated to  be  6 months.  Diag:  Phlebitis  of  the 
Great  Saphenous  Vein  on  the  left  side.  Urin- 
alysis — Neg:  Hb.  — 12.8  grams  %;  HMCT 
— 37,  WBC  — 11,700.  Segs  81  Lymph  19 
X-ray  of  the  abdomen  estimated  the  pregnancy 
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to  be  from  28  to  30  weeks.  The  patient  received 
routine  symptomatic  therapy  and  routine  nurs- 
ing care  from  May  9,  1969  to  May  18,  1969. 

On  May  18,  1969,  she  went  into  active  labor 
and  was  admitted  to  the  obstetrical  floor  and 
an  obstetrician  called  to  deliver  the  patient. 
At  8:00  A.  M.  labor  was  established,  and  she 
delivered  at  2:05  A.  M.,  May  19,  1969.  All  care 
was  taken  to  protect  her  legs  and  she  had  only 
a slight  laceration  which  was  quickly  repaired 
and  the  patient  returned  to  her  room. 

The  patient  was  checked  in  the  morning  and 
at  6:  00  P.  M.  on  May  19,  1969.  She  moved  very 
little  and  was  very  difficult  to  arouse.  Her 
pulse  and  respirations  were  adequate.  On 
May  20,  1969,  she  had  slept  all  night,  but  at 
5:45  A.  M.  she  was  found  to  have  ceased  to 
breathe.  She  had  vomited  but  there  was  no 
evidence  of  a struggle.  An  autopsy  was  done. 

Autopsy  Report 

Thoracic  Cavity:  The  lungs  were  bilaterally 
appearing  and  relatively  airless.  The  heart 
measures  10  cm.  transversely  and  the  chest 
measures  23  cm. 

Lungs:  Left  320  grams.  Right  340  grams. 

The  main  pulmonic  artery  reveals  a large  por- 
tion of  clotted  reddish  brown  material  re- 
sembling a mixture  of  postmortem  clot  and 
some  less  liquid  substance  resembling  a throm- 
bus. This  is  found  in  the  main  pulmonic 
conus  and  there  is  some  extension  into  the 
main  pulmonary  arteries.  Bilaterally  the  par- 
enchyma is  relatively  firm,  dark  red  with  areas 
of  virtually  no  crepitation.  The  entire  lower 
lobes  also  show  no  crepitation.  Parts  of  the 
right  middle  and  upper  lobes  also  show  no 
crepitation.  No  exudate  is  found.  A few 
petechial  hemorrhages  are  noted  beneath  the 
pleurae  bilaterally. 

Pathological  Diagnosis: 

1.  Status  Post  Partum,  Recent. 

2.  Phlebothrombosis,  Left  Lower  Extremities 
Veins. 

3.  Pulmonary  Embolism. 

4.  Subepicardial  and  Subpleural  Petechial 
Hemorrhage. 

5.  Subintimal  Hemorrhages  in  Left  Cornary 
Artery. 

6.  Atalectasis,  Bilateral. 

7.  Hydroureter,  Bilateral,  Minimal. 

8.  Acute  Pyelitis  and  Systitis. 

K.  Anesthesia,  vomiting. 

A white  married  female,  age  19,  a Gravida 
1 Para  O,  was  admitted  to  the  hospital  in 
active  labor.  The  patient  was  full  term  in  her 
first  pregnancy  and  her  condition  upon  admis- 
sion was  considered  good.  She  had  adequate 
prenatal  supervision  with  ten  prenatal  office 
visits.  Blood  Pressure  — 140/80  to  130/76  — 
Average  — ; Gained  14  lbs;  Urinalysis  — Nega- 
tive; Hemoglobin  14.5  grams  %,  HMCT  — 40. 
Rh-Negative. 

The  first  stage  of  labor  began  at  6:  00  P.  M. 
on  August  9,  1969.  Normal  progress  was  made 
and  the  membranes  ruptured  2V2  hours  before 
delivery.  At  12:30  A.  M.  on  August  10,  1969,  she 
received  Thorazine  mg.  25,  and  at  1:45  A.  M. 
she  received  Demerol  mg.  50  which  was  suffi- 
cient to  control  her.  She  was  fully  dilated  at 
2:00  A.  M.  At  2:15  A.  M.  with  anesthesia, 
vaginal  preparation  and  draping,  an  episiotomy 
was  done  and  as  the  forceps  were  being  ap- 
plied, the  patient  vomited  but  there  was  no 


retching.  Immediately,  the  patient  was  de- 
livered, the  physician  cleared  the  mouth  and 
started  the  fetus  breathing.  In  a minute  he 
was  back  with  the  patient  with  the  suction 
apparatus,  but  it  was  found,  that  in  spite  of 
the  100  mg.  of  mercury  reading  on  the  gauge, 
the  apparatus  did  not  aspirate.  It  was  found 
later  that  the  tube  was  blocked  by  a part  of 
the  screw  on  the  lid  of  the  apparatus.  This 
did  not  function  a week  prior  to  this  and  the 
defect  was  reported  but  it  was  not  fixed.  The 
head  was  lowered,  and  the  passages  cleared 
manually.  A second  suction  apparatus  was 
obtained  and  it  functioned  well.  The  heart 
tones  were  not  heard  two  minutes  after  the 
initial  vomiting.  External  cardiac  massage  was 
given;  the  anesthetist  put  in  an  endotracheal 
tube  and  aspirated  the  lungs.  The  patient 
began  to  breathe  about  45  minutes  after  the 
arrest.  She  was  maintained  and  stimulated 
but  she  expired  seven  hours  after  delivery. 
The  consultants  felt  that  extensive  brain  dam- 
age was  already  done  because  she  never  did 
regain  consciousness  and  the  pupils  were 
dilated  widely.  There  was  no  autopsy. 

Respectfully  submitted, 

A.  J.  Villani,  M.  D„ 
Chairman 

F.  H.  Dobbs,  M.  D., 
Secretary 

June  11,  1970. 

Committee  on  Medical  Emergencies 
and  Civil  Defense 

No  formal  meetings  were  held  during  the  year  due 
to  the  lack  of  a threat  of  armed  invasion  or  atomic 
attack.  However,  a letter  was  sent  to  the  secretaries  of 
each  local  medical  society  urging  that  active  commit- 
tees be  appointed  to  set  up  disaster  plans  for  each 
county  and  each  hospital  in  the  State. 

With  the  cooperation  of  Mr.  Paul  D.  Kates,  Program 
Consultant  of  the  Office  of  Health  Mobilization  of  the 
West  Virginia  State  Department  of  Health,  planning 
literature  was  sent  to: 

Dr.  Edwin  Andrew  Zepp,  Martinsburg 
Dr.  William  Edmund  Gilmore,  Parkersburg 
Dr.  John  A.  B.  Holt,  Charleston 
Dr.  J.  B.  Caringal,  Fairlea 
Mr.  Van  Gilder,  Vice  President,  St.  Joseph’s 
Hospital,  Parkersburg 

The  following  literature  was  sent: 

York  General  Hospital  Disaster  and  Civil  Defense 
Plan 

Preparing  the  Hospital  Plan  for  Emergencies 
Hospital  Planning  for  National  Disaster 
Principles  of  Disaster  Planning  for  Hospitals 
Model  Plan  Metropolitan  Area  Emergency  Health 
Service 

Emergency  Health  Service-Preparedness  Check 
List 

Health  Material  and  Facilities  Planning 
Guide  for  Emergency  Management 
Community  Emergency  Health  Manpower  Planning 
Community  Emergency  Health  Preparedness 

Also,  the  following  materials  were  forwarded  to  the 
hospital  administrators  of  the  Hampshire  Memorial 
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Hospital,  Potomac  Valley  Hospital  and  Grant  Memorial 
Hospital: 

Guide  to  Thinking  in  Disaster  Planning 
Preparing  the  Hospital  Plant  for  Emergencies 
Health  Material  and  Facilities  Planning  Guide  for 
Emergency  Management 
Hospital  Planning  for  National  Disaster 
The  Role  of  Medicine  for  Emergencies  Preparedness 
Emergency  Medical  Supplies  Hospital  Reserve  Dis- 
aster Inventory 

Establishing  the  Packaged  Disaster  Hospital 
Community  Emergency  Health  Manpower  Planning 
Community  Emergency  Health  Preparedness 

A planning  and  training  session  was  held  in  Mercer 
County  by  the  Staff  of  Health  Mobilization  of  West 
Virginia  University  in  March  1970  to  formulate  a 
county  disaster  plan.  County  and  municipal  and 
health  department  staff  attended  these  meetings  along 
with  members  of  the  local  medical  society  committee 
on  disaster. 

We  hope  that  a comprehensive  plan  can  be  formu- 
lated and  up-dated  for  the  entire  State  of  West  Vir- 
ginia. 

Respectfully  submitted, 

John  J.  Mahood,  M.  D., 
Chairman. 

June  2,  1970. 


Medical  Education  and  Hospitals 

A turning  point  in  the  field  of  continuing  education 
was  probably  the  most  significant  event  during  the 
past  year  for  your  Committee  on  Medical  Education 
and  Hospitals. 

While  your  Committee  maintained  its  interest  in 
medical  school  and  graduate  medical  education,  most  of 
its  activity  was  in  continuing  education.  The  turning 
point  came  on  December  7,  1969,  when  at  a meeting 
in  Charleston,  the  Committee  went  on  record  as  pro- 
posing that  patient  care  evaluation  be  the  area  of 
primary  thrust  in  continuing  education  in  West  Vir- 
ginia in  the  future.  This  proposed  policy  subsequently 
was  presented  to  the  Council  of  the  West  Virginia 
State  Medical  Association,  which  endorsed  it  and  asked 
the  Committee  to  devise  a means  of  implementation. 

In  the  meantime,  members  of  the  Committee  had 
been  conferring  with  representatives  of  the  West 
Virginia  Regional  Medical  Program  and  others  rela- 
tive to  a peer  review  system.  Dr.  Daniel  Hamaty,  a 
member  of  our  Committee  and  Chairman  of  the  RMP’s 
Education  Subcommittee,  was  the  chief  architect  of  a 
proposed  alliance  of  the  West  Virginia  State  Medical 
Association,  West  Virginia  University  and  the  West 
Virginia  Regional  Medical  Program  for  the  purpose  of 
conducting  a three-year  self-audit  project. 

This  is  essentially  a refined  and  extended  version 
of  the  Charleston  Self-Audit  Project  which  Doctor 
Hamaty  and  Dr.  Edwin  M.  Shepherd  of  our  Com- 
mittee were  instrumental  in  setting  up  a few  years 
ago  with  the  help  of  RMP  funds. 

The  Council  of  the  State  Medical  Association  en- 
dorsed the  WVU-RMP-Medical  Association  proposal, 


and  at  the  present  time,  an  application  for  a three-year 
project  grant  is  being  reviewed  by  the  appropriate 
authorities  in  Washington.  We  exect  to  learn  in  Sep- 
tember whether  our  project  is  approved,  and  if  it  is 
approved  and  funded,  we  expect  that  project  head- 
quarters be  set  up  in  Charleston  in  early  1971.  If 
the  project  becomes  a reality,  operational  control 
will  be  vested  in  the  State  Medical  Association. 

As  far  as  postgraduate  education  courses  are  con- 
cerned, your  Committee  co-sponsored  two  seminars 
during  the  past  year.  A one-day  course  in  “Cardiac 
Auscultation  Review”  was  conducted  in  Parkersburg 
on  October  19,  1969,  and  on  January  25,  1970,  we 
joined  with  the  West  Virginia  Thoracic  Society  and 
West  Virginia  University  in  the  presentation  of  the 
Third  Mid-Winter  Conference  on  Chest  Diseases.  This 
year’s  program,  on  coal  workers  pneumoconiosis,  was 
held  in  Charleston,  and  it  drew  more  than  100  phy- 
sicians. 

Plans  are  now  being  made  for  the  Fourth  Mid-Winter 
Conference,  which  will  be  held  next  January  and  will 
feature  discussions  of  air  pollution. 

Physicians  who  have  been  interested  in  our  activities 
will  recall  that  our  Committee  was  among  organiza- 
tions instrumental  in  the  formation  of  the  West  Vir- 
ginia Joint  Council  on  Teaching  Hospitals,  which  was 
organized  more  than  a year  ago.  Just  this  year,  how- 
ever, the  Council  was  offered,  and  it  accepted,  its 
first  project  from  West  Virginia  University  Medical 
Center.  The  Council  will  supervise  an  Extramural 
Selective  Experience  Program  whereby  fourth-year 
medical  students  will  be  allowed  to  spend  several 
weeks  of  their  time  in  certain  community  hospitals  in 
the  State.  Local  physicians  will  be  the  “teachers”  and 
University  credit  will  be  given  for  time  spent  in  this 
manner.  Your  Committee  sees  potential  benefits  in  this 
program,  and  if  it  is  operated  properly,  it  may  well  be 
a major  factor  in  the  determination  of  some  of  our 
students  to  remain  in  the  State  to  practice. 

Members  of  your  Committee  remain  active  in  the 
Joint  Council  on  Teaching  Hospitals.  The  State  Medi- 
cal Association  is  represented  on  this  Council  by  Dr. 
David  Z.  Morgan  of  Morgantown,  who  serves  as  Chair- 
man of  the  Teaching  Hospital  Council;  Dr.  Forest  A. 
Cornwell  of  Beckley;  and  Dr.  Pat  A.  Tuckwiller  of 
Charleston.  In  addition,  Mr.  Edward  D.  Hagan  of 
Charleston,  Secretary  to  the  Committee,  also  serves  as 
Secretary-Treasurer  of  the  Joint  Council.  Other  mem- 
bers of  the  Committee  serve  the  Council  as  representa- 
tives of  the  medical  staffs  of  their  respective  hos- 
pitals. 

We  feel  that  your  Committee  has  completed  another 
productive  year,  and  we  would  be  remiss  if  we  did 
not  express  our  gratitude  to  the  officers,  members 
of  the  Council  of  the  State  Medical  Association,  and 
other  Association  members  for  their  encouragement 
and  support  over  the  past  five  years. 

Respectfully  submitted, 

Pat  A.  Tuckwiller,  M.  D., 
Chairman. 

Charleston,  W.  Va. 

June  17,  1970. 
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WVU  Medical  Center 
- News  - 


Twenty-seven  students  and  one  faculty  member 
received  awards  at  this  year’s  Awards  Convoca- 
tion at  the  School  of  Medicine. 

Kenton  E.  Harris,  a fourth-year  student  from  Gas- 
saway,  was  named  the  third  recipient  of  the  Edward 
G.  Stuart  Memorial  Award,  named  in  honor  of  the 
Medical  Center’s  late  Vice  President.  The  award, 
consisting  of  an  inscribed  plaque  in  University  Hos- 
pital, a scroll,  pen  and  pencil  set  and  check,  is  pre- 
sented to  the  graduating  senior  “who  best  exemplifies 
the  quality  of  empathy  and  understanding  and 
strengthens  his  competency  with  compassion.’’ 

Dr.  Enid  F.  Gilbert,  Associate  Professor  of  Pathology, 
received  the  MacLachlan  Memorial  Award  from  the 
second-year  class  for  her  excellence  in  teaching  a 
basic  medical  science. 

O.  Carter  Snead  III,  a fourth-year  student  from 
Princeton,  received  the  Upjohn  Award,  a $150  check 
and  a plague,  by  vote  of  the  senior  class  for  applied 
personal  qualities,  character  and  leadership. 

Winner  of  the  Edward  J.  Van  Liere  Award  for 
original  research,  was  Larry  K.  Pickering,  a fourth- 
year  student  from  Wheeling.  The  prize  was  an  en- 
graved medal  and  $300.  Winners  of  the  second  and 
third  prizes  in  the  Van  Liere  competition  were  Linda 
Ann  Long  of  Morgantown  and  James  J.  Wellman  of 
Huntington. 

The  Janet  M.  Glasgow  Award,  a certificate  and 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
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check  for  $100  given  by  the  American  Medical  Wom- 
en’s Association  in  recognition  of  outstanding  scholastic 
achievement  by  a senior  woman,  went  to  Sandra 
Woolfitt  of  Charleston. 

Merck  Book  Awards  went  to  fourth-year  students 
Lawrence  Blair  Thrush,  Jr.,  of  Clarksburg  and  Joseph 
W.  Warren  of  Beckley. 

For  outstanding  scholastic  achievement  by  a second- 
year  student,  Ronald  M.  Cyphers  of  Princeton  re- 
ceived the  Roche  Award — a scroll  and  an  engraved 
watch.  Second-year  students  receiving  Mosby  Schol- 
arship Book  Awards  were  Martha  Mullett  of  Marlin- 
ton,  Patrick  L.  Brown  of  Madison,  George  A.  Curry 
II  of  Morgantown,  Stephen  K.  Rymer  of  Harrisville 
and  William  R.  Kincaid  of  Alderson. 

Winner  of  the  Lindsay  Award,  an  ophthalmoscope- 
otoscope  set,  for  outstanding  academic  performance  in 
medical  physiology  was  Peter  K.  Thrush,  first-year 
student  from  Clarksburg.  Dr.  Hugh  Lindsay,  associate 
professor  of  physiology,  established  the  award  in  1968 

(Continued  on  Page  xx) 


Two  of  the  top  award  winners  at  this  year’s  Awards  Convocation  at  the  West  Virginia  University  School  of  Medicine 
are  shown  in  these  photographs.  In  left  photo.  Dr.  David  Z.  Morgan,  Assistant  Dean,  congratulates  Larry  K.  Pickering  of 
Wheeling,  winner  of  the  Edward  J.  Van  Liere  Award.  In  center  of  right  photo  is  Kenton  Harris  of  Gassaway,  winner  of 
the  Edward  G.  Stuart  Memorial  Award.  With  him  are  Doctor  Stuart’s  widow  and  Dr.  Wilford  W.  Spadlin,  Chairman  of 
the  Award  Committee. 
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The  Month 


in  Washington 


An  American  Medical  Association  proposal  for  peer 
review  for  the  Medicare  and  Medicaid  programs 
drew  favorable  reaction  from  members  of  the  Senate 
Finance  Committee.  Peer  review  was  one  part  of  a 
three-point  program  which  Dr.  Gerald  D.  Dorman, 
the  outgoing  President  of  the  AMA,  offered  in  testi- 
mony at  a Senate  Finance  Committee  hearing  on 
Medicare  and  Medicaid. 

Doctor  Dorman  and  Dr.  Julius  W.  Hill,  President 
of  the  National  Medical  Association,  testified  to- 
gether. They  jointly  urged  on  behalf  of  their  organ- 
izations that  Congress  replace  Medicaid  with  a na- 
tional health  insurance  program  subsidized  by  the 
federal  government. 

The  AMA  health  insurance  proposal,  which  initially 
was  approved  by  the  AMA  House  of  Delegates  in 
1968,  was  similar  to  the  plan  President  Nixon  in- 
cluded recently  in  his  proposed  revised  new  national 
welfare  program.  He  said  he  would  send  such  legis- 
lation to  Congress  early  next  year. 

Congress  is  not  expected  to  take  up  this  year  pro- 
posals for  national  health  insurance.  But  reaction  to 
the  peer  review  proposal  was  highly  encouraging, 
and  prospects  for  Congressional  approval  this  year 
appeared  good.  Sen.  Wallace  F.  Bennett  (R.,  Utah), 
a Finance  Committee  member,  directed  the  Commit- 
tee’s staff  to  work  with  AMA  staff  representatives  in 
drafting  such  legislation  as  an  amendment  to  a bill 
revising  Medicare  and  Medicaid. 

The  presidents  of  the  AMA,  with  223,000  members, 
and  the  predominantly  Negro  NMA,  gave  assurances 
at  the  Finance  Committee  hearing  of  the  medical 
profession’s  cooperation  in  solving  the  nation’s  health 
care  problems.  It  was  the  first  time  that  spokesmen 
for  the  two  leading  medical  associations  had  testified 
together  before  a Congressional  committee. 

Doctor  Dorman  said  “the  medical  profession  hopes 
to  see  the  nation  pursue”  the  three-point  program 
in  efforts  to  provide  quality  health  care  for  everyone 
as  economically  as  possible. 

Doctor  Hill  said  the  insurance  plan  would  work 
better  than  Medicaid  in  the  ghettoes.  He  also  de- 
fended physicians  against  accusations  that  they  have 
been  profiteering  under  Medicaid  and  Medicare. 

‘Medicredit’  Health  Insurance  Plan 

The  first  two  parts  of  the  AMA  program  comprised 
the  Association’s  “Medicredit”  health  insurance  plan. 
The  third,  peer  review,  “is  a way  to  assure  both  scien- 
tific quality  and  economic  reasonableness  in  the  medi- 
cal and  health  care  people  get,”  Doctor  Dorman  said. 
“Our  first  program  would  meet  the  problems  of  the 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


Title  XIX  Medicaid  program,”  Doctor  Dorman  said. 
“Under  our  plan,  each  low  income  person  or  family 
would  receive  a certificate  for  the  purchase  of  a 
qualified  and  comprehensive  health  insurance  plan. 
The  protection  would  be  theirs  without  expense  or 
contribution  since  the  cost  of  the  program  would  be 
borne  entirely  by  the  Federal  government. 

“The  second  offers  tax  credits,  on  a sliding  scale 
based  on  the  tax  liability  of  a family,  for  the  purchase 
of  qualified  health  benefits  coverage.  For  those  with 
moderate  or  higher  levels  of  income,  the  program 
would  provide  cash  incentives,  through  income  tax 
credits,  to  encourage  them  to  protect  themselves 
against  major  health  care  costs. 

Peer  Review  Mechanism 

“The  third  part  of  our  program  calls  for  a struc- 
tured peer  review  mechanism  to  insure  high  quality 
of  care  and  to  prevent  abuses  of  the  Medicare  and 
Medicaid  programs.” 

Doctor  Dorman  noted  that  the  Committee’s  staff 
in  a report  last  February  on  Medicare-Medicaid  sug- 
gested that  organized  medicine  regulate  itself. 

“We  agree,  and  propose  a program  providing  for 
professional  review  of  matters  bearing  on  reasonable- 
ness of  charges  for,  need  for,  and  the  quality  of  ser- 
vices rendered  by,  the  provider  of  medical  or  other 
health  services,”  he  said. 

Polio  Report  Encouraging 

The  National  Communicable  Disease  Center  of  the 
U.  S.  Public  Health  Service  said  that  not  a single 
death  from  polio  was  reported  in  the  nation  last  year. 

It  was  the  first  time  no  death  from  the  disease  was 
reported  since  1955  when  regular  polio  surveillance 
was  started.  In  addition  to  the  absence  of  a death, 
the  total  number  of  cases  of  paralytic  polio  was 
only  19. 

Before  the  introduction  of  polio  vaccine  during  the 
mid  1950’s,  annual  paralytic  cases  went  as  high  as 
21,300  with  1,400  deaths.  The  number  of  cases  began 
to  dwindle  after  use  of  the  vaccine  became  wide- 
spread and  1960,  with  230  cases,  was  the  last  year 
when  the  number  of  deaths  exceeded  100.  In  recent 
years,  the  death  toll  usually  has  been  between  10 
and  20. 
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David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 
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To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12  U.  S.  Patent  No  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 


t«e  CARLTON  corp 


Obituaries 


RALPH  M.  FISHER,  M.  D. 

Dr.  Ralph  M.  Fisher,  65,  of  Weston,  died  on  July 
5 following  a sudden  illness. 

A native  of  Weston,  Doctor  Fisher  attended  West 
Virginia  Wesleyan  College  and  West  Virginia  Univer- 
sity prior  to  enrolling  at  Rush  Medical  College,  where 
he  received  his  M.  D.  degree  in  1932.  He  served  his 
internship  at  Swedish  Covenant  Hospital  in  Chicago. 

He  was  a Past  President  of  the  Central  West  Vir- 
ginia Medical  Society  and  was  a member-  of  the  West 
Virginia  State  Medical  Association  and  the  American 
Medical  Association.  His  other  professional  member- 
ships included  the  American  College  of  Surgeons,  the 
Southeastern  Surgical  Congress  and  the  American 
Society  of  Abdominal  Surgeons. 

Survivors  include  the  widow,  Mrs.  Dorothy  Mae 
Johnson  Fisher;  a daughter,  Mrs.  Gary  Kounkel  of 
Riverside,  California;  a sen,  Thomas  C.  Fisher  of  Louis- 
ville, Kentucky;  a brother,  Ruhl  Fisher  of  Buck- 
hannon;  and  four  granddaughters. 

★ ★ ★ ★ 

RICHARD  DULANEY  GILL,  M.  D. 

Dr.  Richard  D.  Gill,  a urologist  in  Wheeling  for 
more  than  40  years,  died  at  his  home  in  Wheeling 
on  June  23  at  the  age  of  71. 

A native  of  Bloomfield,  Virginia,  Doctor  Gill  at- 
tended the  University  of  Virginia  and  received  his 
M.  D.  degree  from  the  Medical  Department  of  the 
University  of  Virginia  in  1923.  He  was  an  honorary 
member  of  the  Ohio  County  Medical  Society,  of 
which  he  was  a former  Vice  President;  the  West 
Virginia  State  Medical  Association;  and  the  American 
Medical  Association.  He  once  was  a member  of  the 
Council  of  the  State  Association. 

Doctor  Gill  was  a Diplomate  of  the  American  Board 
of  Urology,  and  his  other  professional  memberships 
included  the  American  Urological  Association,  the 
American  College  of  Surgeons,  the  Southern  Medical 
Association  and  the  Southeastern  Surgical  Congress. 

Survivors  include  two  daughters,  Mrs.  Elliot  D. 
Adams,  Jr.,  of  Knoxville,  Tennessee,  and  Mrs.  Sally 
Davis  of  Denver,  Colorado;  four  grandsons;  and  a 
brother,  Lt.  Gen.  William  Gill,  U.  S.  Army  Retired, 
of  Colorado  Springs,  Colorado. 

★ ★ ★ rk 

THOMAS  U.  VERMILLION,  M.  D. 

Dr.  Thomas  U.  Vermillion,  a former  West  Virginia 
physician,  died  on  May  28  in  a hospital  at  Hampton, 
Virginia,  where  he  resided.  His  death,  at  the  age  of 
58,  followed  a brief  illness. 

A native  of  Athens,  West  Virginia,  Doctor  Ver- 
million attended  Concord  College  and  received  his 
M.  D.  degree  in  1936  from  the  Medical  College  of  Vir- 
ginia. He  served  an  internship  at  Emory  University 
Hospital  in  Atlanta. 

Doctor  Vermillion  practiced  at  Matoaka  and  in 
Beckley  before  moving  to  Virginia  in  the  1950s.  While 
(Continued  on  Page  xx) 
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□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $1,500  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 
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MAIL  TO:  ADMINISTRATOR 
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COMPANY 
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OBITUARIES — ( Continued  ) 

in  West  Virginia,  he  was  a member  of  the  Mercer 
and  Raleigh  County  Medical  Societies  and  the  West 
Virginia  State  Medical  Association. 

Survivors  include  two  sons,  Dr.  Stephen  T.  Ver- 
million of  Norfolk,  Virginia,  and  Dr.  Robert  T.  Ver- 
million of  Baltimore;  and  one  sister,  Mrs.  Charles 
Baxter  of  Athens. 


WVU  MEDICAL  CENTER  NEWS— 

( Continued  ) 

in  memory  of  his  parents.  Thrush  also  received  a 
Lange  Book  Award. 

Lange  Book  Awards  were  presented  to  11  other 
students  for  their  scholastic  achievement.  Recipients 
included:  First-year  students — David  C.  Fogarty,  Pitts- 
burgh; Thomas  S.  Kickler,  Belle  Vernon,  Pennsylvania; 
David  M.  Nally,  New  Martinsville;  Evan  S,  Pokorney, 
Wheeling;  second-year — Frank  A.  Greco,  Morgantown; 
Myron  F.  Knell,  Jr.,  Bucyrus,  Ohio;  Edgar  H.  Willard 
III,  Langley  Air  Force  Base,  Virginia;  third-year — 
Charles  B.  Cuono,  West  Caldwell,  New  Jersey;  Mary 
Belle  Taylor,  Quinwood;  fourth-year,  David  P.  Lee, 
Nitro,  and  Gary  J.  Marcus,  Bethlehem,  Pennsylvania. 

WVU  chapter  winner  of  the  Student  American 
Medical  Association  (SAMA) — Eaton  Medical  Art 
Award  for  his  color  photography  entry  was  Roland 
J.  Weisser,  Jr.,  fourth-year  student  from  Charleston. 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D, 

Internal  Medicine: 

John  E.  Lenox,  M.  D. 

Ernest  G.  Guy,  M.  D. 

Young  J.  Song,  M.  D. 

Pediatrics: 

Donald  F.  Manger,  M.  D. 

Anesthesiology:  Dentistry: 

G E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 

Broaddus  Hospital  Resident  Staff: 

Mario  M.  Rosales,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Teodoro  A.  Darvin,  M.  D. 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 
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Chairman,  Advisory  Group 


FOUNDED  1911 

NEUROLOGY 


GERALD  W.  ATKINSON,  M.  D. 
Associate  in  Neurology 


JOHN  R.  SAUNDERS,  M.  D. 
Medical  Director 

THOMAS  F.  COATES,  JR.,  M.  D. 
Assistant  Medical  Director 

OWEN  W.  BRODIE,  M.  D. 
Associate  in  Psychiatry 

M.  M.  VITOLS,  M.  D. 
Associate  in  Psychiatry 


CHILD  PSYCHIATRY 

GILBERT  SILVERMAN,  M.  D. 
Associate  in  Child  Psychiatry 

ADMINISTRATION 

ROBERT  H.  CRYTZER 
Administrator 


THE  WHEELING  CLINIC 


EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugem,  M.  D. 

R.  V.  Pangilinan,  M,  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 
Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D 
Hugh  R.  Holtrop,  M.  D. 

Urology: 

D.  C.  T rapp,  M.  D. 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 
Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 

Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Kathleen  Nickerson 

Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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County  Societies 


CABELL 

Di\  Jack  Mueller,  Chief  of  Medicine  at  the  Brooklyn 
Cumberland  Medical  Center,  was  guest  speaker  at 
the  regular  monthly  meeting  of  the  Cabell  County 
Medical  Society,  which  was  held  at  the  Frederick 
Hotel  in  Huntington  on  June  11. 

Doctor  Mueller  gave  a very  interesting  talk  on 
“Lipoproteinias  with  Serum  Lipid  Analysis.” 

The  Society  appropriated  $1,000  to  the  Regional 
Health  Planning  Commission  for  the  five-county  area 
around  Huntington. — Thomas  F.  Scott,  M.  D.,  Secre- 
tary. 

* * * • 

McDOWELL 

The  regular  monthly  meeting  of  the  McDowell 
County  Medical  Society  was  held  at  Doctors  Memorial 
Hospital  in  Welch  on  May  13  with  eight  members 
and  five  guests  in  attendance. 

Dr.  Guy  E.  Irvin  showed  a film  on  American  physi- 
cians in  Vietnam. — J.  C.  Ray,  M.  D.,  Secretary. 

■k  it  it  it 

MONONGALIA 

Dr.  O.  C.  Phillips  of  Pittsburgh  was  guest  speaker 
at  the  regular  monthly  meeting  of  the  Monongalia 


County  Medical  Society,  which  was  held  in  Morgan- 
town on  June  2. 

He  gave  an  interesting  talk  on  the  physiological 
changes  of  pregnancy  as  related  to  anesthesia. 

Dr.  Justus  C.  Pickett  introduced  three  West  Vir- 
ginia University  Medical  Center  residents  who  had 
submitted  winning  research  papers  for  1970.  Dr.  Harry 
M.  Lowell  talked  on  increased  intracranial  pressure 
as  it  affected  cerebral  spinal  fluid  dynamics;  Dr. 
Phillip  Andrews  talked  on  carcinoma  of  the  tonsil; 
and  Dr.  Phillip  Mathias  talked  on  surgical  treatment 
of  frontal  sinus  disease. — James  H.  Wiley,  M.  D., 
Secretary  Pro  Tern. 

* * * * 

RALEIGH 

Dr.  Russel  Randall,  Professor  of  Medicine  and  Chief 
of  Renology  at  the  Medical  College  of  Virginia  in 
Richmond,  was  guest  speaker  at  the  regular  monthly 
meeting  of  the  Raleigh  County  Medical  Society,  which 
was  held  at  Henry’s  Restaurant  in  Beckley  on  June  18. 

Fifty-five  members  in  attendance  heard  Doctor 
Randall’s  interesting  presentation  on  “The  Current 
Status  of  Renal  Transplantation.” 

A list  of  new  first-year  students  at  the  West  Vir- 
ginia University  School  of  Medicine  from  Raleigh 
County  was  read  to  the  Society,  and  members  were 
urged  to  keep  in  touch  with  these  students. — C.  Rich- 
ard Daniel,  M.  D. 
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Dysgerminoma : Presentations  and  Review 

K.  M.  Behnam , If.  D.,  atul  W.  A.  Bonriey,  M.D. 


'T'Vysgerminoma  is  a rare  ovarian  tumor  oc- 
curring  mostly  in  children  and  young  adults. 
The  Department  of  Obstetrics  and  Gynecology 
at  the  West  Virginia  University  Hospital  has 
been  involved  in  the  management  and  follow-up 
of  three  cases  of  dysgerminoma. 

The  three  case  histories  will  be  presented  and 
the  characteristics  of  the  tumor  discussed. 

Case  l.-D.  D.  ( H-20-17-37).  This  10-year- 
old  white  female  was  admitted  on  January  10, 
1969  because  of  an  abdominal  mass.  Other 
complaints  were  urinary  and  bowel  tenesmus 
for  two  weeks  prior  to  admission.  During  this 
time,  her  appetite  also  had  decreased.  The  pa- 
tient had  not  had  the  onset  of  menstrual  cycles. 

On  admission,  physical  examination  revealed 
a well  developed,  well  nourished,  white  female 
in  no  acute  distress.  Head,  neck,  lung  and  heart 
within  normal  limits.  There  were  no  secondary 
sex  changes.  The  abdomen  was  scaphoid  and 
nontender;  good  bowel  sounds  were  heard.  A 
20  cm.  mass  extending  from  the  midline  to  the 
left  lateral  wall  and  up  to  the  level  of  the  um- 
bilicus was  palpated.  The  mass  was  firm,  non- 
tender and  slightly  movable.  The  back  was 
symmetrical  and  no  CVA  tenderness  found.  Ex- 
tremities were  normal.  Neurologic  examination 
showed  no  deficits. 

Laboratory  work  revealed  the  following:  Blood 
type  A positive;  hemoglobin  11.2,  hematocrit  of 
33,  W.B.C.  9,400  with  a normal  differential. 
Urinalysis  was  within  normal  limits.  Chest  x-ray 
also  was  normal.  Barium  enema  showed  an 
extrinsic  pelvic  mass  pressing  on  the  large  and 
small  bowel  and  urinary  bladder.  I.V.P.  showed 
the  same  mass  in  the  pelvic  cavity,  compressing 
the  urinary  bladder  and  shifting  it  to  the  left 


The  Authors 

• K.  M.  Behnam,  M.  D.,  Assistant  Professor  of 
Obstetrics  and  Gynecology,  West  Virginia 
University  Medical  Center,  Morgantown. 

• W.  A.  Bonney,  M.  D.,  Professor  and  Chairman, 
Department  of  Obstetrics  and  Gynecology,  West 
Virginia  University  Medical  Center,  Morgan- 
town. 


side.  Right  hydronephrosis  and  minimal  right 
hydroureter  were  noted. 

On  exploratory  laparotomy,  a large,  firm  mass 
with  several  cystic  formations  was  found  in- 
volving the  urinary  bladder  and  matted  to  the 
sigmoid  colon  (Figure  1).  The  appendix  was 
fixed  to  this  ovarian  mass.  A frozen  section  was 


Figure  1.  Gross  photograph  of  a cross-section  in  dys- 
germinoma. (From  Case  I.D.D.) 


done  and  was  reported  as  undifferentiated  car- 
cinoma. Bilateral  salpingo-oophorectomy  and  a 
subtotal  hysterectomy  were  performed  along 
with  an  appendectomy.  Approximately  95  per 
cent  of  the  tumor  was  removed.  Her  postoper- 
ative course  was  uneventful. 
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Permanent  sections  of  the  specimen  showed  it 
to  be  a malignant  dysgerminoma  (Figure  2). 
Since  dysgerminoma  is  known  to  be  extremely 
sensitive  to  radiotherapy  and  a residuum  of  the 
tumor  was  left  in  the  pelvis,  the  patient  was 
given  a course  of  deep  radiation  therapy— 4000 
r to  the  pelvis  and  2500  r along  a para-aortic 
strip. 


Figure  2.  Photomicrograph  of  dysgerminoma  x 150.  (From 
Case  I.D.D.) 


Iler  course  to  date  has  been  excellent.  Repeat 
IVP  was  normal  and  the  child  had  no  complaints. 

Case  2- D.  G.  ( H-19-56-17).  D.  G.  is  an  18- 
year-old  white  single  female.  She  was  seen  for 
the  first  time  in  the  Emergency  Room  of  the 
University  Plospital  on  August  27,  1988,  for  left 
side  abdominal  pain  associated  with  nausea.  The 
patient  had  no  G.  U.  symptoms  but  definite  left 
CVA  tenderness  was  discovered. 

One  year  prior  to  this  admission,  the  patient 
had  undergone  a laparotomy  in  another  hospital 
for  a left  ovarian  mass  which  measured  25  x 21 
x 7 cm.  and  weighed  1690  Gm.  A left  salpingo- 
oophorectomy,  biopsy  of  right  ovary  and  inci- 
dental appendectomy  were  performed.  The 
tissue  examination  proved  the  tumor  to  be  a 
dysgerminoma  of  the  right  and  left  ovaries.  She 
had  an  essentially  uneventful  postoperative 
course.  One  month  later  another  laparotomy 
was  done  and  the  right  ovary  was  removed.  The 
patient  was  placed  on  cyclic  hormonal  therapy. 

On  admission  to  our  institution  she  had  a nor- 
mal hemogram  and  urinalysis.  Urine  culture 
grew  out  a lactobacillus  (a  nonpathogenic  or- 
ganism). Pregnancy  test  was  negative.  An  I.V.P. 
obtained  on  August  30,  1968,  showed  an  intrin- 
sically normal  urinary  tract  but  was  suggestive 
of  displacement  of  the  left  ureter  by  a retro- 
peritoneal mass.  Bone  survey  and  chest  film 
were  normal.  The  patient  was  febrile  during 


the  first  four  days  of  her  admission  but  re- 
sponded to  antibiotics. 

A pelvic  examination  revealed  a small  uterus 
with  no  adnexae  or  other  pelvic  masses.  Be- 
cause of  the  suggestion  of  a left  retroperitoneal 
mass  and  the  history  of  dysgerminoma,  a lap- 
arotomy was  performed  for  removal  or  biopsy 
of  the  mass  and  possible  postoperative  radiation. 
At  operation,  the  abdominal  cavity  was  negative 
for  any  abnormal  mass  or  nodes.  Total  ab- 
dominal hysterectomy  was  performed  at  that 
time  because  of  a history  of  irregular  break- 
through bleeding  when  substitutional  hormonal 
therapy  had  been  given  and  the  inept  function 
of  the  uterus.  Postoperative  I.V.P.  was  performed 
and  was  within  normal  limits.  Radiotherapy 
will  be  withheld  unless  recurrence  takes  place. 

The  patient  had  an  uneventful  course  and 
was  seen  in  the  Outpatient  Clinic  one  year  later 
with  no  evidence  of  recurrence. 

Case  3- S.  B.  (H-10-03-89).  S.  B.  is  a 15- 
year-old  white  single  female  gravida  0 admitted 
to  the  hospital  on  October  16,  1960,  with  the 
chief  complaint  of  residual  tumor  over  the  aorta. 
This  patient  was  explored  in  another  institution 
on  July  15,  1960,  and  an  eight-pound  dysger- 
minoma removed.  During  the  procedure,  a mass 
which  was  not  biopsied  was  palpable  on  the 
aorta.  Prior  to  the  original  operation  her  periods 
were  every  three  to  five  months.  After  the  oper- 
ation she  menstruated  every  28  days. 

On  admission,  physical  examination  was  es- 
sentially normal  except  for  a hard,  fixed  mass 
extending  from  the  umbilicus  to  the  costal  mar- 
gin immediately  to  the  right  of  the  midline.  It 
measured  approximately  15  x 7 cm.  Pelvic  ex- 
amination was  negative  except  for  a 2-cm.  mass 
felt  immediately  to  the  right  of  the  uterus. 

Laboratory  data  were  normal.  Excretory  uro- 
grams showed  a large  12  x 6 mass,  right  para- 
lumbar  region,  adjacent  to  the  spine  and  dis- 
placing and  pressing  the  right  ureter,  indicating 
that  the  mass  was  in  the  retroperitoneal  region. 
On  October  18,  1960,  the  patient  underwent  a 
laparotomy.  The  previously  described  mass  was 
removed  and  silver  clips  were  placed  in  the 
area.  Palpable  nodes  were  felt  further  up  the 
aortic  chain.  The  mass  had  already  displaced 
the  stomach  and  was  in  danger  of  obstructing 
the  duodenum.  It  was  deemed  advisable  to  re- 
move it  rather  than  to  suppress  it  with  radiation 
therapy.  Postoperatively  she  did  well  and  was 
discharged  on  the  10th  postoperative  day.  The 
patient  had  external  radiation,  with  a total  pelvic 
and  para-aortic  treatment  of  2000  r.  tumor  dose. 
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The  pathologic  diagnosis  was  metastatic  dys- 
germinoma.  She  was  last  seen  in  November  1967 
with  no  evidence  of  recurrence. 

Clinical  Characteristics 

The  incidence  of  these  tumors  is  the  subject 
of  different  opinions  among  observers  but  all 
agree  that  the  dysgerminoma  shows  a marked 
tendency  to  appear  at  puberty  or  during  ado- 
lescence.3 Approximately  75  per  cent  occur  in 
the  second  and  third  decades  of  life.  The  dys- 
germinoma accounts  for  10  per  cent  of  all  ovarian 
malignancies,  according  to  Fouvet.7  Munnell 
and  Taylor,  however,  cite  only  three  dysger- 
minomas  in  200  ovarian  cancers  and  Kawahara 
notes  that  less  than  five  per  cent  of  all  solid 
ovarian  tumors  occurring  in  the  United  States 
and  Europe  are  accounted  for  by  the  dysger- 
minoma. The  tumor  comprises  more  than  10 
per  cent  of  the  solid  ovarian  tumors  in  Japan. 
Mueller  et  al  report  their  youngest  patient  as 
being  two  years  of  age  and  the  oldest  76  years 
old.  In  reviewing  other  literature,  these  cases 
seem  to  be  the  youngest  and  oldest  patients  ever 
reported.1 

The  major  symptom  that  focuses  the  patient’s 
or  the  families’  attention  to  a pelvic  problem  is 
the  detection  of  a mass.  Abdominal  or  pelvic 
pain  and  abnormal  vaginal  bleeding  are  occa- 
sional symptoms.  Association  of  dysgerminoma 
with  underdevelopment  of  the  genital  tract  in 
the  female  or  signs  of  pseudohermaphrodism  is 
interesting  but  no  cause  and  effect  relationship 
has  been  proven. 

Pathology 

As  first  suggested  by  Meyer,  origin  of  the 
dysgerminoma  lies  in  the  germ  cells  in  the  un- 
differentiated phase  of  gonadal  development. 
This  thesis  is  most  widely  accepted  at  present. 
The  tumor  may  be  small  or  may  reach  a size  to 
fill  most  of  the  abdominal  cavity.  It  often  is 
rubbery,  solid  and  encapsulated  but  the  capsule 
is  frequently  broken  and  areas  of  cystic  degener- 
ation are  likewise  often  seen.  Dysgerminomas  us- 
ually are  unilateral.  Bilateral  ovarian  tumors  were 
found  in  seven  to  17  per  cent  of  cases  in  various 
studies.2-  °> s-  9-  10  Microscopic  examination  of  the 
other  ovary  will  increase  the  incidence  of  bilat- 
erality to  approximately  30  per  cent.4  Histo- 
logically, the  dysgerminoma  has  a distinctive 
picture  that  is  easy  to  diagnose  in  most  cases. 
It  is  characterized  bv  large,  round,  ovoid  cells 
with  dark-staining  nuclei  arranged  in  alveoli 
separated  by  connective  tissue  septa  infiltrated 
with  lymphocytes. 


Treatment 

There  are  widely  divergent  opinions  concern- 
ing the  adequate  treatment  of  the  dysgerminoma. 
The  prevalence  of  the  tumor  prior  to  menarche 
and  in  adolescence  may  make  the  choice  be- 
tween radical  and  nonradical  treatment  a very 
difficult  one.  When  the  decision  is  made  not  to 
preserve  fertility,  bilateral  salpingo-oophorec- 
tomy  followed  by  a complete  course  of  radiation 
has  been  recommended  as  a radical  type  therapy. 
Jackson  and  Mueller  et  al  do  not  advise  irradi- 
ation until  recurrence  appears.  In  the  Abell, 
Johnson  and  Holtz1  series,  the  dysgerminoma 
has  proved  to  be  a relatively  benign  neoplasm 
even  when  therapy  was  conservative.  Most  ob- 
servers, however,  do  agree  with  the  radical  form 
of  treatment  in  nonencapsulated  bilateral  tumors 
or  with  extension  of  a unilateral  tumor  through 
the  capsule.  Pedowitz  noted  a 35  per  cent  five- 
year  survivial  rate  in  patients  who  were  treated 
with  unilateral  oophorectomy  compared  with  a 
50  per  cent  rate  in  those  treated  with  a more 
radical  approach.  Malkasian  and  Symmonds  ob- 
served a 52.4  per  cent  recurrence  rate  and  a 6 
per  cent  decrease  in  the  five-year  survival  rate 
with  the  conservative  treatment.  The  five-year 
survival  rate  of  those  treated  conservatively  was 
80.9  per  cent.  Sixty-three  and  six-tenths  per  cent 
of  recurrences  responded  to  further  therapy. 
Malkasian  and  Symmonds  justify  their  conser- 
vative approach  only  when  a unilateral,  nonad- 
herent, encapsulated  tumor  is  present  in  a young 
nulliparous  patient.  The  survival  rate  among 
young  patients  is  significantly  higher  in  dys- 
germinoma than  with  an  older  group  of  patients 
with  the  same  tumor.  To  these  investigators, 
this  treatment  appears  preferable  to  subjecting 
100  per  cent  of  them  to  the  stigmas  that  will  be 
induced  by  routine  radiation  therapy.  Of  sig- 
nificance in  this  regard  are  the  observations  that 
( 1 ) half  of  the  metastatic  lesions  appear  in  loca- 
tions other  than  those  that  would  be  included 
by  routine  prophylactic  pelvic  and  abdominal 
radiation,  (2)  metastatic  lesions  involve  the  pel- 
vis in  33  per  cent  of  the  time  and  the  contra- 
lateral ovary  about  8 per  cent  of  the  time  in 
their  series,  and  (3)  when  metastatic  lesions  did 
occur  in  the  abdomen  or  pelvis  more  than  half 
of  the  patients  responded  to  further  therapy.5 

Summary 

Three  cases  of  dysgerminoma  are  reported 
with  the  incidence,  symptomatology  and  survival 
rates.  In  general,  total  abdominal  hysterectomy 
and  bilateral  salpingo-oophorectomy  followed  by 
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irradiation  is  the  treatment  of  choice,  however, 
the  five-year  survival  rate  of  80.9  per  cent  and 
the  permanent  remission  rate  of  63.6  per  cent  of 
the  recurrent  lesions  after  further  treatment  jus- 
tify individualization  of  therapy. 
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To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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mephentermine  sulfate)  are  desirable.  Allergic  or 
idiosyncratic  reactions  are  rare,  but  such  reactions, 
sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Previous 
history  of  allergy  may  or  may  not  be  related  to 
incidence  of  reactions  Mild  reactions  are 
characterized  by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  confined  to 
groin  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae.  ecchymoses,  peripheral 
edema  and  lever  have  been  reported.  One  fatal 
case  of  bullous  dermatitis  following  intermittent  use 
of  meprobamate  with  prednisolone  has  been 
reported.  If  allergic  reaction  occurs,  meprobamate 
should  be  stopped  and  not  reinstituted  Severe 
reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  |1  fatal  easel, 
anaphylaxis,  stomatitis  and  proctitis  |1  easel  and 
hyperthermia  Treat  symptomatically  as  with 
epinephrine,  antihistamine  and  possibly  hydro- 
cortisone Aplastic  anemia  |1  fatal  easel, 
thrombocytopenic  purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely,  almost 
always  in  presence  of  known  toxic  agents.  A few 
cases  of  leukopenia,  usually  transient,  have  been 
reported  on  continuous  administration 

Meprobamate  may  sometimes  precipitate  grand 
mal  attacks  in  patients  susceptible  to  both  grand 


and  petit  mal.  Extremely  large  doses  can  produce 
rhythmic  fast  activity  in  the  cortical  pattern 
Impairment  of  accommodation  and  visual  acuity  has 
been  reported  rarely  After  excessive  dosage  for 
weeks  or  months,  withdraw  gradually  (1  or  2 weeks) 
to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia)  Abrupt 
discontinuance  of  excessive  doses  has  sometimes 
resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures  Prescribe 
very  cautiously  and  in  small  amounts  for  patients 
with  suicidal  tendencies  Suicidal  attempts  have 
resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have 
resulted  in  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal 
levels,  and  occasionally  hyperventilation.  Treat 
with  immediate  gastric  lavage  and  appropriate 
symptomatic  therapy  (CNS  stimulants  and  pressor 
amines  as  indicated)  Doses  above  2400  mg. /day 
are  not  recommended 

Composition  Tablets,  200  mg  and  400  mg 
meprobamate.  Coated  Tablets,  WYSEALS* 

EQUANIL  (meprobamate) 400  mg  (All  tablets  also 
available  in  REDIPAK*  [strip  pack),  Wyeth  ) 
Continuous-Release  Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 


Indications  For  use  in  management  of  anxiety  and 
tension  occurring  alone  or  as  accompanying 
symptom  complex  to  medical  and  surgical  disorders 
and  procedures.  Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and  related 
muscle-relaxant  properties 
Contraindications  History  ol  sensitivity  to 
meprobamate 

Important  Precautions.  Carefully  supervise  dose 
and  amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves  Excessive  prolonged 
use  has  been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as  alcoholics, 
ex-addicts,  and  other  severe  psychoneurotics 
After  prolonged  excessive  dosage,  reduce  dosage 
gradually  to  avoid  possibly  severe  withdrawal 
reactions  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epileptiform 
seizures 

Warn  patients  of  possible  reduced  alcohol  tolerance, 
with  resultant  slowing  of  reaction  time  and 
impairment  of  judgment  and  coordination 
Reduce  dose  if  drowsiness,  ataxia  or  visual 
disturbance  occurs,  if  persistent,  patients  should 
not  operate  vehicles  or  dangerous  machinery 
Side  Effects  include  drowsiness,  usually  transient, 
if  persistent  and  associated  with  ataxia,  usually 
responds  to  dose  reduction,  occasionally 
concomitant  CNS  stimulants  (amphetamine. 


Photo  professionally  posed 


The  young  homemaker: 
her  underlying  anxiety 
and  tension  can  surface 
and  intensify  under  the 
continuous  stress  of 
rearing  a growing  family. 
Especially  when  she's 
confined  to  the  home  and 
its  environs  so  much. 

You  can  help  her  over 
the  rough  spots  with 
reassurance  and  counsel 
Equanil  can  help  relieve 
tension,  ease  anxiery— 
with  little  risk  of  serious 
side  effects.  Time  and 
experience  will  probably 
do  the  rest. 


Equanil 

(meprobamate 

Wyeth  Laboratories 
Philadelphia,  Pa.  ' 


Special  Article 


West  Virginia  State  Medical  Association's 
Voluntary  Peer  Review  Service* 

Daniel  Hamaty,  M.  1). 


The  Council  of  the  West  Virginia  State  Medi- 
cal Association  has  responded  to  the  Amer- 
ican Medical  Association’s  recommendation  that 
its  members  become  involved  with  peer  review 
programs  of  their  own  design  and  operation  as 
soon  as  possible. 

Implicit  in  this  direction  is  a sense  of  urgency 
so  that  peer  review  will  be,  in  fact,  an  evaluation 
of  our  own  choosing,  rather  than  an  imposed 
system.  If  there  is  one  overriding  reason  for  the 
unrest  about  our  current  method  of  medical  care, 
it  is  rising  costs.  The  individual  citizen  and  his 
third-party  pay  organization,  whether  it  be  gov- 
ernment or  private,  is  somehow  irrevocably  con- 
vinced that  we  are  providing  care  both  ineffi- 
ciently and  sometimes  ineffectively.  The  most 
frustrating  aspect  of  this  accusation  is  that  we 
as  practicing  physicians  have  not  been  trained 
and  have  not  provided  for  continuing  evaluative 
tools  to  prove  that  our  services  are,  in  fact,  effi- 
cient and  effective.  We  know  that  in  most  cases 
they  are,  but  our  accusers  have  to  be  convinced. 
The  peer  review  has  been  chosen  as  the  mos't 
likely  way  of  doing  this. 

The  Council  was  approached  with  this  tool 
by  individuals  who  have  been  working  with  the 
West  Virginia  Regional  Medical  Program’s  pilot 
Self-Audit  Project  in  the  Charleston  area.  After 
looking  at  it,  the  West  Virginia  State  Medical 
Association  determined  that  it  would  enter  into 
an  agreement  of  affiliation  with  West  Virginia 
University,  which  maintains  operational  control 
over  the  West  Virginia  Regional  Medical  Pro- 
gram, for  the  purpose  of  applying  for  a grant 
to  finance  a peer  review  system. 

That  the  State  Medical  Association  would  even 
consider  becoming  an  applicant  for  federal  funds 
is  a departure  from  the  past.  But  we  are  faced 
with  the  practical  aspects  of  finding  money  to 
meet  the  Association’s  constitutional  commitment 
for  educational,  scientific  and  related  purposes. 
The  American  Medical  Association  has  relaxed 

*Prepared  for  publication  by  direction  of  the  Council  of 
the  West  Virginia  State  Medical  Association,  May  23,  1970. 


The  Author 

• Daniel  Hamaty,  M.  D„  Charleston,  Chairman, 
Subcommittee  on  Education,  West  Virginia 
Regional  Medical  Program. 


its  opposition  to  acceptance  of  federal  funds,  and 
several  state  and  county  medical  organizations 
have  tapped  this  source  of  funds  for  certain 
operations.  An  outstanding  example  of  this  is 
the  Medical  Association  of  Georgia,  which  oper- 
ates the  Georgia  Regional  Medical  Program.  In 
West  Virginia,  West  Virginia  University  per- 
forms the  identical  function. 

The  Regional  Medical  Program,  like  so  many 
federal  programs,  is  characterized  by  a complex 
bureaucracy  and  objectives  that  are  subject  to 
change  from  week  to  week  or  month  to  month. 
However,  since  its  very  beginning,  RMP  has 
championed  continuing  education  as  a major 
interest.  This,  in  itself,  is  a departure  from  the 
usual  new  and  innovative  programs  arising  from 
the  89th  Congress,  some  of  which  are  hardly 
recognizable  today  compared  with  the  early  days 
of  implementation.  RMP  has  been  the  strongest 
of  all  these  because  of  its  very  stable  orientation 
toward  medical  education  as  a means  of  bridging 
the  gap  between  available  medical  knowledge 
and  the  first  line  of  patient  care  by  the  physician 
and  other  medical  personnel  under  him. 

Background 

The  Charleston  Self-Audit  Project  (CSAP) 
was  the  product  of  a group  of  Charleston  area 
physicians  who  considered  the  peer  review  im- 
portant four  years  ago.  Medicare  was  just  start- 
ing, and  the  handwriting  appeared  to  be  on  the 
wall  as  the  various  hospitals  feverishly  developed 
their  utilization  review  plans. 

The  originators  of  CSAP  felt  there  was  a need 
to  demonstrate  a workable  substitute  for  a bu- 
reaucratic utilization  review.  The  result  was  a 
criteria-setting  self-audit  by  groups  of  physicians 
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at  the  hospital  staff  level.  The  RMP,  being  con- 
vinced of  the  potential  importance  of  this  en- 
deavor, funded  the  program  on  a pilot  basis 
from  its  planning  money.  This  project,  in  fact, 
has  been  the  one  consistent  activity  of  the  West 
Virginia  Regional  Medical  Program,  all  others 
having  fallen  by  the  wayside.  (From  these,  such 
successful  programs  as  the  stroke  education,  cor- 
onary care  training  and  patient  flow  studies  have 
since  been  established.) 

The  basic  approach  of  CSAP  has  been  to 
stimulate  the  interest  of  local  physicians  in  a 
particular  hospital  in  reviewing,  on  a purely  vol- 
untary basis,  such  conditions  as  myocardial  in- 
farction, breast  cancers,  carcinoma  of  the  colon, 
etc.  One  of  its  innovative  aspects  was  that  of 
providing  service  and  assistance  in  the  audit, 
relieving  the  physician  of  this  task,  and  in  fact, 
relieving  the  already  busy  medical  records  li- 
brarians. 

Another  member  of  this  assistance  team  was 
an  education  specialist,  who  converted  raw  data 
abstracted  from  medical  records  into  meaningful 
graphs  and  charts  for  easy  interpretation.  Each 
physician  had  indicated  at  the  beginning  what 
information  he  wished  to  have  abstracted  from 
the  charts.  This  was  followed  by  the  prepara- 
tion of  slides  for  a staff  conference  showing  the 
audit  and  its  results. 

Twelve  audits  were  performed  in  this  manner. 
They  involved  groups  totaling  approximately  145 
physicians,  of  whom  15  to  18  participated  di- 
rectly in  the  determination  of  the  material  to  be 
abstracted  and  the  analysis. 

Ten  hospital  staffs  were  offered  this  service; 
seven  accepted  and  three  refused.  Two  reasons 
for  refusal  were  ( 1 ) the  small  size  of  the  hospital 
staff  and  the  limited  number  of  cases  in  any  one 
category,  and  (2)  an  unwillingness  to  participate 
in  any  activity  that  had  connections  with  federal 
money. 

Besides  these  objections,  several  lessons  were 
learned  during  the  operation  of  the  pilot  project. 
Foremost  was  the  difficulty  in  explaining  project 
processes  and  goals  to  groups  of  physicians  to 
the  degree  that  they  understood  fully  the  differ- 
ences between  the  method  proposed  and  the 
previous  experience  they  might  have  had  with 
chart  reviews,  audits,  etc.  A related  experience 
was  the  realization  that  whenever  groups  of 
physicians  arrived  at  criteria  for  proper  manage- 
ment of  particular  case  types,  these  criteria  were 
of  such  a general  nature  that  they  were  virtually 
useless  in  evaluating  the  performance  of  the 
group  and  its  individual  members. 


On  the  other  hand,  we  also  learned  that  par- 
ticipating physicians  were  willing  to  compare 
their  own  data  with  data  reported  in  the  litera- 
ture. 

These  and  other  experiences  of  CSAP  were 
then  discussed  by  the  West  Virginia  Regional 
Medical  Program's  Subcommittee  on  Education, 
the  West  Virginia  State  Medical  Association’s 
Committee  on  Medical  Education  and  Hospitals, 
consultants  from  the  Ohio  State  University  RMP 
Fellowship  Program,  and  experts  in  the  field  of 
medical  care  criteria  setting  and  audit  from  other 
parts  of  this  country  and  Canada.  A representa- 
tive of  the  West  Virginia  Nurses  Association  also 
has  been  involved  in  these  conferences. 

Out  of  the  multiple  discussions  and  designs, 
an  expansion  program  of  CSAP  was  developed. 
This  proposal  is  aimed  at  correcting  the  defici- 
encies encountered  in  CSAP  and  at  involving 
larger  numbers  of  physicians  from  areas  of  the 
State  besides  Charleston. 

It  was  decided  that  a continuation  of  the 
Charleston  Project  in  this  new  form  in  the 
Charleston  area  is  not  advisable  because  of  the 
duplication  of  effort  it  would  require  with  re- 
spect to  those  physicians  who  have  already  par- 
ticipated, and  because  of  the  opposition  voiced 
by  some  other  physicians  in  the  area. 

Even  though  procedures  employed  in  CSAP 
are  to  be  modified,  some  additional  opposition 
is  to  be  anticipated  from  other  areas  of  the  State. 
Although  physician  participation  will  be  on  a 
voluntary,  individual  basis,  there  will  be  the 
necessity  for  each  participant  to  reveal  his  per- 
formance. Great  pains  will  be  taken  to  preserve 
anonymity  and  confidentiality  of  this  informa- 
tion. Another  source  of  irritation  is  the  use  of 
federal  funds  for  CSAP  and  for  the  first  three 
years  of  the  statewide  extension.  (One  of  the 
goals  of  the  first  three  years  is  to  identify  and 
develop  other  means  for  financing  the  peer  re- 
view program  during  the  fourth  and  succeeding 
years,  provided  of  course,  that  the  project  proves 
its  worth. ) 

One  of  the  final  significant  actions  in  the  de- 
velopment of  this  proposal  was  the  decision  of 
the  West  Virginia  State  Medical  Association’s 
Committee  on  Medical  Education  and  Hospitals 
that  peer  review  should  be  the  area  of  major 
thrust  in  continuing  education,  and  the  accep- 
tance of  this  position  by  the  Council  of  the  State 
Medical  Association.  This  policy  having  been 
established,  the  revitalized  and  expanded  Self- 
Audit  Project  was  presented  to  the  same  two 
groups,  both  of  which  approved  it. 
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The  Proposed  Three-Year  Project 

The  proposed  project  is  now  entitled  ‘‘A  Vol- 
untary Individual  Physician’s  Patient  Care  Self- 
Analysis  and  Peer  Review  Assistance  Demon- 
stration Project.”  Since  this  is  a demonstration 
project  which  depends  on  voluntary  participa- 
tion, we  can  not  guarantee  that  it  will  prove  to 
be  a successful  peer  review  system. 

The  system  provides  that  an  individual  phy- 
sician, after  he  decides  on  his  own  that  he  wishes 
to  participate,  choose  one  patient  type  he  wishes 
to  examine.  For  example,  he  might  elect  to  sur- 
vey all  his  active  stroke  patients.  The  criteria 
he  strives  to  meet  in  the  care  of  these  patients 
will  be  of  his  own  choosing.  Data  will  be  ab- 
stracted from  the  physician’s  own  records  by 
specially  trained  assistants. 

Peer  review  enters  the  picture  after  the  data 
have  been  assembled  and  put  in  proper  form. 
These  data  and  criteria  will  then  be  presented 
to  either  the  West  Virginia  State  Medical  Asso- 
ciation’s Peer  Panel  in  the  particular  subject  area 
involved,  or  to  another  peer  of  the  participating 
physician’s  own  personal  choice. 

There  will  be  various  safeguards  to  avoid  any 
embarrassment  that  might  arise  and  to  reduce 
the  possibility  of  linking  particular  patients  with 
specific  physicians.  For  example  the  physician 
will  know  who  is  reviewing  his  records,  but  he 
will  remain  anonymous  to  the  reviewers.  Patient 
records  will  not  be  removed  from  the  physician’s 
office  or  the  hospital,  and  confidentiality  will  be 
maintained.  Work  sheets  on  which  data  are 
recorded  will  be  turned  over  to  the  physician 
after  completion  of  the  study. 

The  physician  will  participate  from  his  own 
setting  (his  office  or  his  hospital),  and  it  is  esti- 
mated that  for  each  office  audit  of  a series  of 
cases,  he  will  spend  no  more  than  three  hours 
of  his  own  time. 

At  the  completion  of  the  audit,  the  results  as 
well  as  the  comments  of  the  peers  will  be  pre- 
sented to  the  participating  physician.  The  residts 
should  point  out  the  individual  physician’s 
strengths  as  well  as  his  weaknesses;  his  needs  in 
continuing  education;  and  desirable  changes  in 
practice  management  or  organization. 

Program  Planning 

The  project  is  programmed  to  accommodate 
40  audits  the  first  of  the  three  years.  During  the 
second  year,  it  is  planned  to  complete  160  more 
audits.  The  participants  will  be  categorized  as 
to  general  surgeons;  surgical  sub-specialists;  and 
generalists.  Physicians  from  five  areas  of  the 
State  will  be  asked  to  consider  participating: 
(1)  the  Bluefield-Beckley-Princeton  area;  (2) 


Parkersburg;  (3)  Huntington;  (4)  Morgantown- 
Fairmont-Clarksburg  area;  and  (5)  Wheeling- 
Weirton  area. 

Salaried  personnel  who  will  be  involved  with 
the  mechanics  of  the  audit  are  to  be  employed 
by  the  West  Virginia  State  Medical  Association, 
which  will  appoint  a member  of  its  staff  as  part- 
time  project  director. 

A fulltime  administrator  will  be  employed  to 
carry  out  the  policies  and  activities  of  the  pro- 
gram. In  addition,  there  will  be  other  assistants 
for  recruiting  and  training  of  the  medical  records 
technicians  to  do  the  abstracting,  an  analyst  to 
evaluate  the  program  as  it  proceeds,  and  part- 
time  nursing  and  medical  records  librarian  ad- 
visors. Physicians  will  be  recruited  in  the  local 
areas  to  assist  in  the  explanation  of  the  system 
to  the  potential  participants,  and  to  assist  them 
in  the  delineation  of  the  case  type  to  be  exam- 
ined and  the  establishment  of  performance  cri- 
teria. The  use  of  local  physicians  and  medical 
records  technicians  decentralizes  the  entire  pro- 
cess. 

Budget 

The  necessary  personnel,  many  of  whom  are 
professionals  to  be  employed  on  a parttime  basis, 
requires  a rather  large  budget.  However,  it 
should  be  pointed  out  that  a training  program 
is  to  be  integrated  into  the  actual  performance 
of  audits,  and  this  presents  a significant  cost 
factor.  Once  training  is  complete,  this  factor  will 
diminish. 

The  first  year  of  the  demonstration  operation 
will  require  a budget  we  estimate  at  $134,000. 
The  second-year  budget  will  be  $178,000,  and 
the  third  year  will  require  $142,000  for  a total 
of  $454,000. 

Summary 

A proposed  method  of  patient  care  evaluation, 
conducted  by  the  West  Virginia  State  Medical 
Association  with  the  use  of  federal  Regional 
Medical  Program  funds  channeled  through  West 
Virginia  University  is  presented.  The  metho- 
dology of  peer  review  and  audit  has  been  tested 
with  some  success  in  one  limited  area  of  the 
State. 

The  concept  involves  voluntary  participation 
by  individual  physicians,  the  employment  of 
trained  personnel  to  abstract  medical  records, 
and  the  utilization  of  peer  panels  or  individual 
peers  of  the  participating  physician’s  choice  to 
review  data. 

The  leadership  of  the  West  Virginia  State 
Medical  Association  feels  that  such  a project  will 
demonstrate  the  organization’s  sincerity  and  de- 
sire to  cooperate  with  rational  means  of  mea- 
suring effective  medical  care. 
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What  is  worth  doing. 


In  1936  A.  E.  Smith,  professional  at 
Woolcombe,  England,  recorded  the  lowest 
golf  score  for  an  18  hole  course.  He  shot  a 
55  and  was  15  under  par.  The  course  at 
Woolcombe,  which  measured  4,248  yards, 
was  covered  in  4,  2,  3,  4,  2,  4,  3,  4,  3 out 
and  2,  3,  3,  3,  3,  2,  5,  4,  1 in. 


is  worth  doing  well 


Take  ACHROMYCIN  V,  forexample.  Lederle  routinely 
runs  over  1 ,000  quality  control  checks  on  every  batch 
produced.  Many,  many  more  than  officially  required.  This 
extra  attention  means  your  patients  get  what  the  doctor 
ordered  when  you  prescribe  ACHROMYCIN  V:  uniform 
in  vitro  dissolution  rate,  predictable  in  vivo  serum  and  urinary 
levels.  In  short,  known  biologic  availability  of  tetracycline. 

And  every  step  in  the  production  of  ACHROMYCIN  V is 
in-house  controlled  right  in  Pearl  River. 


ACHROMYCIN-V 

Tetracycline  HCI 


Performance  proved  in  practice 


Effectiveness:  ACHROMYCIN 
Tetracycline  is  a crystalline  broad- 
spectrum  antibiotic  which  provides 
effective  therapeutic  activity  against 
susceptible  microorganisms. 
Contraindication:  History  of 
hypersensitivity  to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is 
prolonged,  serum  level  determinations 
may  be  advisable.  Some  patients  may 
develop  a photodynamic  reaction  to 
natural  or  artificial  sunlight.  Those  with  a 
history  of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sunlight 
while  under  treatment.  Discontinue  drug 
at  first  evidence  of  skin  discomfort. 
Precautions:  Use  may  result  in 
overgrowth  of  nonsusceptible  organisms. 


Constant  observation  is  essential.  If  new 
infections  appear,  take  appropriate 
measures.  Use  of  tetracycline  during 
teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis,  pruritus 
ani.  Skin— maculopapular  and 
erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  reported); 
photosensitivity  reaction,  onycholysis 
and  discoloration  of  nails  (rare).  Kidney- 
rise  in  BUN,  apparently  dose-related. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  In 
young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic 
dosage.  This  symptom  has  disappeared 
rapidly  when  drug  is  discontinued.  Teeth 
—dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 


during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the 
neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood— anemia, 
thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  (rare), 
usually  at  high  dosage.  Tetracycline  may 
form  a stable  calcium  complex  in  bone- 
forming tissue.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medica* 
tion  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant 
administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products. 

T reatment  of  streptococcal  infections 
should  continue  for  10  days,  even 
though  symptoms  have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Special  Article 


Medical  Experiences  in  Tanzania* 

James  M.  Wade , M.  D.,  and  Mrs.  Linda  L.  W ade , R.  /V.,  R.  S. 


My  wife  and  I were  recipients  of  a Smith, 
Kline  & French  Foreign  Medical  Fellowship 
to  work  and  study  at  Kola  Ndoto  Hospital  near 
Shinvanga,  Tanzania,  from  May  30,  1969,  to 
August  18,  1969.  I went  with  several  goals  in 
mind:  ( 1 ) to  see  how  medicine  is  practiced  at 
all  levels  in  a developing  country,  (2)  to  learn 
about  medical  education  in  East  Africa,  (3)  to 
learn  what  sort  of  diseases  one  must  treat  in 
the  tropics  and,  most  important,  (4)  to  discover 
whether  I would  wish  to  practice  medicine  in  a 
developing  country.  I thank  my  experience  last 
summer  has  answered  these  questions  for  me. 

The  hospital  at  Kola  Ndoto  has  165  beds  and 
the  leprosarium  has  65.  There  are  four  doctors 
on  the  staff:  (1)  Dr.  Robert  Cochrane,  a world 
authority'  on  leprosy  and  President  Emeritus  of 
the  International  Leprosy  Association,  (2)  Dr. 
Clifton  Nelson,  a general  surgeon,  (3)  Dr.  Jeane 
Shaw,  a physician,  and  (4)  Dr.  Richard  Feeck, 
a general  surgeon. 

Since  I am  particularly  interested  in  pediatrics, 
I was  given  the  responsibility  for  the  pediatric 
ward.  After  a medical  assistant  had  performed 
an  initial  history  and  physical  exam,  I examined 
the  children  and  directed  their  care.  When  I 
was  confronted  with  a particularly  difficult  case, 
I consulted  one  of  the  staff  doctors.  I made 
daily  rounds  in  the  pediatric  ward  and  twice 
weekly  Doctor  Nelson  or  Doctor  Feeck  accom- 
panied me  for  teaching  rounds.  The  responsi- 
bility of  taking  care  of  this  ward  was  a real 
challenge.  Many  of  the  children  in  this  area 
have  protein  malnutrition,  anemia  and  intestinal 
parasites  in  addition  to  the  primary  problem 
which  was  responsible  for  their  admission.  There 
were  usually  from  10  to  15  children  and  their 
mothers  in  the  small,  crowded  ward.  The  physi- 
cal surroundings  were  quite  different  from  the 
average  pediatric  ward  in  the  United  States.  The 
Sukurna  women  don’t  use  diapers  on  their  babies. 
They  “toilet  train”  their  children  by  teaching 
them  to  urinate  or  defecate  while  held  in  a 
squatting  position  between  the  mother’s  knees. 
If  it  was  inconvenient  for  the  mother  to  obtain 
a pot,  the  children  would  often  urinate  and 
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defecate  on  the  hospital  floor  and  the  mother 
would  casually  clean  it  up.  That  was  quite  a 
shock  for  me  the  first  time  I saw  it.  This  habit 
continued  to  upset  me  and  I tried  on  several 
occasions  to  persuade  the  nursing  sister  in  charge 
of  supplies  to  initiate  a diaper  system.  But  a 
similiar  system  in  the  past  had  failed  because 
the  mothers  stole  all  the  diapers  and  Sister  re- 
fused to  try  the  system  again. 

There  were  some  problems  with  which  I was 
confronted  which,  i suppose,  are  characteristic 
of  many  mission  hospitals  in  underdeveloped 
countries.  The  majority  of  our  African  nursing 
staff  had  completed  seven  standards  and  then 
graduated  from  a three-year  nursing  program  for 
Grade  B nurses.  Although  they  often  worked 
well,  the  quality  of  patient  care  was  far  below 
Western  standards.  There  were  frequent  errors 
in  medications  and  too  often  they  failed  to  call 
a doctor  to  see  patients  who  were  in  acute  dis- 
tress. 

Do-It-Yourself  Equipment 

Another  cause  of  frustration  was  inadequate 
and  improperly  functioning  equipment.  On  one 
occasion  I was  called  to  see  a child  with  whoop- 
ing cough  and  pneumonia  who  was  practically 
choking  to  death  in  his  secretions.  I sent  one  of 
the  students  to  get  the  foot-pump  type  suction 
machine.  It  didn’t  work.  Doctor  Feeck  sent 
someone  for  a wrench  to  take  the  machine  apart. 
After  a long  search,  a wrench  was  brought  which 
also  didn’t  work.  We  had  to  take  apart  the 
wrench  and  lubricate  it.  Then  we  had  to  take 
apart  the  suction  machine,  clean  and  lubricate 
it.  About  30  minutes  later  we  were  able  to 
suction  out  the  child  who,  fortunately,  had  not 
drowned  in  his  secretions  while  we  repaired  the 
equipment. 
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Witchcraft,  No  Less 

Another  distressing  problem  in  our  area  was 
the  high  prevalence  of  belief  in  witchcraft.  Many 
of  the  patients  who  came  to  Kola  Ndoto  Hos- 
pital already  had  been  to  a witchdoctor  and 
obtained  native  medicine.  Frequently  they  came 
to  the  hospital  as  a last  resort,  with  the  disease 
so  far  advanced  that  cure  was  practically  im- 
possible. This  was  especially  distressing  to  me 
when  children  were  involved.  Several  times 
during  the  summer  children  were  brought  to 
the  hospital  in  the  terminal  stages  of  bacterial 
meningitis  or  bacterial  diarrhea  and  severe  de- 
hydration. Unfortunately,  many  of  the  patients 
in  these  far  advanced  illnesses  died  in  the  hos- 
pital, thus  reinforcing  the  peoples’  belief  that 
the  hospital  was  the  place  where  you  die. 

The  three  most  common  pediatric  diseases 
were  malaria,  bronchopneumonia  and  bacterial 
diarrheas.  There  were  always  two  or  three  chil- 
dren in  the  ward  with  each  of  these  diseases.  I 
also  saw  many  other  diseases  which  one  doesn’t 
find  in  America.  The  two  case  histories  which 
follow  are  examples. 

The  first  case  is  representative  of  the  children 
we  see  with  nutritional  marasmus  (Figure  1). 
The  child  is  one  year  old  and  weighs  10  pounds. 
Her  thin,  drawn  face  is  typical  of  the  “little  old 
lady”  appearance  of  these  children  with  severe 
protein  and  calorie  malnutrition.  You  can  see 
the  ribs  protruding,  the  edema  of  the  feet  and 
legs,  and  the  ascites.  On  the  dorsum  of  the 
right  foot  is  a septic  ulcer.  On  the  left  elbow 
is  a sinus,  draining  pus  from  a septic  arthtitis. 
She  was  admitted  with  the  chief  complaint  of 
coughing.  Physical  examination  revealed  bilat- 
eral bronehopneumia.  Despite  vigorous  anti- 
biotic therapy,  intravenous  fluids  and  good  nurs- 
ing care  she  died  two  days  after  admission. 

The  second  case  is  that  of  a seven-year-old 
boy  who  was  brought  to  the  hospital  with  a 
history  of  protruding  eyes  for  two  years  ( Figure 


Figure  1 


2.)  The  child  was  in  such  poor  condition  that 
we  were  afraid  to  subject  him  to  general  anes- 
thesia to  biopsy  the  lesion.  Due  to  location  of 
the  lesion,  its  bilateral  nature,  the  high  incidence 
of  Burkitt’s  lymphoma  in  the  area,  and  the  con- 
currence of  two  loose  upper  molars,  we  began 
treatment  immediately  for  Burkitt’s  lymphoma. 
The  child  showed  a dramatic  response  in  shrink- 
age of  the  tumor  after  a course  of  35  mg. /Kg. 
Endoxan  (cyclophosphamide)  given  by  slow  in- 
travenous push.  We  followed  his  white  cell 
count  daily  and  after  seven  days  repeated  the 
initial  dose  of  Endoxan.  His  white  cell  count 
didn’t  fall  below  2000.  When  I left  approximately 
two  months  later,  there  were  no  signs  of  recur- 
rence. It  was  unfortunate,  however,  that  due  to 
the  extreme  degree  of  stretching  of  the  optic 
nerve  and  blood  supply,  he  had  bilateral  optic 
atrophy. 


Figure  2 


Daily  Schedule 

My  daily  schedule  was  as  follows: 

Monday:  Medical  and  surgical  teaching 
rounds.  Surgical  outpatient  clinic. 

Tuesday:  Assisting  in  surgery. 

Wednesday:  Tuberculosis  outpatient  clinic 
and  ward  rounds.  Assisting  in  surgery. 

Thursday:  Assisting  in  surgery. 

Friday:  Leprosy  outpatient  clinic.  Medical 

and  surgical  teaching  rounds. 

Saturday:  Pediatric  teaching  rounds. 

I spent  a great  deal  of  time  in  the  operating 
room,  assisting  in  surgery.  Many  surgical  pa- 
tients in  this  area  would  let  their  conditions 
advance  to  a severe  degree  before  seeking  medi- 
cal help.  Figure  3 shows  a fibroid  tumor  of  the 
uterus  being  removed  from  such  a patient.  The 
tumor  was  approximately  27  inches  in  diameter 
and  weighed  6350  Gm.  During  the  last  few 
weeks  of  my  stay  I was  allowed  to  do  several 
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Figure  3 

Fibroid  tumor  of  uterus.  Left  to  right:  O.  R.  Nurse,  Jim 
Wade,  Dr.  Nelso  !. 


tubal  ligations,  hernia  repairs  and  hydroceleet- 
omies,  under  supervision.  We  obtained  700  cc. 
of  fluid  from  one  of  the  hydroceles  I drained 
and  repaired. 

The  Friday  mornings  1 spent  at  the  leprosy 
outpatient  clinics  were  extremely  interesting  and 
educational  for  me.  Drs.  Cochrane  and  Shaw 
examined  the  patients  in  a solarium  to  take  ad- 
vantage of  the  sunlight.  I saw'  patients  both 
with  tuberculoid  and  leproid  types  of  leprosy 
in  almost  every  degree  of  severity.  It  was 
encouraging  to  learn  that  when  leprosy  is  diag- 
nosed in  the  early  stages,  it  can  be  arrested 
completely  with  adequate  drug  therapy,  thus 
preventing  the  neuropathies  and  resultant  severe 
deformities. 

Medical  Education,  East  African  Style 

We  visited  the  three  medical  schools  in  East 
Africa:  Makerere  Medical  School  in  Kampala, 
Uganda;  Kenyatta  National  Hospital  in  Nairobi, 
Kenya;  and  the  Medical  School  of  University 
College,  Dares-Salaam,  Tanzania.  The  primary 
education  in  East  Africa  consists  of  seven  stan- 
dards (grades)  and  the  secondary  training  is 
six  forms,  a total  of  thirteen  years.  Thus,  an  East 
African  secondary  school  graduate  is  the  equiv- 
alent of  an  American  who  has  finished  the  first 
year  of  college.  The  medical  education  consists 
of  five  years— two  years  of  basic  instruction  and 
three  years  of  clinical  experience.  After  gradu- 
ation one  year  is  spent  in  internship. 

1 was  interested  in  learning  whether  or  not 
there  is  need  for  an  expatriate  medical  staff  to 
teach  in  these  medical  schools.  Currently  there 
is.  They  want  to  fill  these  positions  with  Africans 
as  soon  as  possible,  however,  so  that  by  the  time 
I could  complete  the  training  necessary  to  teach 
on  a hospital  staff,  the  positions  would  not  be 
available. 


Change  in  Concept 

My  concept  of  the  missionary  doctor  has 
changed  completely.  I had  thought  of  him  as 
a doctor  isolated  in  a primitive  area,  terribly 
overworked,  and  soon  falling  far  behind  modern 
medical  methods.  I’m  sure  this  has  happened 
to  some  doctors  working  in  isolated  places.  But 
the  trend  now  is  to  place  several  doctors  at  one 
large  hospital  and  for  them  to  alternate  in  visit- 
ing the  smaller  dispensaries.  By  having  several 
doctors  together  one  obtains  professional  stimu- 
lation and  is  able  to  keep  up  with  current  medi- 
cal thinking.  Another  big  help  is  having  spe- 
cialists from  the  United  States  come  to  a mission 
hospital  for  a short  time  for  intense  training  of 
the  staff  in  a particular  area.  Kola  Ndoto  has 
benefitted  greatly  by  these  short  term  visits. 
Doctor  Nelson  invited  a urologist  to  come  and 
teach  him  some  urological  surgery.  The  urologist 
came  for  three  weeks  and  brought  several  thou- 
sand dollars  worth  of  cystoscopic  and  resecto- 
scopic  equipment.  Doctor  Nelson  literally  filled 
the  hospital  with  urology  patients  and  during 
those  three  weeks  did  as  many  cases  as  a urology 
resident  would  do  in  a vear. 

Working  in  a developing  country  actually  al- 
lows a much  wider  range  of  professional  develop- 
ment than  is  possible  at  home.  For  example, 
Doctor  Nelson,  a general  surgeon,  is  exceedingly 
competent  to  handle  the  more  common  problems 
in  urology,  ophthalmology,  obstetrics,  gynecology 
and  orthopedics.  Such  a wide  range  of  profes- 
sional development  is  personally  very  satisfying. 
It  also  is  very  rewarding  to  be  working  in  an 
area  of  such  dire  medical  need. 

I have  found  this  experience  to  be  invaluable. 
It  has  opened  my  eyes  to  the  extreme  medical 
needs  in  other  parts  of  the  world,  and  to  my 
responsibility  to  help  meet  them. 

Observations  by  Mrs.  Wade 

On  arriving  in  Kola  Ndoto,  I had  great  mis- 
givings about  what  I would  be  doing  as  a public 
health  nurse.  I thought  that  if  I were  needed 
in  acute  care  nursing  I would  have  difficulty 
because  I had  not  done  that  kind  of  nursing  for 
two  years.  It  was  a shock  to  me  that  the  Kola 
Ndoto  Hospital  nursing  staff  was  Africanized. 
Caucasians  are  not  encouraged  to  work  in  the 
hospital.  There  were  only  four  white  nurses: 
a Scottish  midwife,  an  American  nnrse-anesthe- 
tist,  a Canadian  nursing  instructor,  and  an  Amer- 
ican nursing  instructor.  In  East  Africa  there  is 
a trend  to  fill  all  jobs  with  native  Africans. 

In  my  first  week  I tried  to  get  adjusted  to  liv- 
ing in  Africa  (food  preparation,  hired  girl  and 
general  activities  of  living).  Also,  I discussed 
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what  1 would  be  doing  with  Jo  Downey,  an 
instructor  in  the  school  of  nursing.  From  our 
conversation  we  felt  that  teaching  would  be  my 
main  contribution. 

The  nursing  school  has  approxmiately  65  stu- 
dents. They  have  an  educational  background 
equivalent  to  our  seventh  grade,  with  little  En- 
glish instruction.  The  tuition  is  only  250  shillings 
($36)  per  year.  The  school  consists  of  three 
years  of  instruction,  with  most  of  the  student’s 
experience  on  the  hospital  wards.  When  they 
graduate,  they  are  considered  Grade  B nurses. 
School  is  taught  five  days  a week,  with  a quiz 
on  Saturday. 

One  of  the  chores  of  an  instructor  is  to  prepare 
reading  material  for  the  students  because  neither 
the  students  nor  the  school  can  provide  books. 
The  teacher  must  run  off  stencils  in  order  to 
give  a set  of  notes  to  the  students  each  time 
subjects  change.  I spent  much  time  in  running 
off  stencils  throughout  the  experience.  Proctor- 
ing  examinations  was  another  of  my  duties. 

For  two  weeks  beginning  June  9,  1969,  I 
taught  “Infectious  Diseases”  to  the  second  year 
students.  There  was  much  lecture  preparation 
needed.  1 was  surprised  at  the  teaching  aids 
available,  such  as  public  health  posters,  dummies 
and  slides  on  tropical  disease  problems.  I pre- 
pared a new  stencil  on  rubella,  and  for  the  end 
of  the  course  I gave  out  a chart  containing  prac- 
tical points  to  help  the  students  nurse  patients 
with  infectious  diseases.  I often  had  to  question 
the  other  instructors  to  find  out  what  types  of 
treatment  were  practical  to  teach  the  students. 
Also,  I tried  to  speak  on  their  level  without 
talking  down  to  them.  1 found  the  students  very 
attentive  and  respectful.  They  invited  me  for 
tea  one  day  and  invited  Jim  and  me  to  take 
charge  of  their  recreation  one  Saturday  night. 

Nutrition  was  my  subject  for  the  following 
two  weeks.  I had  the  first  year  students,  and  I 
really  had  to  talk  in  simple  language  because 
of  their  poor  knowledge  of  English.  Diagrams 
seemed  to  be  especially  helpful.  My  main  con- 
tribution to  the  school  in  this  subject  was  a 
stencil  containing  the  essential  points  of  chil- 
dren’s nutrition  for  Africans.  I made  a stencil 
showing  them  what  nutrients  were  in  their  local 
foods  so  they  would  know  those  especially  high 
in  protein  and  other  needed  nutrients. 

The  weeks  of  July  7 and  July  14  were  free 
to  do  as  I liked,  so  I tried  to  get  nursing  experi- 
ence in  the  maternity  ward,  maternity  clinic 


and  well  child  clinic.  I observed  a normal 
delivery  by  a midwife.  Even  though  it  cost  only 
35  shillings  ($5)  for  delivery  and  six  days  in 
the  hospital,  the  mothers  and  babies  received 
very  good  care.  I was  amazed  to  see  little  pre- 
mature babies  breastfeeding.  In  the  well  child 
clinic  I gave  immunizations  and  helped  to  get 
charts  for  the  children.  As  you  can  see  in  Figure 
4,  smallpox  immunizations  are  given  in  the  sole 
of  the  foot.  For  a few  days  I worked  on  the 
pediatric  ward  feeding  the  malnourished  chil- 
dren a high  protein  mixture.  I tried  new  methods 
(like  medicine  droppers)  to  get  more  food  in 
the  weak  children. 

From  July  18-26  we  drove  around  Lake  Vic- 
toria with  one  of  the  staff  doctors  and  his  wife 
to  visit  Makerere  Medical  School  in  Kampala, 
Uganda.  We  saw  various  levels  of  medical  care 
along  the  way. 


Figure  4 


The  following  two  weeks  I gave  lectures  on 
the  total  health  care  of  a normal  child.  This 
included  normal  growth  and  development,  im- 
munizations needed,  children’s  nutrition,  dis- 
cipline and  accidents.  The  students  were  very 
stimulating  because  they  participated  in  dis- 
cussions so  well.  I also  delivered  a lecture  on 
the  care  of  a child  in  the  hospital.  In  addition, 
I went  on  pediatric  rounds  with  Jim  and  made 
suggestions  for  nursing  care.  I observed  in  the 
leprosarium  and  TB  hospital.  In  the  United 
States  I work  mainly  with  mentally  retarded 
children,  so  I gave  a lecture  on  mental  retarda- 
tion to  each  class  as  well  as  a lecture  on  psy- 
chology applied  to  nursing. 

This  experience  has  shown  me  that  1 can  be 
useful  in  a similar  situation.  If  God  later  directs 
us  toward  mission  work,  I am  sure  that  I can 
make  a useful  contribution. 
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Aberrant  Atrial  Conduction 

Eduard  K.  Chung , M.  1). 


/'Occasionally,  the  P wave  of  the  sinus  beat 
immediately  following  an  atrial  premature 
contraction  may  have  a bizarre  configuration 
which  is  different  from  the  P wave  of  an  atrial 
premature  contraction  or  of  sinus  origin  ( Figure 
1).  This  is  termed  “aberrant  atrial  conduction” 
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Figure  1.  Leads  Il-a,  I)  and  c are  continuous.  The  tracing  shows  sinus  rhythm  with  frequent  atrial  premature  con- 
tractions (marked  A)  followed  by  aberrant  atrial  conduction  (indicated  by  arrows). 


and  is  analogous  to  aberrant  ventricular  con- 
duction. Less  commonly,  aberrant  atrial  conduc- 
tion may  also  be  observed  immediately  following 
A-V  nodal  or  ventricular  premature  contractions. 
In  addition,  aberrant  atrial  conduction  rarely 
occurs  immediately  following  atrial,  A-V  nodal 
or  even  ventricular  parasystolic  beats. 

Most  commonly,  aberrant  atrial  conduction 
occurs  immediately  following  atrial  premature 
contractions.  The  occurrence  of  aberrant  atrial 
conduction  is  not  directly  related  to  the  length 
of  the  cardiac  cycle  just  preceding  the  coupling 
interval,  or  to  the  coupling  interval  itself,  or  to 
the  returning  cycle  ( post-ectopic  pause).  Aber- 
rant atrial  conduction  is  not  often  observed  fol- 
lowing interpolated  atrial  premature  contrac- 
tions, although  it  is  expected  to  occur  more 
easily  at  this  time.  Conversely,  aberrant  atrial 


conduction  seems  to  occur  more  frequently  fol- 
lowing a long  returning  cycle,  such  as  seen  in 
non-conducted  (blocked)  atrial  premature  con- 
tractions (Figure  1).  In  this  case,  concealed 
atrial  conduction  may  play  a role.  When  con- 
ducted and  non-conducted  atrial  premature  con- 
tractions are  observed  in  the  same  electrocardio- 
graphic tracing,  aberrant  atrial  conduction  is 
prone  to  occur  more  commonly  and  more  mark- 
edly following  the  non-conducted  ectopic  P wave 
(Figure  1).  Rarely,  aberrant  atrial  conduction 
may  occur  in  two  or  more  consecutive  sinus 
beats  following  a non-conducted  atrial  premature 
contractions  (Figure  1).  In  this  circumstance, 
aberrant  atrial  conduction  is  more  pronounced 
in  the  first  sinus  P wave  than  in  the  second  one 
following  the  atrial  premature  contraction. 

The  exact  mechanism  involved  in  the  produc- 
tion of  aberrant  atrial  conduction  is  not  clearly 
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understood,  but  it  most  likely  occurs  because 
the  refractory  period  of  the  atria  is  altered  im- 
mediately following  an  ectopic  impulse.  Thus, 
it  is  logical  to  assume  that  some  degree  of  con- 
cealed atrial  conduction  most  likely  plays  a role 
in  the  production  of  aberrant  atrial  conduction. 

Aberrant  atrial  conduction  must  be  differen- 
tiated from  wandering  atrial  pacemaker,  A-V 
nodal  escape  beat  following  a post-ectopic  pause, 
co-existing  multifocal  premature  contractions  and 
various  artifacts. 


The  clinical  significance  of  aberrant  atrial  con- 
duction is  again  uncertain  because  of  its  rare 
occurrence.  However,  all  cases  of  aberrant  atrial 
conduction  observed  by  this  author  were  found 
in  patients  with  diseased  hearts.  Thus,  the  clin- 
ical significance  of  aberrant  atrial  conduction 
may  not  be  the  same  as  in  aberrant  ventricular 
conduction. 
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Pimples 

“He  that  can  resist  pinching  a pimple  is  master  oj  the  whole  self.” — Fred  Allen 

Complexion  problems  are  among  the  chief  concerns  of  many  teenagers.  Several 
surveys  to  determine  the  incidence  of  medical  problems  among  adolescents  have 
listed  acne  vulgaris  as  the  most  frequent  health  complaint.  Although  one  survey  lists 
acne  vulgaris  second  to  emotional  problems,  this  is  understandable  since  the  two  are 
intimately  related.  Loss  of  self  esteem  associated  with  a poor  complexion  is  such  that 
it  makes  little  difference  whether  acne  or  emotional  problems  lead  the  list. 

Adolescents  compose  a large  segment  of  patient  population.  Physicians  should 
heed  their  need.  They  need  and  deserve  decent  care  for  their  skin  problems.  Far  too 
often  these  young  people  are  dismissed  with  a “don’t  worry,  it  will  clear  up  when 
you  are  a little  older.”  A little  older  indeed!  Many  patients  have  active  acne  vulgaris 
for  ten  to  twenty  years.  Neglect  of  this  problem  leads  only  to  physical  and  psychic 
scarring.  An  unfortunate  victim  once  said,  “it  doesn’t  end  life;  it  only  ruins  it!” 

If  nothing  could  be  done  for  pimples  then  the  physician  might  be  justified  in 
dismissing  the  problem  as  just  another  adolescent  condition  and  an  “it  will  go  away.” 
The  fact  is  that  a lot  can  be  done  and  if  a lot  is  done  the  unfortunate  patient  can 
be  restored  to  both  physical  and  emotional  health. 

The  sympathetic  physician  who  offers  understanding  and  encouragement  along 
with  good  topical  therapy  can  often  achieve  an  extra  measure  of  success.  A few 
minutes  spent  explaining  the  pathogenesis  of  acne  and  the  rationale  of  treatment  will 
encourage  both  the  patient  and  the  parent. 

It’s  a pity  that  acne  appears  in  that  period  of  life  when  people  are  most  con- 
scious of  physical  appearance.  Adolescence  is  difficult  enough  without  acne.  The  self 
consciousness  produced  by  this  disease  causes  many  young  people  to  withdraw  or 
manifest  strange  behavior  during  what  should  be  the  happiest  and  most  joyful  period 
of  their  lives.  Simple  instruction  in  the  proper  use  of  astringent  cleansers  and  lotions 
and  the  judicious  use  of  antibiotics  in  prolonged  but  low  doses  can  control  well  over 
50  per  cent  of  patients  with  acne  vulgaris.  Physicians  who  are  willing  to  learn  the 
simple  principles  of  management  of  acne  will  be  rewarded  by  the  gradual  emergence 
of  a pimple-free  patient  with  an  entirely  new  and  happy  outlook  on  life. 

Many  thrilling  events  that  occur  in  the  life  of  a physician — the  birth  of  a new 
baby — the  restoration  of  a decent  life  in  a diabetic  with  insulin — the  extension  of  life 
in  a cardiac  with  digitalis.  One  of  these  thrills  should  be  the  restoration  of  a happy 
personality  in  a teenager  with  acne. — E.  Randolph  Trice,  M.  D.,  in  Virginia  Monthly. 
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Murray  H.  Hunter , M.  /).,  Internist,  Fairmont;  and 
Ray  A.  Harron,  M.  D.,  Radiologist,  Bridgeport. 


Murray,  B.  Hunter,  M.  D. 

Internist,  Fairmont.  West  Virginia 

This  37-year-old  male  presented  himself  in 
193-3  with  complaints  of  low  back  strain.  He  had 
been  working  in  the  coal  mines  for  16  years. 
The  last  seven  of  these  years  he  worked  as  an 
operator  of  a continuous  miner.  He  never  smoked 
cigarettes  or  any  olher  type  of  tobacco  product. 
A routine  chest  film  was  taken. 

Hay  A.  Harron,  M.  D. 

Radiologist,  Bridgeport,  West  Virginia 

Films  1 and  2 are  PA  and  lateral  views  of  the 
chest.  They  show  nodular  areas  of  fibrosis  mea- 
suring up  to  three  mm.  in  diameter  throughout 
both  lung  fields.  This  represents  simple  pneu- 
moconiosis categoiy  III.  Furthermore,  the  lung 
fields  are  over  expanded  suggesting  emphysema. 

Dr.  Hunter 

Six  years  later  the  patient  still  had  no  com- 
plaints referrable  to  the  chest.  He  had  now 
worked  for  almost  23  years  in  the  mines  with 
13  years  as  an  operator  of  a continuous  miner. 
His  maximum  ventilatory  volume  was  51  per 
cent.  His  other  pulmonary  function  tests  were 
normal.  He  still  did  not  use  tobacco  products. 
No  clinical  or  x-ray  evidence  of  rheumatoid 
arthritis  or  tuberculosis  coidd  be  detected. 

Dr.  Harron 

Films  3 and  4 show  that  the  multiple  nodules 
are  somewhat  larger  measuring  5 mm.  in  diam- 
eter. They  also  are  more  numerous.  The  chest 
continues  to  be  overexpanded  compatible  with 
emphysema. 

Dr.  Hunter 

While  this  patient  is  not  disabled  at  the  present 
time  it  is  quite  likely  that  his  category  III  simple 
pneumoconiosis  will  progress  to  complicated 
pneumoconiosis.  Termination  of  coal  dust  ex- 
posure would  be  recommended  if  economically 


Film  1 


Film  2 
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feasible.  When  recently  passed  federal  legis-  concentration  of  respirable  dust  in  the  mine  at- 

lation  is  effective  these  patients  will  have  the  mosphere  is  not  more  than  2.0  milligrams  of  dust 

option  of  being  relocated  into  an  area  where  per  cubic  meter  of  air. 


Film  3 Film  4 


Manuscript  Information 

Manuscripts  to  be  presented  for  publication  in  The  West  Virginia 
Medical  Journal  should  be  typewritten,  triple-spaced,  on  one  side  only 
of  firm  (not  onion  skin  or  flimsy),  standard  letter  sized  (8V2  by  11  in.) 
white  paper.  Wide  margins  (at  least  IV4  in.  on  left)  should  be  left  free 
of  typing.  On  the  first  or  title  page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  and  his  degrees.  Pages 
should  be  numbered  consecutively,  the  page  number  being  shown  in 
the  right  upper  corner  along  with  the  surname  of  the  author. 

Authors  are  requested  to  submit  a carbon  copy  with  the  original 
or  retain  same  in  the  event  the  manuscript  is  lost  in  transmittal. 

Illustrations  should  be  numbered  and  their  approximate  loca- 
tions shown  in  the  text.  Each  should  be  identified  by  placing  on  its 
back  the  author’s  name,  its  number  and  an  indication  of  its  “top.” 
Drawings  and  charts  intended  for  cuts  should  be  done  in  black  (India) 
ink  on  pure  white.  Photographs  should  be  on  glossy  paper  and  mini- 
mum of  about  5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it.  The  author  will  bear  the 
cost  of  all  over  two  one-column  halftone  cuts. 

All  scientific  material  apearing  in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts  should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal,  Box  1031,  Charleston,  W.  Va.  25324. 
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An  important  reason  for 
buying  Bonds  when  you're  young 
is  for  when  you're  old* 


Someday  you’re  going  to  retire. 

Let’s  hope  you’re  ready.’ 

Let’s  hope  that  you  won’t  be  living  off 
your  children. 

Let’s  hope  you’ll  have  more  to  live  on, 
and  for,  than  Social  Security. 

Let’s  hope  you’ll  be  self-sufficient,  able 
to  grow  old  with  dignity,  respected  by 
others  and  able  to  keep  your  own  chin  up. 

Let’s  hope  you’re  planning  for  tomor- 
row. 

Regardless  of  the  ups  and  downs  of 
your  other  assets,  you  have  to  start  with 
a nest  egg,  a kitty,  something  in  the  sock 
you  can  always  depend  on. 

One  way  you  can  do  this  most  pain- 
lessly is  by  participating  in  the  Payroll 
Savings  Plan  where  you  work  or  the  Bond- 
a-Month  Plan  where  you  bank. 

U.S.  Savings  Bonds  now  pay  5%  in- 
terest when  held  to  maturity  of  5 years, 
10  months  (4%  the  first  year;  thereafter 
5.20%  to  maturity).  That’s  the  highest 
rate  ever. 

Let’s  not  hope  for  a better  tomorrow. 

Let’s  -plan  on  it. 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank.  Tax  may  be  deferred 
until  redemption.  And  always  remember, 

Bonds  are  a proud  way  to  save. 

Take  stock  in  America. 

With  higher  paying  US.  Savings  Bonds. 


The  U S.  Government  does  not  pay  lor  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  o(  the  Treasury  and  The  Advertising  Council. 


Medical  technology 

is  demanding  enough— 

Here's  how  to  relieve 
the  demands  of  business: 


— and  enjoy  personal  satisfaction,  peace  of  mind 
and  freedom  of  time  greater  than  you  may  have 
imagined  possible. 

Just  a few  years  ago,  a group  of  doctors  in 
Kentucky  resolved  to  make  their  practices  simpler 
and  more  profitable.  They  formed  a non-profit 
corporation,  the  Professional  Service  Corporation 
Association.  The  doctors  talked  with  many  profes- 
sional consultants.  Together  they  explored  every 
aspect  of  practice  — office  procedure,  billing,  ac- 
counting, salaries,  fringe  benefits,  insurance,  retire- 
ment, equipment  — even  auto  leasing  — literally 
every  business  demand.  Time  and  energy  were 
lavished  on  every  detail.  Each  was  honed,  polished 
and  perfected.  Now,  benefits  in  each  of  these 
areas  are  available  to  PSCA  members. 

Specific  business  guidelines  are  the  key 

You  may  unknowingly  be  using  business  techniques 
discarded  years  ago  by  professional  businessmen. 
You  may  be  needlessly  hampered  by  restrictions  — 
penalized  by  advice  from  persons  not  knowledg- 
able  in  medicine.  Today,  PSCA  guidelines  for  sys- 
tematic and  simplified  business  procedures  can  be 
applied  to  incorporated  practices.  Remarkable 
benefits  are  immediately  available. 

Get  every  benefit  you're  entitled  to 

Professional  Service  Corporation  Association  (PSCA) 
offers  members  complete  guidance  to  qualify  for 
every  benefit  legitimately  available.  You'll  find  this 


Professional  Service  Corporation  Association,  Inc. 

A non-profit  organization  formed  and  controlled  by  doctors 

1622  Commonwealth  Building,  Louisville,  Ky.  40202 

Phone:  502/583-8164 


list  surprisingly  long.  Exceptional  financial  rewards 
are  possible.  Details  of  planned  incentives  and 
benefits  for  employees  are  covered.  Carefully 
qualified  and  professional  services  are  made  avail- 
able exclusively  to  PSCA  members. 

Direct  and  immediate  cash  savings  — three  and 
four  times  your  membership  fee  — may  be  realized 
in  a single  business  transaction. 

Here's  how  you  can  get  these  remarkable  benefits 

Regular  PSCA  membership  is  open  to  incorporated 
professionals  exclusively.  Junior  membership  to 
qualified  senior  students,  interns,  residents  and 
fellows.  Dues  for  Regular  membership  are  $25 
for  each  stockholder-employee  per  year.  $10  for 
Junior  members.  Complete  the  coupon  below  and 
send  it  with  your  check  today.  You'll  be  provision- 
ally enrolled  until  qualification  is  approved.  Bene- 
fits of  membership  come  just  as  easily  as  this 
means  of  joining.  Full  information  covering  all 
details  will  start  you  enjoying  your  chosen  profes- 
sion as  never  before. 

r > 

To  PSCA  Enroll  me  as  o Q Regular  □ Junior  member  for 

| one  year.  My  practice  specialty  is I 

Send  full  information  and  details  to: 

I 

NAME | 

I 

| TITLE I 

I 

CORPORATE  NAME 

ADDRESS 


CITY STATE ZIP | 

(Your  fee  is  refundable  if  you  do  not  qualify  ) 

L I 


THE  PROBLEMS  WE  FACE 

TifANY  problems  face  American  medicine  today.  The  present 
J ~ A method  of  delivery  of  medical  care  has  been  under  attack 
by  those  who  propose  a socialistic  federal  control  of  the  phy- 
sicians in  the  United  States.  The  problems  the  physicians  have 
faced  in  attempting  to  render  comprehensive  medical  care  to 
all  the  people  of  this  nation  have  been  created  by  the  gradual 
socio-economic  changes  which  have  taken  place  in  this  country, 
these  changes  being  in  the  direction  of  socialistic  federalism. 

Only  the  people — the  recipients  of  medical  care — can  solve 
these  problems  through  their  own  self-control  and  their  in- 
fluence upon  their  representatives  in  city,  county,  state  and 
federal  government. 

Unless  the  physicians  inform  the  people  of  the  problems 
we  face  today  and  the  obstructions  which  have  been  placed 
in  our  path,  they  cannot  intelligently  decide  what  action  they 
should  take  in  solving  their  problems  in  obtaining  medical 
services  in  the  future.  I feel  strongly  that  an  informed  public 
will  choose  private  medical  care  to  a federally  controlled 
medical  care  system. 

The  private  practitioners  of  medicine  must  plan  an  education 
program  and  take  every  opportunity  to  inform  the  people  of 
the  restrictions  placed  by  third  party  programs,  both  public 
and  private,  which  prevent  continuity  of  comprehensive  medi- 
cal services,  and  the  abuse  of  the  physician  and  the  medical 
services  which  he  and  he  alone  can  and  does  provide. 


George  R.  Callender,  Jr.,  M.  D.,  President 
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EDITORIALS 


We  urge  all  members  of  the  Association  to 
read  the  article  entitled  “West  Virginia  State 
Medical  Association’s  Voluntary 
VOLUNTARY  Peer  Review  Service,”  which  ap- 
PEER  REVIEW  pears  elsewhere  in  this  issue  of 
The  Journal  under  the  author- 
ship of  Daniel  Hamaty,  M.  D.,  of  Charleston. 

The  Council  of  the  State  Medical  Association, 
at  its  May  23  meeting,  directed  that  this  article 
be  prepared  to  explain  fully  a proposed  peer 
review  program  to  which  the  Association  is 
heavily  committed.  Realizing  that  the  subject  of 
peer  review— as  well  as  such  synonymous  phrases 
as  patient  care  evaluation,  self  audit,  etc.— is  a 
delicate  one,  Hamaty  undertakes  to  explain  how 
we  got  where  we  are  and  the  reasons  we  are 
doing  what  we  are  doing. 

The  very  thought  of  the  Association  accepting 
federal  funds  for  any  purpose  whatsoever  is 
bound  to  rankle,  if  not  completely  unnerve,  those 
of  us  who  would  look  to  private  enterprise  for 
the  fulfillment  of  each  and  every  need.  But  a 
really  effective  and  meaningful  peer  review  sys- 
tem would  drain  completely  the  State  Medical 
Association  as  it  is  now  structured. 

The  Association’s  partners  in  this  undertaking 
are  the  West  Virginia  Regional  Medical  Program 
and  its  grantee,  West  Virginia  University.  This 
alliance,  in  which  the  State  Medical  Association 


is  known  as  the  “affiliate  ”,  came  about  as  a result 
of  a recommendation  by  the  Associations  Com- 
mittee on  Medical  Education  and  Hospitals  and 
endorsement  by  the  Council. 

Basically,  the  proposal  as  it  is  now  being 
studied  by  federal  officials  provides  for  the  West 
Virginia  State  Medical  Association  to  operate  a 
voluntary  peer  review  program  on  a statewide 
basis  for  a three-year  period  using  federal  funds 
filtered  through  West  Virginia  University.  The 
Association  is  to  hire  and  exercise  supervision 
over  all  of  the  necessary  employes  and  is  ac- 
countable to  WVU  and  RMP  insofar  as  fulfill- 
ment of  project  objectives  and  expenditure  of 
funds  are  concerned. 

The  marriage  of  RMP  and  the  Medical  Asso- 
ciation in  this  fashion  appears  reasonable,  for  as 
Hamaty  points  out,  RMP  is  education-oriented, 
peer  review  is  essentially  an  educational  process, 
and  the  Medical  Association  exists  for  educa- 
tional as  well  as  other  puq>oses. 

The  project  now  being  reviewed  was  bom  of 
many  conferences  and  meetings  involving  per- 
sons associated  with  the  State  Medical  Associa- 
tion, the  Regional  Medical  Program  and  other 
groups.  At  the  center  of  all  this  has  been 
Hamaty  himself,  a man  who  has  an  abiding  in- 
terest in  medical  education  although  he  left  this 
fulltime  field  some  months  ago  to  enter  private 
practice. 
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Having  been  involved  with  the  Charleston 
Self-Adnlt  Project,  Hamaty  and  his  associates 
have  learned  some  lessons  they  plan  to  apply  if 
the  statewide  plan  is  approved  and  funded.  For 
example,  they  believe  they  can  achieve  better 
results  if  they  deal  with  individual  physicians 
in  their  offices  rather  than  groups  of  physicians 
in  their  hospitals  as  was  done  in  the  Charleston 
project. 

They  believe,  too,  that  the  volunteer  partici- 
pation factor,  plus  the  confidentiality  of  patient 
records  and  the  anonymity  of  the  participating 
physician  to  the  peer  panels  will  serve  to  make 
the  project  more  palatable.  They  are  confident 
that  while  some  may  recoil  at  the  words  “peer 
review,”  that  term  does  fall  more  gently  on  the 
ears  than  “third  party  review.” 

Hamaty  and  his  associates  do  not  pretend  that 
they  have  devised  a completely  foolproof,  bug- 
less system  that  is  beyond  criticism.  But  they 
have  tried  to  build  in  as  many  safeguards  as 
possible. 

Certainly,  this  project,  representing  as  it  does 
a radical  departure  from  the  past,  warrants  de- 
bate and  constructive  criticism.  But  before 
opinions  are  voiced,  all  physicians  in  the  State 
should  read  Hamaty ’s  article. 

The  Journal  invites  comments. 


To  Relieve  Suffering 

Although  the  specific  objectives  of  the  physician 
in  his  practice  may  vary  from  generation  to  gen- 
eration, the  overall  goals  of  saving  life,  relieving 
suffering,  and  limiting  disability  remain  the  major 
commitments  of  the  medical  profession. 

In  earlier  days,  when  average  life  expectancy 
was  much  lower  than  at  present,  saving  life  and 
relieving  suffering  often  went  hand  in  hand.  If  the 
patient  recovered  from  his  illness,  he  could  look 
forward  to  years  of  life  in  relative  comfort.  The 
nature  of  illness  which  the  physician  now  treats  has 
changed.  Today  he  is  greatly  concerned  with  the 
diseases  of  older  age,  the  so-called  chronic  or  degen- 
erative diseases.  The  physician  who  treats  these 
patients  no  longer  expects  a “cure”  but  attempts  to 
alleviate  the  discomfort  and  limit  the  disability  of 
the  disease.  He  becomes  more  concerned  with  these 
than  with  saving  life.  When  a chronic  disease 
threatens  life,  the  M.  D.  faces  a dilemma. 

Procedures  aimed  at  extending  life  may  merely 
extend  the  patient’s  suffering.  Death  ends  it.  Yet 
the  physician  feels  obligated  not  to  accept  this  fatal 
solution.  Although  the  end  of  life  is  as  natural  as 
its  beginning,  still  many  physicians  appear  to  be- 
lieve that  their  main  task  is  to  defeat  death.  Some 
psychiatrists  have  suggested  that  fear  of  death  is  a 
strong  motivating  force  in  inducing  many  individuals 


to  select  a career  in  medicine.  If  so,  this  may  ex- 
plain some  of  the  physician’s  apparent  unwillingness 
to  accept  death  as  a desirable  solution  to  the  problem 
of  human  suffering. 

The  death  of  Dr.  Philip  Blaiberg,  the  then  longest 
surviving  heart  transplant  patient,  has  refocused 
attention  on  the  whole  question  of  the  physician’s 
role  in  the  handling  of  the  chronic  disease  sufferer. 
Following  the  report  of  Doctor  Blaiberg’s  death, 
some  medical  spokesmen  called  for  renewed  vigor  in 
the  battle  to  make  organ  transplantation  successful. 
Others  used  this  event  to  suggest  that  what  is  needed 
is  a careful  reappraisal  of  the  whole  problem.  They 
asked  whether  the  prolongation  of  life  by  organ 
transplantation  has  not  frequently  produced  an  in- 
tolerable increase  in  suffering  and  whether  this  is 
consistent  with  the  role  of  the  M.  D. 

In  an  article  entitled  “Science  and  Suffering” 
(Medical  Counterpoint,  July- Aug.  1969)  T.  F.  Hahn, 
M.  D.,  a district  health  director  in  North  Carolina, 
stresses  the  fact  that  many  great  “scientific  accom- 
plishments” of  medicine  have  created  more  suffering 
than  they  relieved.  Even  if  the  patient  has  obtained 
“a  few  more  months  of  life”  Doctor  Hahn  questions 
what  the  total  gain  has  been.  He  feels  that  many 
of  our  modern-day  medical  scientists  are  almost  en- 
tirely involved  with  techniques  of  prolonging  life 
or  changing  the  course  of  a particular  disease.  They 
are  not  concerned  that  these  techniques  in  turn  may 
produce  more  suffering,  possibly  of  a different  type, 
than  they  relieve. 

The  good  physician  is  a medical  scientist.  In  his 
practice,  however,  he  must  be  more.  He  must  con- 
sider the  total  effect  of  any  technical  procedure  on 
the  patient.  Unless  the  suffering  resulting  from  the 
procedure  is  significantly  outweighed  by  real  bene- 
fits in  life  expectancy  and  relief  of  untoward  symp- 
toms, the  physician  should  seriously  question  the 
wisdom  of  the  procedure  no  matter  how  “scientific” 
it  may  be. — Massachusetts  Physician. 


Blue  Shield  Annual  Report 

Membership  in  the  74  Blue  Shield  plans  in  the 
United  States,  Puerto  Rico  and  Moncton,  New 
Brunswick,  increased  by  over  2.6  million  persons 
during  1969.  This  brings  the  total  enrollment  in 
Blue  Shield  member  Plans  to  63.4  million. 

These  facts  were  brought  to  light  in  the  1969 
Annual  Report  recently  released  by  the  National 
Association  of  Blue  Shield  Plans  (NABSB),  based 
in  Chicago. 

In  the  report,  John  W.  Castellucci,  president  of 
NABSP  stated  that,  “This  significant  increase  of 
4.38  per  cent  in  enrollment  over  1968  put  Blue  Shield 
in  the  position  of  providing  health  care  coverage 
for  31.25  per  cent  of  the  population  in  the  United 
States.” 

Blue  Shield  also  provides  services,  under  various 
government  programs,  for  an  additional  16.1  million 
persons. 
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23rd  Annual  Rural  Health  Conference 
At  Jackson’s  Mill  on  Oct.  1 

More  than  300  persons  are  expected  to  attend  the 
23rd  Annual  Rural  Health  Conference  which  will  be 
held  at  Jackson’s  Mill  on  Thursday,  October  1. 
The  Conference  is  open  to  members  of  all  interested 
groups  and  an  invitation  to  attend  the  meeting  is 
being  extended  to  members  of  local  Farm  Bureaus, 
home  demonstration  councils,  agricultural  extension 
workers  and  personnel  of  local  health  departments. 


Roland  E.  Schmidt,  M.  D. 


The  Conference  is  sponsored  annually  by  the 
West  Virginia  State  Medical  Association  in  coopera- 
tion with  the  West  Virginia  Home  Demonstration 
Council,  the  Cooperative  Extension  Service  of  West 
Virginia  University,  the  State  Department  of  Health 
and  the  West  Virginia  Farm  Bureau. 

Dr.  Martha  Jane  Coyner  of  Harrisville,  Chairman 
of  the  Rural  Health  Committee  of  the  State  Medical 
Association,  will  call  the  meeting  to  order  in  the 
Assembly  Hall  promptly  at  10:00  A.M. 

Doctor  Coyner  announced  that  the  first  portion 
of  the  morning  program  will  be  devoted  to  a dis- 
cussion of  “Contemporary  Drug  Abuse — Its  Risks 
and  Complications.”  Participating  in  the  program 
will  be  students  from  the  West  Virginia  University 
School  of  Pharmacy,  who  have  conducted  educa- 
tional programs  on  drug  abuse  in  137  high  schools 
throughout  the  State  during  the  past  two  years.  It 
is  estimated  they  have  appeared  before  more  than 
60,000  students. 

The  next  speaker  will  be  Dr.  Roland  E.  Schmidt, 
Acting  Assistant  Dean  for  Curriculum  at  the  West 
Virginia  University  School  of  Medicine.  He  will  dis- 
cuss a new  change  in  the  curriculum  at  the  School 


of  Medicine  which  permits  fourth-year  medical 
students  to  spend  part  of  their  time  in  certain  com- 
munity hospitals  in  the  State  for  University  credit. 

Ample  time  will  be  allotted  for  a question  and 
answer  period  with  active  audience  participation. 

Luncheon  will  be  served  in  the  Mt.  Vernon  Dining 
Hall  at  12:15  P.M.  with  the  West  Virginia  State 
Medical  Association  as  host. 

Afternoon  Session 

Dr.  George  R.  Callender,  Jr.,  of  Charleston,  Presi- 
dent of  the  State  Medical  Association,  will  deliver 
the  address  of  welcome  at  the  opening  of  the  after- 
noon session. 

Mrs.  Raymond  Ewing,  R.  N.,  of  Charleston,  will 
describe  a program  entitled  “Health  Talkabouts” 
which  is  an  effort  to  stress  preventive  care  to 
help  ease  rural  health  problems. 

“Health  Talkabouts”  involve  health  personnel 
visiting  hollows  to  talk  about  such  subjects  as  first 
aid,  safety,  care  of  the  sick  at  home  and  the  signals 
of  cancer.  So  far  more  than  1,000  youths  and 
adults  in  20  communities  throughout  the  State  have 
participated  in  the  sessions  sponsored  by  the  West 
Virginia  University  Medical  Center  and  the  Ap- 
palachian Center,  which  directs  WVU’s  off-campus 
educational  programs. 

Six  rural,  non-farm  communities  on  dirt  roads  in 
central  West  Virginia  were  chosen  for  study.  They 
ranged  in  population  from  130  to  234  and  the  nearest 
medical  services  were  10  miles  away. 

The  remainder  of  the  afternoon  session  will  be 
devoted  to  a progress  report  on  the  recent  “West 
Virginia  Nutrition  Survey.”  The  speaker  will  be 
Miss  Margaret  Ferguson,  Director  of  the  Nutrition 
Bureau,  State  Department  of  Health. 

Advisory  Committee 

The  program  for  the  Conference  was  planned  by 
members  of  the  Advisory  Committee  to  the  State 
Medical  Association’s  Rural  Health  Committee. 

In  addition  to  Doctor  Coyner,  the  other  members 
are  Miss  Mildred  E.  Fizer,  State  Chairman,  4-H  and 
Youth  Development  Programs  and  Women’s  Ex- 
tension Education  Program;  Mrs.  Ancil  Peterson  of 
Horner,  President  of  the  West  Virginia  Home  Dem- 
onstration Council;  Miss  Gertrude  Humphreys  of 
Morgantown,  former  State  Extension  Home  Dem- 
onstration Leader;  Dr.  N.  H.  Dyer,  State  Director 
of  Health;  and  Mr.  E.  O.  Gregory  of  Buckhannon, 
Secretary  of  the  West  Virginia  Farm  Bureau. 


Martha  J.  Coyner,  M.  D. 


September,  1970,  Vol.  66,  No.  9 


325 


BARH  Plans  ‘Oktoberfest' 

For  Pipestem  Park 

“Communications”  will  be  the  theme  for  the 
Oktoberfest  ’70  program  to  be  sponsored  by  the 
Beckley  Appalachian  Regional  Hospital  at  Pipe- 
stem  Park,  near  Hinton,  October  7-9. 

Mr.  James  Harvey,  Executive  Director  of  the 
Hillcrest  Medical  Center  in  Tulsa,  Oklahoma,  will 
be  the  keynote  speaker,  and  he  will  present  his  ad- 
dress on  Wednesday  afternoon,  October  7.  The  next 
speaker  will  be  Dr.  Ken  Williams  of  the  Catholic 
Hospital  Association.  His  topic  will  be  “A  Dich- 
otomy— Medical  Staff  and  Hospital  Organization.” 

The  final  portion  of  the  afternoon  program  will 
be  a panel  discussion  of  “Comprehensive  Health 
Record.” 

On  Thursday  morning,  October  8,  Dr.  John  Lang, 
Consultant  for  Communications  at  George  Washing- 
ton University,  will  speak  on  “Effective  Person- 
to-Person  Communication.” 

There  will  be  a banquet  that  night  with  the  Rev. 
Shirley  Donnelly  of  Oak  Hill  serving  as  the  after- 
dinner  speaker. 

On  Friday  morning,  October  9,  there  will  be  a 
“Creative  Listening  Panel”  and  this  will  be  followed 
by  several  discussion  sessions.  The  final  event  of 
Oktoberfest  will  be  the  Conference  Summary  by 
Mr.  David  C.  Schmauss,  Administrator  of  the  hos- 
pital. 

Additional  information  may  be  obtained  by  con- 
tacting Dr.  Werner  Laqueur,  Appalachian  Regional 
Hospital,  Beckley. 


Three  Physicians  Are  Appointed 
To  UMW  Offices 

The  appointment  of  three  physicians  as  area 
medical  administrators  was  announced  recently  by 
Dr.  John  Newdorp,  Executive  Medical  Officer  for 
the  United  Mine  Workers  Welfare  and  Retirement 
Fund. 

Dr.  Samuel  C.  Gallup,  who  until  recently  was  a 
medical  officer  in  the  U.  S.  Army  stationed  at  Fort 
Sam  Houston,  Texas,  assumed  duties  in  the  Charles- 
ton office.  Dr.  Donald  R.  Chadwick,  Deputy  Director 
for  the  Regional  Medical  Programs  Service  of  the 
U.  S.  Public  Health  Service,  took  over  similar 
responsibilities  in  Beckley. 

Dr.  John  H.  Painter  of  Severna  Park,  Maryland, 
Preventative  Medicine  Officer  for  the  First  U.  S. 
Army,  began  work  in  the  Area  Medical  Office  in 
Knoxville,  Tennessee. 

Doctors  Gallup  and  Chadwick  succeeded  Dr. 
Deane  Brooke,  who  served  as  Area  Medical  Officer 
for  both  Charleston  and  Beckley.  He  will  remain 
with  the  Welfare  and  Retirement  Fund  for  several 
months  as  a consultant. 


W.  \ a.  Heart  Association  Meets 
At  Pipestem  This  Month 

The  Annual  Meeting  and  Scientific  Sessions  of 
the  West  Virginia  Heart  Association  will  be  held 
at  the  new  Pipestem  Resort  in  Summers  County, 
September  25-26. 


Richard  V.  Lynch,  Jr.,  M.  D.  Jim  Comstock 

Dr.  Richard  V.  Lynch,  Jr.,  of  Morgantown,  Pres- 
ident of  the  Association,  will  give  the  keynote 
address  at  the  General  Assembly  on  Friday  after- 
noon, September  25. 

Following  the  Assembly  session,  there  will  be 
panel  discussions  of  “New  Programs,”  to  be  led  by 
Dr.  Herbert  E.  Warden  of  Morgantown,  and  “More 
Money  for  Research?”  to  be  conducted  by  Doctor 
Lynch.  Following  these  sessions,  the  Assembly  will 
reconvene  for  the  election  of  new  board  members. 

There  will  be  an  evening  social  hour,  to  be  fol- 
lowed by  the  Annual  Membership  and  Awards 
Banquet.  Mr.  Jim  Comstock  of  Richwood,  Editor 
of  the  West  Virginia  Hillbilly , will  be  the  after 
dinner  speaker. 

Saturday  Morning  Sessions 

There  will  be  scientific  sessions  for  both  medical 
and  non-medical  personnel  on  Saturday  morning, 
September  26. 

The  session  for  medical  personnel  will  include 
the  following  papers: 

“Disorders  of  Lipid  Metabolism  Leading  to 
Coronary  Atherosclerosis” — Robert  I.  Levy, 

M.  D.,  Molecular  Disease  Branch,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

“Treatment  of  Disorders  in  Lipid  Metabolism” 

— Margaret  Albrink,  M.  D.,  Professor  of  Medi- 
cine, West  Virginia  University  School  of 
Medicine,  Morgantown. 

The  non-medical  session  will  feature  the  follow- 
ing papers: 

“Am  I Having  a Coronary?” — Thomas  Mouser, 

M.  D.,  Fellow  in  Cardiology,  West  Virginia 
University  Medical  Center,  Morgantown. 

“Coronary  Artery  Disease  in  the  20th  Century” 

— Harold  Selinger,  M.  D„  Cardiologist,  Char- 
leston. 

Medical  and  non-medical  personnel  will  meet  to- 
gether in  late  morning  to  hear  a presentation  on 
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Convention  Story  Will  Appear 
In  October  Journal 

The  103rd  Annual  Meeting  of  the  West  Vir- 
ginia State  Medical  Association  was  being 
held  at  The  Greenbrier  in  White  Sulphur 
Springs  as  this  issue  of  The  Journal  went  to 
press. 

The  full  convention  story,  including  infor- 
mation concerning  new  officers  of  both  the 
State  Medical  Association  and  Auxiliary,  as 
well  as  heads  of  sections  and  affiliated  so- 
cieties and  associations,  will  be  carried  in  the 
October  issue. 


"Private  Coronary  Ambulance  Service”  by  Alex- 
ander W.  White  of  Watertown,  Massachusetts. 

Saturday  Afternoon  Session 

The  scientific  program  for  medical  personnel  Sat- 
urday afternoon  will  be  as  follows: 

“Coronary  Angiography,”  Harold  Selinger, 
M.  D.,  Cardiologist,  Charleston. 

“Indirect  Means  of  Coronary  Revasculariza- 
tion”— Robert  J.  Gardner,  M.  D.,  Instructor 
in  Surgery,  West  Virginia  University  School 
of  Medicine. 

“Direct  Coronary  Revascularization”— Thomas 
J.  Tarnay,  M.  D.,  Associate  Professor  of  Sur- 
gery, West  Virginia  University  School  of 
Medicine. 

Dr.  H.  Michael  Dean,  Assistant  Professor  of  Medi- 
cine at  the  West  Virginia  University  School  of 
Medicine,  will  give  a lecture  on  “Cardiopulmonary 
Resuscitation”  and  supervise  practice  sessions  for 
non-medical  personnel. 

A banquet  meeting  of  the  Board  of  Directors  Sat- 
urday night  will  bring  the  Annual  Meeting  to  a 
close. 


Doctor  Esposito  To  Present 
Eye  Course  in  Nevada 

Dr.  Albert  C.  Esposito  of  Huntington  will  present 
a course  in  “Anesthetic  Agents  in  Ocular  Surgery” 
at  the  annual  meeting  of  the  Academy  of  Ophthal- 
mology and  Otolaryngology. 

The  sessions  will  be  held  in  Las  Vegas,  Nevada, 
October  3-10,  with  more  than  8,000  EENT  specialists 
expected  to  attend. 

Doctor  Esposito’s  course  will  cover  techniques  in 
the  use  of  various  general  anesthetic  agents  in 
cataract  and  other  ocular  surgical  procedures,  plus 
changes  in  ocular  surgical  techniques  that  are 
recommended  when  using  these  agents. 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning  any 
change  in  address.  Notices  should  be  mailed 
to  Box  1031,  Charleston,  West  Virginia  25324. 


Radiology  College  To  Present 
Blaek  Lung  Programs 

The  American  College  of  Radiology  has  scheduled 
five  weekend  seminars  to  qualify  physicians  for 
participation  in  the  chest  x-ray  examination  pro- 
gram required  for  coal  miners  by  the  1969  Coal 
Mine  Safety  Act. 

The  sessions  on  identification  and  classification  of 
coal  workers’  pneumoconiosis  were  devised  by  the 
College  to  assist  the  Public  Health  Service  Bureau 
of  Occupational  Safety  and  Health  in  obtaining 
chest  x-ray  examinations  on  some  100,000  under- 
ground coal  miners  before  next  July,  as  required 
by  the  law. 

One  of  the  sessions  will  be  held  September  12-13 
at  the  Heart-of-Town  and  Daniel  Boone  Hotels  in 
Charleston. 

Other  sessions  will  be  October  11-12  at  the  Chase 
Park  Plaza  Hotel  in  St.  Louis,  Missouri;  November 
14-15  at  the  Andrew  Johnson  Hotel  in  Knoxville, 
Tennessee;  December  13-14  at  the  Brown  Palace 
Hotel  in  Denver,  Colorado;  and  January  16-17  at 
the  Pittsburgh  Hilton  Hotel  in  Pittsburgh. 

Dust  retention  disease,  such  as  pneumoconiosis, 
presents  much  subtler  x-ray  signs  in  early  stages 
than  do  many  other  diseases  commonly  diagnosed 
by  chest  x-ray,  according  to  a news  release  from 
the  College  of  Radiology.  Both  the  Public  Health 
Service  and  the  College  felt  it  important  to  help 
physicians  in  the  mining  regions  to  improve  their 
recognition  of  pneumoconiosis  and  their  use  of  the 
International  Labor  Organization  and  Union  Inter- 
national Contre  Cancer/Cincinnati  classification 
system. 

The  Public  Health  Service  will  require  attendance 
at  an  approved  course  or  the  submission  of  six 
properly  classified  chest  films  as  alternate  criteria 
for  qualifying  to  participate  in  the  program.  In 
the  initial  round,  the  chest  x-ray  will  be  used  as 
the  basic  method  of  assessing  the  miner.  Later,  the 
Public  Health  Service  hopes  to  add  pulmonary  func- 
tion and  other  tests. 

Among  the  faculty  members  for  the  coming  con- 
ferences are  Drs.  Eugene  P.  Pendergrass  of  Phila- 
delphia, George  Jacobson  of  Los  Angeles,  Benjamin 
Felson  and  Jerome  Wiot  of  Cincinnati,  Leonard 
Bristol  of  Saranac  Lake,  New  York,  Howard  Van 
Ordstrand  of  Cleveland,  Oscar  Sander  of  Milwaukee, 
E.  Dale  Trout  of  Corvallis,  Oregon,  and  others. 

Each  conference  will  be  limited  to  200  active 
participants.  Physicians  wishing  to  enroll  should 
write  to  the  Washington  Office  of  the  American 
College  of  Radiology,  6900  Wisconsin  Avenue, 
Chevy  Chase,  Maryland  20015. 


Doctor  Cornwell  Is  Elected 

Dr.  Forest  A.  Cornwell  of  Beckley  has  been 
elected  Medical  Director  of  the  Mountaineer  Fam- 
ily Health  Plan,  which  has  headquarters  in  Beckley. 
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Looking  Back  10  Years  . . . 


This  picture  was  taken  during  the  Annual  Meeting  of  the 
West  Virginia  State  Medical  Association  in  1960.  Pictured 
second  from  left  is  Dr.  C.  Vincent  Askey,  who  at  that  time 
was  serving  as  President  of  the  American  Medical  Associa- 
tion. Others  in  picture  (left  to  right)  are:  Dr.  Frank  J. 
Holroyd  of  Princeton;  the  late  Dr.  C.  B.  Pride  of  Morgantown; 
and  Dr.  C.  A.  Hoffman  of  Huntington. 


Cleveland  Clinic  Announces 
New  Course  Schedule 

The  Cleveland  Clinic  Educational  Foundation  has 
announced  a schedule  of  19  postgraduate  medical 
education  courses  for  the  1970-71  academic  year. 
The  courses  and  dates  are  as  follows: 

October  2 — “Medical  Technology.” 

November  11-12 — “Diagnostic  Procedures  in  Gas- 
troenterology.” 

December  9-10 — “Ocular  Surgery,  Glaucoma  and 
External  Disease.” 

January  13-14 — “Fifty  Years  of  Surgical  Prog- 
ress.” 

January  20-21 — “Orthopaedic  Challenges  — Re- 
constructive and  Post  Traumatic.” 

January  27-28 — “New  Developments  in  Special 
Procedures,  Complications  and  Legal  Implications 
in  Radiology.” 

February  3-4 — “General  Practice.” 

February  10-11 — “Disorders  of  the  Red  Cell.” 
February  24-25 — “A  Review  of  the  Connective 
Tissue  Diseases  by  Systems:  Manifestations  and 

Management.” 

March  3-4 — “Update  1971 — Selected  Topics  in 
Nursing.” 

March  10-11 — “Advances  in  Urology.” 

March  17-18 — “Blood  Banking.” 

March  24-25 — “Medical  Progress  and  Its  Rela- 
tionship to  Dentistry.” 

March  31-April  1 — “Updating  Neurology.” 

April  5-6 — “Second  Annual  Cleveland  Clinic 
Sports  Medicine  Symposium.” 

April  14-15 — “Symposium  in  Anesthesiology.” 
May  12-13 — “Practical  Dermatology.” 

May  19-20 — “Contact  Lens  Symposium.” 

June  10-11 — “Postgraduate  Course  in  Dietetics.” 
Additional  information  and  detailed  programs 
may  be  obtained  by  writing  to:  Director  of  Educa- 
tion, The  Cleveland  Clinic  Educational  Foundation, 
2020  East  93rd  Street,  Cleveland,  Ohio  44106. 


ACP  Offers  25  Courses 
During  1970-71 

The  American  College  of  Physicians  has  an- 
nounced a schedule  of  25  postgraduate  medical 
education  courses  for  the  1970-71  academic  year. 

Tuition  fees  for  each  course  are  $80  for  Members 
and  Fellows  of  the  ACP,  $125  for  nonmembers  and 
$40  for  candidate  members. 

Detailed  information  about  the  courses  may  be 
obtained  by  writing  to  Dr.  Edward  C.  Rosenow, 
Executive  Director,  American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  Pennsylvania  19104. 

The  schedule  of  courses  is  as  follows: 

September  1-3 — “Dermatological  Diagnosis  and 
Treatment  for  the  Internist,”  Baltimore. 

September  9-11 — -“Renal  Disease:  Pathophysio- 

logy, Diagnosis  and  Management,”  Rochester,  Min- 
nesota. 

September  14-18 — “Advances  in  Internal  Medi- 
cine,” San  Francisco. 

October  5-7 — “Recent  Advances  in  Gastroenter- 
ology,” Mexico. 

October  5-9 — -“Basic  Mechanisms  in  Internal 
Medicine,”  Richmond,  Virginia. 

October  12-16 — -“Interviewing,  Data  Gathering 
and  Record  Systems  for  the  1970’s,”  East  Lansing, 
Michigan. 

October  20-23 — “Neurological  Aspects  of  Internal 
Medicine,”  Durham,  North  Carolina. 

October  26-28 — “New  Concepts  in  Basic  and  Ap- 
plied Hematology,”  Philadelphia. 

November  11-13 — “Genetics  for  the  Internist,” 
New  York  City. 

January  13-15 — “Coronary  Atherosclerotic  Heart 
Disease:  Prevention,  Treatment  and  Rehabilitation,” 
Atlanta,  Georgia. 

January  18-22 — “Recent  Advances  in  Internal 
Medicine,”  Augusta,  Georgia. 

February  5-7 — “Recent  Advances  in  the  Im- 
munoprophylaxis and  Chemotherapy  of  Infectious 
Diseases,”  Tucson,  Arizona. 

February  17-19  — “Medical  Complications  in 
Pregnancy,”  Los  Angeles,  California. 

March  8-12 — “Advances  in  Medical  Oncology,” 
Houston,  Texas. 

March  15-18 — “Modern  Advances  in  Hematol- 
ogy,” New  York  City. 

April  5-9 — “Recent  Advances  in  Cardiovascular 
Disease,”  New  York  City. 

April  19-21 — “Clinical  Pharmacology  with  Em- 
phasis on  Newer  Drugs,”  Ann  Arbor,  Michigan. 

April  26-30 — “Alcoholism  and  Chronic  Liver 
Disease,”  Boston,  Massachusetts. 

May  10-14 — “Intensive  Care  Units,”  New  York 
City. 

May  19-21 — “Immunologic  Concepts  of  Hyper- 
sensitivity in  Man,”  Buffalo,  New  York. 
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May  24-28 — “Clinical  Endocrinology:  Physiolog- 
ical Basis  for  Current  Diagnostic  and  Therapeutic 
Procedures,”  Ann  Arbor,  Michigan. 

May  26-28 — -“Clinical  Auscultation  of  the  Heart,” 
Washington,  D.  C. 

June  1-4 — -“Selected  Topics  on  the  Pathophysio- 
logy of  Clinical  Gastroenterology,”  San  Francisco. 

June  7-11 — -“Internal  Medicine:  Clinical  Prob- 

lems,” Cincinnati. 

June  28-July  2 — “Advances  in  Internal  Medi- 
cine: Recent  Perspectives,”  Banff,  Alberta,  Can- 

ada. 


Dr.  Buford  McNeer  Completes 
Army  Course 

Dr.  Buford  W.  McNeer  of  Hinton  has  graduated 
from  the  U.  S.  Army  War  College  Non-Resident 
Instruction  Course  at  Carlisle  Barracks,  Pennsyl- 
vania. 

The  two-year  curriculum,  which  follows  the  same 
pattern  as  that  of  the  10-month  resident  course, 
is  designed  to  prepare  senior  officers  of  all  services 
for  top  level  command  and  staff  positions.  Doctor 
McNeer  holds  the  rank  of  Colonel  in  the  reserves, 
and  practices  family  medicine  and  office  ophthal- 
mology in  Hinton. 


176  Million  Americans  Have 
Health  Insurance 

A record  176  million  persons  in  the  United  States 
owned  some  form  of  private  health  insurance  at  the 
beginning  of  this  year. 

The  total — an  increase  of  more  than  6 million  over 
the  previous  year’s  high — represents  a four  per  cent 
increase  over  the  number  of  persons  insured  at  the 
beginning  of  1969. 

These  figures  were  provided  by  the  Health  Insur- 
ance Institute. 

A year  ago,  over  169  million  people  in  the  United 
States  had  private  health  insurance,  and  received 
benefits  of  $12.2  billion. 

The  latest  figures  bring  the  total  number  of  people 
with  private  health  insurance  to  about  seven  out  of 
eight  in  the  United  States.  Previously  it  was  six  out 
of  seven. 

The  Institute  estimates  that  1969  saw  increases  in 
the  number  of  persons  protected  by  all  major  forms 
of  private  health  insurance. 

Surgical  expense,  which  helps  pay  the  cost  of  oper- 
ations, was  up  by  more  than  5 million  people  with 
161  million  protected  by  this  insurance. 

Medical  expense  insurance,  which  helps  pay  for 
non-surgical  care  by  physicians,  was  held  by  136 
million  people,  up  from  129  million. 

Major  medical  expense  insurance,  the  type  that 
helps  pay  for  virtually  all  care  and  treatment  pre- 
scribed by  a physician,  was  owned  by  72  million  per- 
sons— an  increase  of  more  than  5 million. 


lBtli  Annua]  Medical  Seminar 
In  Bluefield,  Oct.  15 

The  18th  Annual  Medical  Seminar  of  the  Blue- 
field  Sanitarium  and  affiliated  clinics  will  be  held 
in  Bluefield  on  October  15  at  the  Bluefield  Country 
Club. 


Charles  E.  Hess,  M.  D.  Joseph  Ransohoff,  M.  D. 

The  scientific  program  will  begin  at  2 P.M. 
Speakers  will  include  Dr.  Joseph  Ransohoff  of  the 
New  York  University  Medical  Center;  Dr.  Charles 
Hess  of  the  Department  of  Hematology,  University 
of  Virginia  Hospital,  Charlottesville;  Dr.  J.  P. 
Schrank  of  the  Department  of  Cardiology,  University 
of  Virginia  Hospital,  Charlottesville;  and  Dr.  Harry 
Meyer  of  the  National  Institutes  of  Health. 

There  will  be  a social  hour  at  6 P.M.,  followed 
by  dinner  at  7 P.M.  The  after  dinner  speaker  will 
be  Rear  Adm.  Franklin  H.  Price,  United  States 
Navy. 

Reservations  for  the  scientific  program  are  not 
necessary,  but  those  planning  to  attend  the  dinner 
should  contact  Dr.  William  F.  Hillier,  Jr.,  Chair- 
man of  the  Seminar  Committee,  Bluefield  Sani- 
tarium, Bluefield,  West  Virginia. 


Am.  Heart  Association  Prepares 
For  43rd  Annual  Meeting 

The  43rd  Annual  Scientific  Sessions  of  the  Ameri- 
can Heart  Association  will  be  held  at  Convention 
Hall  in  Atlantic  City,  New  Jersey,  November  12 
through  November  15. 

Seven  programs  on  Clinical  Cardiology  and  con- 
current sessions  on  various  phases  of  cardiovascular 
research  and  medicine  wil  be  presented.  There  will 
also  be  lectures,  panels,  symposia  and  the  screening 
of  new  films  on  cardiovascular  disease. 

A series  of  Cardiovascular  Conferences  will  be 
held  on  Thursday  evening,  November  12.  A special 
“Meet  the  Expert”  session  will  be  held  on  Saturday 
evening,  November  14,  for  talks  on  a variety  of 
cardiovascular  topics. 

Additional  information  about  the  program  is 
available  through  the  West  Virginia  Heart  Associa- 
thion,  211  Thirty-fifth  Street,  Charleston,  West 
Virginia  25304. 
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Hepatitis  Remains  A Problem 
In  West  Virginia 

Viral  hepatitis  (inflammation  of  the  liver)  is  still  a 
problem  in  parts  of  the  State.  Forty  cases  were  re- 
ported for  the  month  of  May  this  year  and  43  cases 
for  April.  With  the  arrival  of  vacation  season,  many 
West  Virginians  are  traveling,  camping,  swimming  and 
drinking  water  from  strange  sources.  Therefore,  it  is 
appropriate  that  certain  aspects  of  the  disease  and 
precautionary  measures  be  discussed. 

There  are  two  primary  types  of  viral  hepatitis: 
infectious  hepatitis  which  is  transmitted  from  person 
to  person  primarily  through  the  fecal-oral  route  by 
personal  contact  with  an  infected  person;  and  serum 
hepatitis  which  is  transmitted  through  injections  and 
blood  transfusions. 

The  symptoms  of  the  disease  make  a typical  case 
easy  to  recognize.  There  are  usually  a few  days  of 
low  grade  fever,  nausea,  weakness  and  vague  right 
upper  abdominal  soreness  followed  by  jaundice.  The 
jaundice  (or  yellowing)  is  usually  first  seen  in  the 
eyes  and  then  progresses  to  the  skin — the  cardinal 
symptom  of  hepatitis.  A large  proportion  of  cases,  30 
to  50  per  cent,  never  develop  jaundice,  making  the 
disease  difficult  to  diagnose  without  blood  tests.  The 
disease  occurs  with  greatest  frequency  in  children  and 
adolescents.  After  these  ages,  most  people  have  de- 
veloped antibodies,  perhaps  from  inapparent  infection, 
and  are  much  less  susceptible  to  the  disease.  The 
disease  is  usually  treated  with  rest  and  High  protein 
diet.  The  illness  lasts  from  10  days  to  a month  or 
more  with  slow  and  gradual  recovery  and  no  residual 
effect  in  more  than  99  per  cent  of  the  cases.  In  older 
persons  the  disease  is  often  more  severe  and  the  period 
of  recovery  longer. 

The  infectious  agent  of  hepatitis  has  never  been 
isolated,  but  is  thought  to  be  a virus.  It  is  excreted 
in  the  stools  and  carried  in  excretions  from  several 
days  before  onset  of  jaundice  to  about  seven  days 
after.  The  primary  means  of  transmission  is  personal 
contact  with  an  infected  individual,  but  the  disease 
is  often  transmitted  by  water,  food  or  milk,  which  has 
been  contaminated  with  the  infectious  agent.  Hypo- 
dermic needles  contaminated  with  blood  from  previous 
injections  and  then  inadequately  sterilized  are  an- 
other occasional  mode  of  transmission.  The  symptoms 
of  hepatitis  usually  appear  10  to  50  days  after  exposure 
with  an  average  of  about  25  days.  Serum  hepatitis  has 
a longer  incubation  period,  usually  from  45  to  60  days. 

The  frequency  of  hepatitis  in  the  population  appears 
to  be  subject  to  cyclic  and  regular  changes.  Most 
cases  are  reported  in  the  fall  and  winter  and  great 
peaks  in  incidence  of  the  disease  occur  every  seven 
years. 

A pamphlet  on  hepatitis  produced  by  the  West 
Virginia  State  Health  Department  is  available  upon 
request  from  the  Division  of  Communicable  Disease, 
1800  Washington  Street,  East,  Charleston,  West  Vir- 
ginia 25305. 
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The  following  is  a partial  list  of  national,  state  and 
district  medical  meetings  scheduled  in  the  coming 
months. 

1970 

Sept.  9-11 — Med.  Soc.  of  D.  C.,  Washington. 

Sept.  10-12 — Am.  Assn,  of  Ob.  & Gyn.,  Hot  Springs,  Va. 
Sept.  11-19 — Am.  Soc.  of  Clin.  Path.,  Atlanta. 

Sept.  11-19 — Col.  of  Am.  Path.,  Atlanta. 

Sept.  14-17 — Am.  Hosp.  Assn.,  Houston. 

Sept.  22-24 — Ky.  Medical,  Louisville. 

Sept.  25-26 — Ohio  Chap.,  ACS,  Columbus. 

Sept.  25-26 — W.  Va.  Heart  Assn.,  Pipestem  State  Park. 
Sept.  25-Oct.  1 — AAGP,  San  Francisco. 

Oct.  1 — Rural  Health  Conference,  Jackson’s  Mill. 

Oct.  3-4 — Am.  Assn,  of  Oph.,  Las  Vegas. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 

Oct.  9-10 — Florida  Diabetes  Assn.,  Ft.  Lauderdale. 
Oct.  11-14 — Virginia  Medical,  Richmond. 

Oct.  12-16 — ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 

Oct.  26-30 — Am.  Assn,  of  Pub.  Health  Phys.,  & Am. 
Pub.  Health  Assn.,  Houston. 

Nov.  10-17 — Am.  Heart  Assn.,  Atlantic  Citv. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago 
Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 


1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  18-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Jan.  31 — 4th  Mid-Winter  Conf.  on  Chest  Diseases, 
Charleston. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-24 — Am.  Acad,  of  Allergy,  Chicago. 

Feb.  20-27— Am.  Soc.  of  Clin.  Path  & Col.  of  Am.  Path., 
Las  Vegas. 

March  6-11 — Am.  Acad,  of  Orth.  Surg.,  San  Francisco. 
March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  26-28 — Am.  Soc.  of  Int.  Med.,  Denver. 

March  28-April  2 — ACP,  Denver. 

March  29-April  3 — Am.  Col.  of  Rad.,  St.  Louis. 

April  18-22 — Am.  Assn,  of  Neu.  Surg.,  Houston. 

April  26 — May  1 — Am.  Acad,  of  Neurology,  New  York. 
April  26-28 — Am.  Assn,  for  Thoracic  Surg.,  Atlanta. 
April  28-May  1 — W.  Va.  Chap.,  ACS,  White  Sulphur 
Springs. 

April  29 — May  1 — Am.  Ped.  Soc.,  Atlantic  City. 

April  29-May  2 — W.  Va.  Chap.,  AAGP,  Wheeling. 

May  1-5 — Am.  Psy.  Assn.,  Washington. 

May  3-7 — Am.  Col.  of  Ob.  & Gyn.,  San  Francisco. 

May  10-14 — Ohio  Medical,  Columbus. 

May  16-19 — Am.  Thoracic  Soc.,  Los  Angeles. 

May  16-20 — Am.  Derm.  Assn.,  Sky  Top,  Pa. 

May  16-20 — Am.  Urol.  Assn.,  Chicago. 

June  17-18 — Am.  Rheumatism  Assn.,  New  York. 

June  20-24 — AMA,  Atlantic  City. 

June  22-23 — Am.  Diabetes  Assn.,  San  Francisco. 

Aug.  23-26 — Am.  Hosp.  Assn.,  Chicago. 

Sept.  9-11 — Am.  Assn,  of  Ob. -Gyn.  Hot  Springs,  Va. 
Sept.  20-24 — Am.  Acad,  of  Oph.  and  Otol.,  Las  Vegas. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  con 
vulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and 
well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 
High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited 
through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  city  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Cor  din  at  or  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.  D.  (3)  Charles  W.  Neville,  Jr.,  M.  D. 
Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 


BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND 

STREET 

BLUEFIELD, 

W.  VA. 

SURGERY 

OBSTETRICS  & GYNECOLOGY 

General: 

HAMPTON  ST.  CLAIR.  M.  D. 

R.  S.  GATHERUM.  JR..  M.  D 
LAWRENCE  D.  MULLIN,  M.  D. 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN,  M.  D. 
FREDERICK  T.  EDMUNDS,  M,  D 
M.  S.  HAJJAR.  M.  D. 

KEITH  EDWARDS,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D 
JAMES  P.  THOMAS,  M.  D 

Orthopedic: 

R.  R.  RAUB,  M.  D 

INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 
KARL  E.  WEIER.  M.  D. 

H.  F.  WARDEN.  JR..  M.  D. 
C.  D.  PRUETT,  M.  D 
R.  O.  ROGERS,  JR..  M.  D. 

Neurosurgery: 

E.  L.  GAGE,  M.  D. 

WM.  F.  HILLIER,  M.  D. 
E.  L.  GAGE,  JR.,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL,  JR.,  M.D 
JOHN  J.  BRYAN,  M.  D. 

Urology: 

T.  B.  BAER,  M.  D. 
STEVE  J.  MISAK.  M.  D 

ROENTGENOLOGY 

S.  G.  DAVIDSON.  M.  D. 
GEORGE  C.  KING,  M.  D. 
JAMES  B.  PURKALL,  M.  D. 

Eye,  Ear,  Nose  & Throat: 
F.  D.  WHITE,  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 
E.  M.  SPENCER,  M.  D 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM.  M.  D 

BUSINESS  MANAGER 

JAMES  L.  FOSTER 

Septf.mber,  1970,  Vol.  66,  No.  9 


xv 


The  Month 

in  Washington 


A Democratic  and  a Republican  member  of  the 
House  Ways  and  Means  joined  to  introduce  The 
American  Medical  Association’s  Medicredit  plan  for 
federally  subsidized  national  insurance. 

The  co-sponsors  of  the  legislation  (H.R.  4567)  were 
Reps.  Richard  Fulton  (D.,  Tenn.)  and  Joel  T.  Broy- 
hill  (R.  Va.).  Both  are  members  of  the  House  Ways 
and  Means  Committee  which  has  jurisdiction  over 
such  legislation.  Soon  after  introduction  of  the 
Fulton-Broyhill  measure,  Rep.  Omar  Burleson  (D. 
Tex.),  also  a member  of  the  Ways  and  Means  Com- 
mittee, and  Rep.  John  Jarman  (D.,  Okla.),  chairman 
of  the  House  Commerce  Subcommittee  on  Health, 
introduced  an  identical  bill.  Other  members  of  the 
House  from  both  major  political  parties  indicated 
they  also  would  become  co-sponsors. 

Fulton,  who  18  months  ago  introduced  legislation 
based  on  the  Medicredit  principles  for  financing 
private  health  insurance  for  individuals,  told  the 
House  that  the  new  bill  “represents  ...  a vast  im- 
provement over  its  predecessor  by  reason  of  the  fact 
that  it  encompasses  a built-in  mechanism  for  cost 
control.”  He  referred  to  mandatory  peer  review. 

Speaking  for  himself  and  Broyhill,  Fulton  said  the 
time  for  national  health  insurance  has  come. 

“And  whether  we’re  talking  about  the  Rockefeller 
approach,  the  AFL-CIO  approach,  the  Kennedy  ap- 
proach, or  the  approach  taken  by  the  Committee  of 
100,  all  of  them  advocate  sweeping  changes  in  our 
health  care  system,”  Fulton  said. 

“An  across-the-board  national  health  insurance 
plan,  operated  regardless  of  need,  will  carry  a price 
tag  of  sobering  size.  And  no  such  plan  I have  yet 
seen  includes — at  least  to  my  satisfaction — a 
mechanism  which  promises  effective  cost  control  at 
the  taxpayers’  money. 

This  brings  us  to  an  essential  element  of  Medi- 
credit— its  provision  of  peer  review.  This  bill  calls 
for  a constant  and  unremitting  policing  mechanism.” 
The  other  two  parts  of  the  Medicredit  legislation 
would  provide  for  the  federal  government  financing 
or  assisting  in  the  financing  of  medical  and  hospital 
care  for  individuals  and  their  dependents  through 
participation  in  the  cost  of  insurance  policies  of 
their  choice — 100  per  cent  premium  payment  for  the 
low-income  groups,  and  graduated  participation  in 
the  payment  of  premiums  for  other  persons,  based 
on  their  federal  income  tax  liability. 
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8 From  the  Washington  Office  of  the  American 
Medical  Association. 


Congress  is  not  expected  to  take  up  this  year 
proposals  for  national  health  insurance.  But  re- 
action to  the  AMA  peer  review  plan  has  been  highly 
encouraging,  and  prospects  appeared  good  that  Con- 
gress would  approve  such  a plan  this  year  for  Medi- 
care and  Medicaid.  Sen.  Wallace  F.  Bennett  (R., 
Utah),  a Senate  Finance  Committee  member,  di- 
rected the  committee’s  staff  to  work  with  AMA  staff 
representatives  in  drafting  such  legislation  as  an 
amendment  to  a bill  revising  Medicare  and  Medi- 
caid. 

Bennett  said  that,  under  his  amendment,  review 
groups  would  have  responsibility  for  reviewing  “the 
totality  of  care  provided  patients — including  all 
institutional  care.”  That  responsibility  he  said, 
would  be  lodged,  “wherever  possible  and  wherever 
feasible”  at  the  local  community  level.  He  said: 

“Local  emphasis  is  necessary  because  the  practice 
of  medicine  may  vary,  within  reasonable  limits, 
from  area  to  area,  and  local  review  assures  greater 
familiarity  with  the  physicians  involved  and  ready 
access  to  necessary  data.  Priority  should  ge  given 
to  arrangements  with  local  medical  societies — of 
suitable  size — which  are  willing  and  capable  of 
undertaking  comprehensive  professional  standards 
review  . . . 

“Under  the  amendment,  the  Secretary  (of  Health, 
Education  and  Welfare)  could  use  state  or  local 
health  departments  or  employ  other  suitable  means 
of  undertaking  professional  standards  review  only 
where  the  medical  societies  were  unwilling  or  un- 
able to  do  the  necessary  work,  or  where  their  efforts 
were  only  pro  forma  or  token.  Let  me  emphasize 
as  strongly  as  possible  that  the  thrust  of  the  proposal 
is  to  have  physicians,  as  a group,  evaluate  physi- 
cians and  the  services  they  provide  and  order  as 
individuals.” 

Disciplinary  measures,  he  said,  would  be  in  pro- 
portion to  the  offense  and  could  include:  (1)  mone- 
tary penalties,  (2)  suspension  from  federal  pro- 
grams, (3)  exclusion  from  federal  programs  (4) 
civil  or  criminal  prosecution,  and  (5)  steps  leading 
to  the  suspension  or  revocation  of  professional 
licensure. 
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SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 


Radford,  Virginia 


James  P.  King,  M.  D. 
William  D.  Keck,  M.  D. 
Morgan  E.  Scott,  M.  D. 
David  S.  Sprague,  M.  D 
Edward  E.  Cale,  M.  D. 


STAFF: 

Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D. 
Delano  W.  Bolter,  M.  D. 
Davis  G.  Garrett,  M.  D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Card  McGraw,  Ph.  D. 
James  E.  Dublin,  Ph.  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 


Bluefield  Mental  Health  Center  1 09  E.  Main  Street,  Beckley,  W.  Va. 

525  Bland  St.,  Bluefield,  W.  Va.  Beckley  Mental  Health  Center 

David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 

Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.  D. 
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calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . without  pain,  inflammatory  reactions, 
induration  or  sloughing  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  “Calcium:  The  Ubiquitous 
and  Essential  Element"  and  for  samples. 


Jl  CARLTON  CORP 


Tenafly,  New  Jersey  07670 


Obituaries 


WILLIAM  PARKE  JOHNSON,  JR.,  M.  D. 

Dr.  W.  Parke  Johnson  of  Masontown,  Preston 
County,  died  on  July  26  after  an  extended  illness  at 
the  age  of  55. 

A native  of  New  York  City,  Doctor  Johnson  at- 
tended Columbia  College  and  received  his  M.  D. 
degree  at  the  George  Washington  University  School 
of  Medicine  in  1939. 

He  was  a Past  President  of  the  Preston  County 
Medical  Society  and  was  a member  of  the  West 
Virginia  State  Medical  Association  and  the  American 
Medical  Association.  He  also  was  a member  of  the 
American  Academy  of  General  Practice. 

Survivors  include  the  widow,  Mrs.  Frances  Stout 
Johnson;  a son,  William  Parke  Johnson  III  of  Mor- 
gantown; a daughter,  Mrs.  R.  D.  Richmond  of  Beck- 
ley;  a sister,  Mrs.  A.  P.  Navarro  of  Marshfield, 
Massachusetts;  and  two  grandchildren. 

it  it  It  it 

WILLIAM  FRED  RICHMOND,  M.  D. 

Dr.  W.  Fred  Richmond  of  Beckley,  died  of  an  ap- 
parent heart  attack  in  that  city  on  July  30.  He  was 
56. 

A native  of  Skelton,  Doctor  Richmond  attended 
West  Virginia  University  and  received  his  M.  D.  de- 
gree from  the  Medical  College  of  Virginia  in  1941. 
During  World  War  II,  he  served  as  a Captain  in  the 
Medical  Corps  of  the  United  States  Army. 

Doctor  Richmond  was  engaged  in  the  private 
practice  of  internal  medicine  in  Beckley. 

He  was  a former  President  of  the  Raleigh  County 
Medical  Society  and  was  Chairman  of  the  Nurses 
Liaison  Committee  of  the  West  Virginia  State  Medi- 
cal Association.  He  also  was  a member  of  the  Ameri- 
can Medical  Association,  the  American  Heart  Asso- 
ciation, the  American  Diabetic  Association  and  the 
West  Virginia  and  the  American  Society  of  Internal 
Medicine. 

Survivors  include  the  widow,  Mary  Jane  Rich- 
mond; a daughter,  Mrs.  John  White  of  Beckley;  two 
sons,  W.  F.  (Bill)  Richmond,  Jr.,  a second-year  law 
student  at  the  University  of  Tennessee,  and  John 
Richmond,  a medical  student  at  West  Virginia  Uni- 
versity; and  a brother,  Dr.  B.  B.  Richmond,  Jr. 

* w t»  * 

WILLIAM  HOWARD  RIHELDAFFER,  M.  D. 

Dr.  William  H.  Riheldaffer,  64,  died  on  July  7 
in  Birmingham,  Alabama,  where  he  resided  since 
leaving  West  Virginia  several  years  ago. 

He  was  born  in  Fairmont  and  attended  West 
Virginia  University  before  enrolling  at  the  Medical 
College  of  Virginia,  where  he  received  his  M.  D. 
degree.  He  previously  was  located  at  Lost  Creek, 


GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $1,500  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDONOUGH-CAPERTON-SHEPHERD-GOLDSMITH 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


\ 

therapeutically  effective 
-yet  simple  to  operate 


Your  practice  can  use  the  therapeutic 
advantages  of  Burdick  microwave  dia- 
thermy. Here  is  a modality  that  will  pro- 
duce a temperature  increase  of  7.81 c F. 
five  cms.  deep  in  muscle  tissue,  with  in- 
creased blood  flow,  vasodilatation  and 
increased  venous  return  in  normal  tissue. 

No  tuning,  no  applieator-to-skin  contact, 
no  toweling  — just  a quick  setting  for 
spacing  distance. 

MW-200  Features:  a single  power  control; 
counter-balanced  arm  for  easy  positioning 
to  any  treatment  situation;  convenient  dos- 
age charts.  A liberal  trade-in  on  your  old 
equipment  offers  an  additional  incentive  to 
see  your  Burdick  dealer  now. 

/ 

THE  MEDICAL  ARTS  SUPPLY 
COMPANY 

706-16  Fourth  Avenue  Phone:  522-8341 

HUNTINGTON,  WEST  VIRGINIA 
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OBITUARIES — ( Continued  ) 

Fairmont  and  Romney,  West  Virginia,  and  in  Chat- 
tanooga, Tennessee. 

During  World  War  II,  he  served  in  the  Medical 
Corps  of  the  United  States  Army  and  was  dis- 
charged with  the  rank  of  Lieutenant  Colonel. 

He  was  health  officer  of  the  Jefferson  County 
Health  Department  of  Birmingham,  1964-69,  and 
held  a faculty  appointment  as  Assistant  Professor 
of  Preventive  Medicine  at  the  University  of  Ala- 
bama Medical  Center. 

Survivors  include  two  daughters,  Mrs.  John  W. 
Gillespie  of  Birmingham  and  Mrs.  Donald  L.  Shotts 
of  Des  Plaines,  Illinois;  a son,  William  Howard, 
Jr.,  of  St.  Louis,  Missouri;  two  sisters,  Mrs.  Thomas 
C.  Kuhn  of  Fort  Pierce,  Florida,  and  Mrs.  George 
W.  Gehres  of  Jacksonville,  Florida;  and  11  grand- 
children. 


Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the 
insignia  of  the  West  Virginia  State  Medical 
Association,  is  kept  on  hand  at  all  times  at 
the  headquarters  offices  in  Charleston.  The 
price  of  each  emblem  is  $5.00  postpaid. 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 

Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 

Internal  Medicine: 

John  E.  Lenox,  M.  D. 

Ernest  G.  Guy,  M.  D. 

Young  J.  Song,  M.  D. 

Pediatrics: 

Donald  F.  Manger,  M.  D. 

Anesthesiology:  Dentistry: 

G.  E.  Hartle,  M.  D.  Glenn  B.  Poling,  D.  D.  S. 

Broaddus  Hospital  Resident  Staff: 

Mario  M.  Rosales,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Teodoro  A.  Darvin,  M.  D. 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


The  West  Virginia  Medical  Journal 


Westbrook 

Psychiatric  Hospital,  Inc. 
Richmond,  Virginia 


FOUNDED  1911 


PSYCHIATRY 

REX  BLANKINSHIP,  M.  D. 
Chairman,  Advisory  Group 

JOHN  R.  SAUNDERS,  M.  D. 
Medical  Director 

THOMAS  F.  COATES,  JR.,  M.  D. 
Assistant  Medical  Director 

OWEN  W.  BRODIE,  M.  D. 
Associate  in  Psychiatry 

M.  M.  VITOLS,  M.  D. 
Associate  in  Psychiatry 


NEUROLOGY 

GERALD  W.  ATKINSON,  M.  D. 
Associate  in  Neurology 

CHILD  PSYCHIATRY 

GILBERT  SILVERMAN,  M.  D. 
Associate  in  Child  Psychiatry 

ADMINISTRATION 

ROBERT  H.  CRYTZER 
Administrator 


THE  WHEELING  CLINIC 


EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
Hugh  R.  Holtrop,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 
Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Kathleen  Nickerson 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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PG  Medical  Course  in  Pittsburgh 

The  University  of  Pittsburgh  School  of  Medicine 
will  conduct  its  annual  postgraduate  course  on  Dis- 
eases Due  to  Immune  Mechanisms  September  21-25. 
Requests  for  information  should  be  directed  to  Dr. 
Leo  H.  Criep,  Course  Director,  Clinical  Immunology 
and  Allergy,  Veteran’s  Hospital,  University  Drive 
C,  Pittsburgh,  Pennsylvania  15240. 


Athletic  Injuries  Conference 
At  AMA  Meeting 

The  12th  National  Conference  on  the  Medical 
Aspects  of  Sports  will  be  held  at  the  Sheraton- 
Boston  Hotel  in  Boston,  Massachusetts,  on  Novem- 
ber 29  in  conjunction  with  the  Clinical  Meeting  of 
the  American  Medical  Association. 

The  meeting  is  sponsored  by  the  AMA  Committee 
on  the  Medical  Aspects  of  Sports,  of  which  Dr. 
Richard  W.  Corbitt  of  Parkersburg,  a Past  President 
of  the  West  Virginia  State  Medical  Association,  is 
a member. 

Included  in  the  program  will  be  forums  on  aquatic 
sports,  football  rules  and  injuries,  research  in 
injury  prevention,  drugs  in  sports,  injury  report- 
ing and  follow-up,  and  early  identification  of  ath- 
letic potential;  discussions  of  psychology  in  sports, 
emergency  and  public  health  aspects  of  sports,  girls 
in  sports  and  coeducational  athletic  teams;  and 


demonstrations  of  preventive  and  therapeutic  taping 
and  musculo-skeletal  aspects  of  preparticipation 
examination. 

Program  for  the  one-day  meeting  will  appear  in 
the  October  19  issue  of  The  Journal  of  the  American 
Medical  Association. 

Heart  Diagrams  Available 
From  Heart  Association 

Simple  line  drawing  of  the  heart’s  interior  and 
exterior  to  help  the  physician  explain  various  car- 
diovascular conditions  to  his  patients  are  now 
available  from  the  American  Heart  Association. 

Reproduced  on  both  sides  of  prescription-sized 
pads,  the  drawing  are  of  the  chambers  of  the  heart 
and  great  vessels  and  of  the  coronary  arteries. 
Thus,  the  physician  can  illustrate  certain  cardiovas- 
cular abnormalities  and  point  out  to  a patient  just 
where  his  attack  occurred,  where  a clot  has  blocked 
off  a branch  of  a coronary  artery,  and  the  area  of 
affected  heart  muscle. 

The  drawings  may  also  prove  useful  to  teachers 
in  medical  and  nursing  schools,  or  in  college  science 
classes. 

Supplies  of  the  pads  may  be  obtained  from  local 
Heart  Associations,  or  the  AHA  Distribution  De- 
partment, 44  East  23rd  Street,  New  York,  New 
York  10010. 


Ec- 

on- 

omy! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
1 44  tablets  in  1 2 rolls. 

ARCH  LABORATORIES 

||]  319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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WANTED 

Student  Health  Center  at  Virginia 
Polytechnic  Institute  has  opening  for 
Staff  Physician.  Good  fringe  benefits. 
Salary  $20  to  $22,000.  Ideal  area  for 
family  living.  For  further  information 
write  or  phone,  Emory  R.  Irvin,  M.  D., 
Director,  Student  Health  Center,  Vir- 
ginia Polytechnic  Institute,  Blacksburg, 
Virginia  24061.  Phone  703-552-6444. 


The  West  Virginia  Medical  Journal 


Interstate  PG  Medical  Association 
Announces  Annual  Session 

The  55th  Annual  Scientific  Assembly  of  the  In- 
terstate Postgraduate  Medical  Association  will  be 
held  at  the  Palmer  House  in  Chicago,  November  2-5. 

Some  of  the  nation’s  outstanding  clinicians  will 
submit  papers  at  the  scientific  sessions.  The  lecture 
program  will  be  supplemented  by  scientific  color 
television  presentations. 

On  Monday  evening,  November  2,  there  will  be 
a program  on  “Marriage  Counselling”  for  physicians 
and  their  wives.  Dr.  Morris  Fishbein  will  serve  as 
Moderator  and  participants  will  include  Drs.  Cath- 
erine L.  Dobson  of  Chicago  and  Robert  N.  Ruther- 
ford of  Seattle,  Washington. 

The  program  has  been  approved  for  20  hours  of 
elective  credit  by  the  American  Academy  of  General 
Practice.  A registration  fee  of  $25  will  be  charged. 

Additional  information  may  be  obtained  by  writ- 
ing to  Interstate  Postgraduate  Medical  Association, 
307  North  Charter  Street,  Madison,  Wisconsin 
52715. 


EMERGENCY  ROOM 
PHYSICIAN 

40-hour  week,  rotating  shifts. 
Opportunity  to  follow  patients 
on  the  floors  and  ICU. 

221  beds,  JCAH  accredited. 
Residencies  in  pathology, 
internal  medicine,  surgery. 

Pleasant  community, 

90,000  county  population. 

Clean  air,  clean  water. 

Minimum  guarantee,  $20,000  per  year. 
Salary  negotiable,  depending  on  interest, 
flexibility,  qualifications. 

Contact  Cordell  R.  Honrado,  M.  D. 

APPALACHIAN  REGIONAL  HOSPITAL 

P.  O.  Box  1149,  Beckley,  W.  Va.  25801 
or  call  304-252-5381 


The  H ARDING  H OSPITAL 

A fully  Accredited  Private  Psychiatric  Hospital 

WORTHINGTON 

OHIO 

For  the  Diagnosis  and  Treatment  of  Psychiatric  Disorders 

and  with 

Limited  Facilities  for  the  Aging 

GEORGE  T.  HARDING,  M.  D.  D.  L.  HANSON 

Medical  Director  Administrator 

Phone:  Columbus  614-885-5381 
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CLASSIFIED 

FOR  SALE — An  NCR  Class  42  Posting  and  Billing 
Machine.  Used  less  than  2 years.  Ideal  for  office  and 
small  clinic.  Keyboard  has  numerous  usual  services; 
turns  out  a neat  legible  manifold  statement,  fee  slip, 
ledger  card  and  daily  summary  in  one  operation.  Cost 
$3,000.  Contact  Dr.  William  S.  Sadler,  6475  Farmdale 
Road,  Barboursville,  W.  Va.  25504. 


WANTED — Pediatricians  and  family  physicians.  OEO 
Rural  Health  Program.  Practice  limited  to  hospital  and 
clinics.  Salary,  $22,000  to  $24,000.  Fringe  benefits. 
Write  Medical  Director,  Mountaineer  Family  Health 
Plan,  Inc.,  Box  1149,  Beckley,  W.  Va.  25801. 


WANTED — An  internist  and  one  or  two  general 
practitioners  in  Grafton.  New  hospital  under  con- 
struction, new  school  funded,  new  and  extensive 
recreational  facilities  and  new  industries.  Opportunity 
unlimited  for  industrious  and  qualified  physicians. 
Located  26  miles  from  WVU  Medical  Center.  Contact 
Dr.  Wallace  B.  Murphy,  Chief  of  Staff,  Grafton  City 
Hospital,  Grafton,  W.  Va.  26354. 


AVAILABLE — Medical  office,  3,500  square  feet  and 
fully  equipped  and  furnished.  Air-conditioned  and 
wall  to  wall  carpeting.  Complete  x-ray  and  laboratory 
furnished.  Contact  W.  Paul  Bradford,  1201  Fifth  Street, 
Moundsville,  W.  Va.  Phone:  (304)  845-1350  or  845-40C8. 


FOR  RENT — Office  space  directly  in  front  of  the 
emergency  room  at  Herbert  J.  Thomas  Memorial  Hos- 
pital, 428  Division  Street,  South  Charleston  25309. 
1,200  square  feet.  Contact  Dr.  James  E.  Boggs  (Phone: 
346-5737)  or  Dr.  Ralph  J.  Holloway  (Phone:  768-7368). 


WANTED  IMMEDIATELY — General  practitioner  for 
a modem  40-bed  well-equipped  hospital.  Income 
limited  only  by  desire  and  ability.  Write  or  call 
Administrator,  Hampshire  Memorial  Hospital,  Rom- 
ney, W.  Va.  26757.  Phone  (304)  822-3514. 


WANTED — Credit  man  for  small  hospital  clinic 
group.  Must  have  practical  knowledge  of  all  third 
party  provider  services  and  possess  ability  to  person- 
ally inform  and  negotiate  with  patients.  Salary  will 
depend  on  qualifications.  Write  MDW.  The  West  Vir- 
ginia Medical  Journal,  Box  1031,  Charleston,  W.  Va. 
25324. 


WANTED — General  practitioner  or  internist  to  join 
established  partnership  general  practice.  Local  hos- 
pital, population  3,000,  county  seat  with  drawing  area 
of  27,000.  Twenty-five  miles  from  University  Medical 
Center.  Drs.  Davis  & Gainer,  410  East  Main  Street, 
Kingwood,  W.  Va.  26537.  Phone  (304)  329-0780  collect. 


FOR  SALE — Well-established  practice  of  internal 
medicine.  Fully  equipped  office  with  complete  x-ray 
and  Laboratory.  If  interested  in  equipment  only, 
please  write  for  detailed  description.  Gerald  J.  Eder, 
M D.,  1422  Morris  Court,  Huntington,  West  Virginia 
25701.  Phone  (304)  529-4421. 


FOR  SALE  — Physician’s  house,  including  office 
equipment.  Established  practice  with  an  easy  yearly 
income  of  $15,000  to  $20,000.  If  interested  call  658-4471 
or  write  Dr.  N.  F.  Sabbagh,  Ansted,  W.  Va.  25812. 


WANTED — GP  for  Northern  West  Virginia  town  of 
3,000.  Good  schools,  recreational  facilities  and  shop- 
ping. Fifteen-minute  drive  from  hospital.  Excellent 
practice  opportunity.  Contact  Mr.  Claud  C.  Kendall, 
12  Jefferson  Street,  Mannington,  W.  Va.  Telephone: 
986-1242. 


AVAILABLE — Physician  seeking  full  or  part-time 
employment  in  clinic,  hospital  or  as  associate  in 
practice.  Licensed  in  West  Virginia.  Contact  EWF, 
The  West  Virginia  Medical  Journal,  Box  1031,  Charles- 
ton, West  Virginia. 


PHYSICIANS  WANTED — Due  to  death  and  retire- 
ment, general  practitioners  and  all  varieties  of  spe- 
cialists are  needed  in  Clarksburg  area.  Financial  help 
provided.  Contact  Dr.  Herman  Fischer,  Recruitment 
Committee  Chairman,  224  W.  Olive  Street,  Bridgeport. 
W.  Va.  26330. 


WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County)  West 
Virginia,  situated  to  serve  the  communities  of  Short 
Gap,  Springfield  and  Green  Spring.  Excellent  oppor- 
tunity for  an  ambitious  physician.  For  information  on 
possible  assistance  in  establishing  office  facilities,  con- 
tact Doctor  Committee,  Fort  Ashby  Lions  Club,  Fort 
Ashby,  W.  Va.  26719. 


OB-GYN  RESIDENCY — Approved  three-year  pro- 
gram. Position  available  for  first  year.  A program 
designed  to  prepare  for  complicated  obstetrics  and 
general  gynecologic  surgery.  Abundant  indigent  ex- 
perience. Active  education  programs  in  the  other 
departments.  Contact  Director  of  Medical  Education, 
Memorial  Hospital,  3200  Noyes  Avenue,  Charleston, 
W.  Va.  25304. 


RESIDENCIES  AVAILABLE  — Resident  positions 
available  in  the  following:  First  and  second  year  posi- 
tions of  a fully  accredited  four-year  general  surgery 
residency.  One  position  available  in  the  first  year  and 
one  available  in  the  second.  Phone  or  write  to  the 
Director  of  Medical  Education,  Memorial  Hospital, 
Charleston,  W.  Va.  25304. 


WANTED — Two  general  practitioners  and  a pediatri- 
cian to  locate  in  a rapidly  growing  and  extremely 
progressive  community;  excellent  recreational  facilities; 
within  driving  distance  of  the  larger  metropolitan 
areas;  modern  45-bed  general  hospital,  fully  equipped 
and  staffed;  qualified  general  surgeon  in  residence. 
Write  HRL,  The  West  Virginia  Medical  Journal.  P.  O. 
Box  1031,  Charleston,  W.  Va.  25324. 


WANTED — Internist  urgently  needed  in  a growing 
northeastern  West  Virginia  community;  drawing  area 
is  approximately  23,000;  modem  hospital  with  excellent 
facilities;  office  space  available;  guaranteed  annual  in- 
come; centrally  located  for  vast  recreational  facilities. 
Write  RLH,  The  West  Virginia  Medical  Journal,  P.  O. 
Box  1031,  Charleston,  W.  Va.  25324. 


WANTED — Physician  wanted  to  staff  emergency 
'ilflSPm  in  a new  hospital  in  Princeton.  Progressive  and 
growing  community  with  many  recreational  facilities  in 
the  area.  Contact  the  Administrator,  Princeton  Mem- 
orial Hospital,  1332  Mercer  Street,  Princeton,  W.  Va. 
24740. 


XXIV 


The  West  Virginia  Medical  Journal 


The  West  Virginia 
Medical  Journal 


Presidential  Address* 

Maynard  P.  Pride,  M.  D. 


The  Author 
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T extend  sincere  thanks  to  all  of  you  for  the 

honor  and  privilege  o>f  representing  you  as  Pres- 
ident of  the  West  Virginia  State  Medical  Asso- 
ciation this  past  year.  This  has  been  a most 
pleasant  honor  and  responsibility.  I hope  that 
I have  discharged  the  duties  of  this  office  to  the 
satisfaction  of  all.  I can  assure  you  that  I have 
done  my  best  to  serve  you  and  to  advance  the 
aims  of  the  West  Virginia  State  Medical  Asso- 
ciation. 

Before  proceeding,  1 would  like  to  mention 
the  names  of  a few  who  have  helped  to  ease 
the  burden  of  the  past  year.  First,  of  course,  is 
my  wife,  Sue.  She  has  traveled  with  me  to  al- 
most all  of  the  meetings  I attended  as  your 
President.  And  her  advice  and  companionship 
have  been  a source  of  great  strength  and  com- 
fort for  me. 

I am  deeply  grateful  to  all  of  my  Morgantown 
colleagues,  especially  Drs.  E.  F.  Heiskell  and  W. 
E.  King.  They  answered  my  calls  and  took  care 
of  my  patients  while  I was  away. 

Thanks  to  Bill  Lively,  Ed  Hagan,  Mary  Hamil- 
ton and  Sue  Shanklin  at  our  State  Office  in 
Charleston  for  their  constant  help. 

.And  to  Mrs.  Joe  Jarrett  and  the  Auxiliary  for 
the  excellent  progress  they  have  made  in  ad- 
vancing their  goals.  I am  sure  the  Auxiliary 
members  and  their  husbands  will  lend  continued 
support  to  Mrs.  Robert  Tchou  during  the  coming 
year. 

My  gratitude  also  goes  out  to  all  of  the  county 
society  officers  and  members  who  made  our 
visits  to  the  various  areas  of  the  State  so  pleasant. 

And  finally,  I would  like  to  thank  those  mem- 
bers of  the  Association  who  agreed  to  serve  as 

^Presented  at  the  second  and  final  session  of  the  House 
of  Delegates,  103rd  Annual  Meeting  of  the  West  Virginia 
State  Medical  Association,  The  Greenbrier,  White  Sulphur 
Springs,  W.  Va.,  Saturday,  August  22,  1970. 


chairmen  and  members  of  our  various  com- 
mittees. 

Custom  dictates  that  I now  give  you  a brief 
account  of  the  activities  of  the  past  year  as  one 
of  my  final  official  acts  as  your  President.  In 
doing  this,  I shall  give  you  my  impression  of 
what  we  can  expect  in  the  future  and  my  opinion 
of  how  we  should  meet  future  challenges. 

Presidential  Travels 

All  of  you  know  that  this  office  requires  a 
great  deal  of  traveling  both  inside  and  outside 
West  Virginia.  Included  are  visits  to  medical 
association  conventions  in  neighboring  states,  as 
well  as  to  our  own  component  societies.  Also 
there  are  the  AMA  meetings  and  meetings  of 
committees  of  our  own  Association,  among 
others. 

We  attended  the  annual  meetings  in  the  states 
of  Kentucky,  Ohio,  Maryland  and  Pennsylvania, 
and  these  have  been  memorable  experiences. 
We  have  met  so  many  fine  friends  at  these 
meetings.  And  it  was  interesting  to  observe 
that  our  sister  state  associations  share  many 
problems  with  us. 

Our  travels  this  past  year  took  us  to  the  AMA 
mid-year  meeting  in  Denver  and  the  Annual 
Meeting  this  past  June  in  Chicago.  Other  officers 
of  the  Association  also  attended  these  important 
AMA  meetings.  We  organized  ourselves  in  such 
a fashion  that  we  were  able  to  spread  out  and 
cover  almost  every  committee  meeting  related 
to  the  AMA  House  of  Delegates— then  exchange 
information  at  the  end  of  each  day. 
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I would  urge  here  and  now  that  each  member 
of  the  Association  take  a renewed  interest  in 
the  American  Medical  Association.  This  is  im- 
portant because,  as  most  of  you  know,  we  plan 
to  nominate  our  own  Dr.  Carl  Hoffman  of  Hun- 
tington for  the  office  of  President  Elect  of  the 
AMA  at  the  Annual  Convention  next  year. 

Carl  has  an  excellent  chance  to  be  elected, 
but  much  help  is  needed.  The  initial  announce- 
ment of  Carl’s  candidacy  has  been  mailed  to  all 
.50  states  and  additional  literature  will  be  sent 
out  as  the  campaign  progresses. 

Other  meetings  that  were  very  informative 
for  me  as  President  included  the  Public  .Affairs 
Workshop  in  Washington,  the  AMA  Congress  on 
M edical  Education  in  Chicago,  and  West  Vir- 
ginia Regional  Medical  Program  meetings  in 
Morgantown. 

Physician-Student  Relations 

When  he  was  President  last  year,  Doctor  Cor- 
bitt initiated  programs  at  the  Medical  Center  in 
Morgantown  to  acquaint  students  with  the  prac- 
tice of  medicine  in  West  Virginia.  We  feel  that 
constant  contact  should  be  maintained  with  the 
medical  students.  Interest  in  the  students  such 
as  this  may  well  be  a deciding  factor  in  their 
plans  to  practice  in  West  Virginia. 

During  the  past  year  we  met  with  the  medical 
school  class  presidents  on  several  occasions. 
We  have  also  kept  in  touch  with  them  by  tele- 
phone. As  a result,  The  West  Virginia  Medical 
Journal  is  being  sent  to  all  students  at  West  Vir- 
ginia University  School  of  Medicine  with  the 
compliments  of  the  component  medical  societies. 
If  one  of  your  local  residents  is  attending  medical 
school  in  another  state,  let  Bill  Lively  know, 
and  the  student  will  be  added  to  The  Journal 
mailing  list. 

W e were  honored  by  the  appearance  of  Gov. 
Arch  A.  Moore,  Jr.,  before  an  assembly  of  the 
University  students,  house  staff  and  faculty.  He 
presented  the  opportunities  of  practice  in  West 
Virginia  in  excellent  fashion,  answering  all  ques- 
tions. This  was  very  helpful,  and  we  wish  to 
thank  him  for  taking  the  time  to  make  this  ap- 
pearance. 

Our  medical  scholarship  program  is  beginning 
to  pay  dividends.  Another  of  the  recipients,  Dr. 
Bill  Mossburg,  opened  his  practice  in  Morgan- 
town not  long  ago.  Several  recipients  still 
in  medical  school  have  told  me  they  plan  to 
practice  in  West  Virginia  after  fulfilling  their 
service  obligations.  From  the  report  of  your 
Scholarship  Committee  you  will  note  that  $5,000 
given  last  year  helped  complete  the  matching 


funds  of  $69,000.  We  have  been  assured  that 
each  recipient  receives  a note  when  he  obtains 
his  loan  stating  that  most  of  the  matching  funds 
were  supplied  by  the  West  Virginia  State  Medi- 
cal Association. 

Two  symposia  on  professional  liability  were 
presented  during  the  year,  first  in  Morgantown, 
then  in  Charleston.  Participating  were  Dean 
Paul  Selby  of  the  West  Virginia  University  Law 
School,  Dr.  Fred  Wright  of  the  School  of  Com- 
merce, and  Dr.  Robert  Nolan  of  the  Medical 
School.  These  sessions  probably  were  held  a 
little  too  late  in  the  year  for  maximum  atten- 
dance. There  have  been  several  requests  that 
the  program  be  repeated  next  year. 

I would  like  to  thank  Dean  Selby,  Doctor 
Wright  and  Doctor  Nolan  for  their  participation 
in  this  fine  program.  Their  presentations  were 
exceptional,  and  if  the  program  is  repeated,  I 
urge  you  not  to  miss  it. 

A great  void  in  our  medical  licensing  program 
has  been  the  lack  of  protection  for  the  physician 
taking  his  training  in  our  many  hospitals  through- 
out the  State.  The  Medical  Licensing  Board 
has  never  required  a license  of  a physician  in 
a training  program  based  in  a hospital.  How- 
ever, two  problems  have  evolved:  one,  they  are 
really  not  very  well  protected  legally;  and  two, 
they  are  unable  to  write  a prescription.  They 
can  treat  you,  reduce  your  fracture,  suture  your 
wounds,  but  they  cannot  write  a prescription. 
You  can  recognize  that  this  is  rather  absurd. 

Through  our  recommendation,  a temporary 
permit  has  now  been  made  available  to  any 
physician  in  a training  program.  This  will  cost 
him  $25,  with  this  being  applied  to  his  per- 
manent license  when  he  is  eligible  to  receive  it. 

This,  I believe,  will  do  two  things.  It  will 
make  internships  more  attractive  in  the  State, 
and  it  will  demonstrate  our  sincerity  in  wanting 
these  doctors  to  stay  in  West  Virginia. 

I would  like  to  thank  Licensing  Board  Chair- 
man, Dr.  Frank  J.  Holroyd,  and  the  Board 
Secretary,  Dr.  N.  H.  Dyer,  and  the  other  mem- 
bers of  the  licensing  board  for  making  this 
change  possible. 

Another  area  that  needed  attention  was  the 
improvement  of  relations  and  communications 
between  the  physicians  of  West  Virginia  and 
the  Medical  Center.  We  felt  that  there  was  a 
great  need  to  reactivate  the  West  Virginia  Uni- 
versity Liaison  Committee.  After  much  study, 
it  seemed  desirable  that  this  group  consist  of 
at  least  one  member  from  each  of  the  corn- 
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ponent  medical  societies.  This  may  seem  like  a 
rather  large  group,  but  it  has  the  advantage  of 
opening  a direct  line  of  communication  to  each 
society  and  to  each  area  of  the  State.  Our  first 
meeting  was  a tremendous  success,  and  I think 
that  future  meetings  will  be  to  the  benefit  of 
both  the  Medical  Center  and  the  Medical  Asso- 
ciation. We  are  pleased  that  the  Committee  will 
meet  with  the  new  Medical  School  dean  in 
September. 

Your  new  President— Dr.  George  R.  Callender, 
Jr.,— has  assured  me  that  he  feels  the  same  way, 
and  I am  sure  that  this  Committee  will  strengthen 
the  ties  of  the  Center  to  the  entire  State.  This 
Committee  gives  us  a base  to  work  out  our  many 
problems  that  confront  both  the  Center  and  the 
physicians. 

Another  Committee  that  has  been  where  the 
action  is  is  our  Committee  on  Medical  Educa- 
tion and  Hospitals. 

As  you  know,  last  winter,  the  Council  of  the 
.Association  adopted  the  policy  that  patient  care 
evaluation  should  be  the  area  of  primary  thrust 
in  continuing  medical  education  in  West  Vir- 
ginia in  the  future.  This  had  been  recommended 
by  the  Committee,  which  also  assisted  in  the 
development  of  a proposed  self-audit  program. 
This  program  would  be  conducted  by  the  State 
Medical  Association  through  a Regional  Medical 
Program  grant.  The  grant  application  has  been 
completed,  and  it  is  now  being  studied  by  the 
appropriate  authorities. 

This  may  or  may  not  be  the  final  answer  to 
peer  review  and  other  demands  by  third  parties, 
but  at  least  it  gives  us  a start.  We  may  be  able 
to  expand  from  this,  and  I can  assure  you  that 
your  Association  will  do  all  that  it  can  to  control 
this,  rather  than  have  someone  else  do  it. 

Another  activity  that  was  spawned  by  our 
Medical  Education  Committee  was  the  forma- 
tion of  the  Joint  Council  on  Teaching  Hospitals. 
It  is  through  this  organization  that  the  new 
curriculum  of  the  Medical  School  has  been  ex- 
panded. This  means  that  a great  many  fourth- 
year  students  will  be  going  out  into  the  State 
in  teaching  situations  for  the  first  time.  Details 
have  been  published  in  The  Journal  and  in  the 
Exhibit  Hall  by  Dr.  Roland  Schmidt.  We  think 
this  is  a great  advance.  How  well  they  like  it 
and  what  happens  in  the  future  will  depend 
upon  the  benefit  they  receive  from  it.  I hope  it 
is  successful  and  that  in  the  future  it  can  be 
expanded  to  other  areas  of  the  State. 

During  the  next  few  years  we,  as  physicians, 
will  be  faced  with  some  of  the  greatest  problems 


of  our  careers,  National  Health  Insurance- 
health  care  from  the  cradle  to  the  grave— looms 
in  the  future.  As  doctors,  we  have  the  respon- 
sibility of  constantly  striving  to  improve  the 
health  care  delivery  system.  We  must  try  to 
make  it  easier  for  people  to  obtain  good  health 
care.  But  there  exists  the  cold  reality7  that  there 
simply  is  not  enough  physician  personnel  to  sat- 
isfy all  of  the  demand. 

Our  medical  schools  are  trying  to  turn  out 
more  doctors,  but  still  the  supply  is  insufficient. 
A partial  solution  to  the  problem  may  be  in  the 
development  of  the  physician’s  assistant. 

However,  there  are  ways  that  your  time  and 
my  time  might  be  better  utilized  in  patient  care. 
We  are  confronted  with  many  obstacles  to  effi- 
cient medical  practice.  For  example:  The  in- 
creasing number  of  forms  and  reports  that  are 
supposed  to  be  filled  out  by  physicians  each 
year.  This  consumes  more  and  more  of  our  time, 
and  in  the  future  it  may  keep  physicians  from 
practicing  in  certain  areas. 

This  also  includes  many  of  the  tax  forms  that 
are  required.  For  example,  a physician  in  Mor- 
gantown must:  first,  obtain  a permit  to  practice 
in  the  City7;  then  pay  his  business  and  occupa- 
tion tax;  then  obtain  a permit  to  do  business  in 
West  Virginia;  then  pay  his  West  Virginia 
business  and  occupation  tax;  then  pay  his  State 
Income  Tax;  and  register  with  the  Licensing 
Board  as  a physician  every  two  years. 

On  top  of  this  there  are  all  of  the  forms  neces- 
sary for  the  employees.  These  take  up  valuable 
time  and  should  be  combined  where  possible. 
Therefore,  we  as  a profession  must  direct  our 
efforts  to  bring  this  problem  into  the  right  per- 
spective. We  must  be  the  leaders  rather  than 
the  followers;  we  must  be  the  speakers  rather 
than  the  listeners;  and  we  must  be  active  work- 
ers rather  than  sideliners. 

One  way  we  can  do  this  is  to  give  our  active 
support  to  WESPAC— the  West  Virginia  Medical 
Political  Action  Committee— and  its  national  af- 
filiate, AMPAC— the  American  Medical  Political 
Action  Committee.  There  is  nothing  sinister, 
wrong  or  unethical  about  our  work  with  these 
political  action  groups,  so  let  us  work  to  help 
decide  who  passes  the  laws  that  govern  us. 
Eventually  the  patient  will  benefit  if  we  can 
help  guide  the  proper  laws  through  our  Legis- 
lature and  our  Congress.  Incidentally,  I want 
to  congratulate  WESPAC  on  its  growth  and 
stepped  up  activities  this  year. 

Another  strength  of  our  .Association  is  the 
Executive  Committee.  Through  our  meetings 
during  the  year  there  was  a constant  exchange 
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of  ideas  among  the  past  presidents,  the  current 
president  and  the  incoming  officers.  In  dis- 
cussing many  of  the  problems  with  the  new  offi- 
cers, we  have  some  recommendations  that  might 
be  considered. 

—Continue  active  liaison  with  both  the  stu- 
dents, the  staff  and  faculty  of  the  West  Virginia 
University  Medical  Center. 

—Investigate,  as  ordered  by  the  Council,  the 
possibilities  of  involving  students  members  more 
actively  in  affairs  of  the  State  Medical  Associa- 
tion. 

—Have  the  President  Elect  visit  some  of  the 
county  societies  so  that  he  will  be  better  pre- 
pared to  assume  the  office  of  President. 

As  I have  mentioned,  we  would  benefit  if 
more  people  attended  the  AMA  meetings  and 
could  represent  us  at  the  reference  committees. 


In  this  way  we  could  get  a better  feedback  as 
to  what  action  we  should  take  at  future  AMA 
meetings.  This  is  too  great  a job  for  just  our 
AMA  delegates. 

In  visiting  Ohio  this  year,  I noted  that  the 
President  Elect  gave  a short  speech  at  the 
House  of  Delegates.  I think  this  has  a lot  of 
merit  and  would  recommend  this  custom  for 
our  Association.  In  this  way  he  could  outline 
his  ideas  and  what  solutions  he  would  like  to 
see  in  the  future. 

I offer  these  only  as  suggestions  to  the  future 
action  of  the  Association.  Some  of- them  will 
have  to  be  thoroughly  studied  by  the  Committee 
on  Constitution  and  By-Laws.  Some  other  recom- 
mendations will  have  to  be  studied  by  other 
committees. 

I assure  you  that  this  has  been  a great  year 
for  me,  and  again,  I thank  you  all. 


334 


The  West  Virginia  Medical  Journal 


Medical  technology 

is  demanding  enough— 

Here's  how  to  relieve 
the  demands  of  business: 


— and  enjoy  personal  satisfaction,  peace  of  mind 
and  freedom  of  time  greater  than  you  may  have 
imagined  possible. 

Just  a few  years  ago,  a group  of  doctors  in 
Kentucky  resolved  to  make  their  practices  simpler 
and  more  profitable.  They  formed  a non-profit 
corporation,  the  Professional  Service  Corporation 
Association.  The  doctors  talked  with  many  profes- 
sional consultants.  Together  they  explored  every 
aspect  of  practice  — office  procedure,  billing,  ac- 
counting, salaries,  fringe  benefits,  insurance,  retire- 
ment, equipment  — even  auto  leasing  — literally 
every  business  demand.  Time  and  energy  were 
lavished  on  every  detail.  Each  was  honed,  polished 
and  perfected.  Now,  benefits  in  each  of  these 
areas  are  available  to  PSCA  members. 

Specific  business  guidelines  are  the  key 

You  may  unknowingly  be  using  business  techniques 
discarded  years  ago  by  professional  businessmen. 
You  may  be  needlessly  hampered  by  restrictions  — 
penalized  by  advice  from  persons  not  knowledg- 
able  in  medicine.  Today,  PSCA  guidelines  for  sys- 
tematic and  simplified  business  procedures  can  be 
applied  to  incorporated  practices.  Remarkable 
benefits  are  immediately  available. 

Get  every  benefit  you're  entitled  to 

Professional  Service  Corporation  Association  (PSCA) 
offers  members  complete  guidance  to  qualify  for 
every  benefit  legitimately  available.  You'll  find  this 


Professional  Service  Corporation  Association,  Inc. 

A non-profit  organization  formed  and  controlled  by  doctors 

1ft22  Commonwealth  Building,  Louisville,  Ky.  40202 

Phene;  502/583-8164 


list  surprisingly  long.  Exceptional  financial  rewards 
are  possible.  Details  of  planned  incentives  and 
benefits  for  employees  are  covered.  Carefully 
qualified  and  professional  services  are  made  avail- 
able exclusively  to  PSCA  members. 

Direct  and  immediate  cash  savings  — three  and 
four  times  your  membership  fee  — may  be  realized 
in  a single  business  transaction. 

Here's  how  you  can  get  these  remarkable  benefits 

Regular  PSCA  membership  is  open  to  incorporated 
professionals  exclusively.  Junior  membership  to 
qualified  senior  students,  interns,  residents  and 
fellows.  Dues  for  Regular  membership  are  $25 
for  each  stockholder-employee  per  year.  $10  for 
Junior  members.  Complete  the  coupon  below  and 
send  it  with  your  check  today.  You'll  be  provision- 
ally enrolled  until  qualification  is  approved.  Bene- 
fits of  membership  come  just  as  easily  as  this 
means  of  joining.  Full  information  covering  all 
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Superior  Mesenteric  Artery  Syndrome 

Cesar  Secoquian , M.  D. 


Superior  mesenteric  artery  syndrome  is  an  un- 
usual form  of  high  intestinal  obstruction. 
There  is  vascular  compression  of  the  transverse 
duodenal  segment  against  the  vertebral  column 
or  the  aorta  producing  varying  degrees  of  intes- 
tinal obstruction  ranging  from  chronic  intermit- 
tent partial  obstruction  to  complete  occlusion  of 
the  duodenum.  This  syndrome,  although  rare, 
has  acquired  many  names.  Evidently  there  is 
lack  of  unanimity  of  the  different  writers  of  this 
subject  as  to  how  they  will  name  it.  This  syn- 
drome has  been  referred  to  as  arteriomesenteric 
syndrome,  superior  mesenteric  artery  syndrome, 
arteriomesenteric  duodenal  obstruction,  vascular 
compression  of  the  duodenum,  chronic  intermit- 
tent arteriomesenteric  occlusion  of  duodenum 
and  chronic  duodenal  ileus.  This  is  better  known 
as  Wilkie’s  Syndrome  in  England  and  Can- 
ada,3' 8 named  after  the  British  surgeon  who  had 
done  much  work  on  this  condition  and  who  gave 
the  classical  description  of  this  entity. 

Rokitansky,2,  9 in  1842,  recognized  and  first  de- 
scribed the  condition.  He  suggested  that  the 
vascular  compression  of  the  duodenum  might  be 
the  cause  of  the  duodenal  dilatation  and  stasis. 
Kundrat,9  in  1891,  reported  his  own  case  of 
duodenal  obstruction  and  he  attributed  it  to  com- 
pression by  the  root  of  the  mesentery.  Snitzler,1 
in  1895,  pointed  out  lordosis  as  an  important 
etiologic  factor  in  the  production  of  duodenal  ob- 
struction. Albrecht,1- 9 in  1899,  attributed  the 
duodenal  constriction  to  the  traction  on  the  mes- 
entery, thus  causing  vascular  compression.  He  re- 
produced duodenal  stasis  experimentally  by  in- 
ducing mesenteric  traction.  Robinson,9  in  1900, 
stressed  the  importance  of  ptosis  of  coils  of  small 
bowel  into  the  pelvis  in  the  production  of  vas- 
cular compression  of  the  duodenum  due  to  the 
drag  on  the  mesentery.  In  1907,  Bloodgood9  re- 
ported a fatal  case  and  described  this  condition 
as  a clinical  entity.  He  suggested  duodenoje- 
junostomy. Wilkie,  at  that  same  period  of  time, 
reported  some  cases,  also  suggested  duodenoje- 
junostomy. The  following  year  (1908),  Stavely, 
at  Johns  Hopkins  Hospital,  performed  the  first 
duodenojejunostomy  with  excellent  results.  Since 
then,  duodenojejunostomy  has  been  the  standard 
technical  procedure. 
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• Cesar  Secoquian,  M.  D.,  Chief  Resident  in 
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Because  of  the  relative  paucity  of  case  reports 
in  the  literature,  no  definite  incidence  can  be 
ascribed  to  the  entity.  Bockus,  however,  claims 
that  vascular  compression  of  the  duodenum  will 
be  found  in  300  patients  submitting  to  x-ray 
study  of  the  upper  gastrointestinal  tract.  It  oc- 
curs at  any  age.  Six  cases  have  been  reported  in 
the  literature  to  have  the  condition  within  four 
days  after  birth.  The  usual  apeparance  is  at  the 
fourth  decade  of  life  and  it  seems  to  occur  more 
frequently  in  the  female. 

The  third  portion  of  the  duodenum  is  located 
in  a triangular  space  bounded  anteriorly  bv  the 
superior  mesenteric  artery  and  the  root  of  the 
mesentery  of  the  small  intestine;  the  posterior 
boundary  is  formed  by  the  aorta,  vertebral  col- 
umn and  paravertebral  muscles.5’  7 Normally,  as 
claimed  by  Glenard2’  3 in  1899  and  corroborated 
by  Petit  and  Dwight,  there  is  some  degree  of 
vascular  compression  of  the  duodenum.  This  is 
considered  physiological  as  this  allows  thorough 
admixture  of  the  chyme  before  it  is  expelled  to 
the  jejunum.  When  this  mesenteric  space  or 
angle  is  rendered  acute  by  any  factor,  the  duo- 
denum is  compressed  in  a pincer  fashion  and 
partial  or  complete  obstruction  occurs.  There  are 
congenital  and  acquired  factors  that  precipitate 
or  contribute  to  the  development  of  arteriome- 
senteric syndrome.3  The  acquired  factors  may 
act  independently  or  in  conjunction  with  the 
congenital  factors. 

Congenital  Factors 

1.  Short  or  long  mesentery. 

2.  Generalized  visceroptosis. 

3.  Imperfect  rotation  of  the  gut. 

4.  Defective  abdominal  musculature. 

5.  Aberrant  superior  mesenteric  artery  or  ab- 
normal location  of  its  branches. 

6.  Incomplete  fusion  of  the  mesenteries  and 
excessive  mobility  of  the  intestine,  especially  the 
right  colon. 
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Acquired  Factors 

1.  Conditions  which  produce  atony  of  ab- 
dominal wall  like  weight  loss,  pregnancy  and 
obesity. 

2.  Conditions  which  cause  rapid  increment  or 
decrement  of  fat  as  endocrine,  metabolic  and 
nutritional  conditions.  These  act  by  altering  the 
angles  or  lines  of  arteriomensenteric  stress. 

3.  Conditions  which  alter  the  curvature  of  the 
spine  as  in  lordosis,  also  the  application  of  body 
cast. 

4.  Conditions  which  cause  drag  of  the  mesen- 
tery such  as  ileal  stasis. 

5.  Conditions  which  shorten  the  arteriomesen- 
teric root  through  inflammation,  previous  opera- 
tions and  neoplastic  infiltration. 

Visceroptosis  or  weak  abdominal  wall  may 
render  the  superior  mesenteric  vessels  taut  and 
assumes  a supportive  function.  The  duodenum 
is  compressed  against  the  unyielding  posterior 
structures  which  form  the  bed  of  the  duodenum. 
Xlalrotation  of  the  intestine  shortens  the  mesen- 
tery and  produces  obstruction  to  the  duodenum. 
The  superior  mesenteric  artery  may  arise  low  in 
the  aorta  and  press  down  on  the  duodenum.  Hal- 
pert3  noted  that  a ptotic  and  mobile  cecum  or 
right  colon,  or  both,  may  produce  a drag  on  the 
mesocolon,  mesenteric  pedicle  and  superior  mes- 
enteric artery.  The  traction  is  made  on  the  ves- 
sels supplying  the  right  half  of  the  colon  and  this 
is  transmitted  to  the  main  artery.  Weight  loss 
diminishes  the  protective  fat  around  the  duo- 
denum which  makes  a bed  for  the  mesenteric 
root  vessels.  Willet,4  in  1878,  reported  a fatal 
case  of  acute  duodenal  obstruction  following  the 
application  of  a body  cast  to  correct  a kyphotic- 
deformity  in  a 17-year-old  boy.  Autopsy  revealed 
a dilated  stomach  without  finding  the  specific 
place  of  obstruction.  More  reports  followed  and 
the  exact  location  of  obstruction  pinpointed. 
Kaufmann  and  Gerbrode,2- 4 in  1951,  pointed  out 
that  hyperextension,  increased  lumbar  lordosis 
and  laxity  of  the  abdominal  wall  cause  displace- 
ment of  the  intestine  to  the  pelvis  causing  traction 
on  the  mesentery  and  vascular  pedicle,  increasing 
the  pincer  mechanism.  He  reported  three  cases 
and  he  coined  the  term,  “cast  syndrome”.  Lordos- 
is also  may  produce  duodenal  obstruction  by 
pushing  the  duodenum  against  the  normally  posi- 
tioned mesenteric  vessels.  Dr.  Henry  Le  Veen,G  of 
New  York,  reported  a case  of  iatrogenic  mechan- 
ism of  vascular  compression  of  the  duodenum 
following  Heineke-Mikulicz  pyloroplasty  and  va- 
gotomy for  duodenal  ulcer.  Duodenal  ileus  de- 
veloped because  the  incision  in  the  duodenum 


was  too  long  so  that  when  this  was  closed  trans- 
versely, the  first  part  of  the  duodenum  was 
shortened  and  this  pulled  on  the  rest  of  the  duo- 
denum causing  vascular  compression  of  the  lat- 
ter. Cutting  the  ligament  of  Treitz  relieved  the 
condition. 

The  symptomatology  is  not  specific,  it  may 
mimic  those  of  peptic  ulcer,  gallbladder  disease, 
hiatal  hernia,  colitis  and  even  psychoneurosis.8 
The  most  common  complaints  are  abdominal  dis- 
comfort, pain,  and  vomiting  of  bile-stained  ma- 
terial. The  symptom  complex  is  chronic  and  in- 
termittent and  for  such  reason  some  call  it 
chronic  intermittent  duodenal  obstruction.  The 
patient  usually  remains  asymptomatic  and  then 
after  a meal  an  attack  develops.  Patient  com- 
plains of  vague  epigastric  discomfort  which  may 
subside  or  become  more  painful,  and  with  vomit- 
ing. Gaseous  distention  in  the  form  of  sensation 
of  fullness,  bloating,  discomfort,  load  or  weight 
in  the  abdomen  coming  on  after  meals  and  as- 
sociated with  belching,  borborygmus  and  in- 
creased flatulence  are  the  most  common  symp- 
toms and  appear  in  about  80  per  cent  of  cases. 
Abdominal  pain  is  another  major  complaint.  It 
usually  is  located  in  the  epigastric  region  or  near 
the  umbilicus  and  may  radiate  to  the  back.  Pain 
may  simulate  biliary  colic  or  may  have  the 
duodenal  ulcer-like  rhythm.  In  fact,  20  per  cent 
have  associated  peptic  ulcer.s  This  is  explained 
on  the  basis  of  stasis.  During  an  acute  attack, 
the  patient  may  obtain  relief  by  assuming  the 
knee-chest  position  or  certain  bodily  positions 
like  lateral  decubitus.  Hayes’  maneuver  of  apply- 
ing pressure  below  the  umbilicus  and  directed 
cephalad  may  relieve  symptoms  of  acute  attacks. 
The  maneuver  elevates  the  root  of  the  mesentery 
and  relieves  the  pincer  mechanism  on  the  duo- 
denum. Symptoms  may  be  traced  back  several 
years  before,  especially  those  with  malrotation 
of  the  gut.  The  typical  patient  is  lordotic  and 
asthenic  and  with  splanchnoptosis.  Bockus  said 
that  80  per  cent  of  patients  he  studied  with  this 
syndrome  were  underweight.  True  mesenteric 
occlusion  of  the  duodenum  is  rare  in  patients 
with  hypersthenic  build.  The  abdomen  is  either 
flabby  and  pendulous  or  extremely  scaphoid  and 
emaciated.  During  an  acute  episode,  localized 
swelling  with  visible  peristaltic  waves  may  be 
appreciated.  Some  patients  have  such  marked 
loss  of  weight  resulting  from  protracted  vomit- 
ing and  voluntary  food  abstinence  that  they  are 
diagnosed  to  have  a malignancy. 

The  clinical  diagnosis  of  arteriomensentric 
syndrome  is  made  by  x-ray  and  the  pathology 
of  the  actual  obstruction  is  made  by  laparotomy. 
If  possible,  the  x-ray  examination  should  be  done 
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during  the  acute  attack  because  there  are  periods 
when  the  duodenal  emptying  is  satisfactory  and 
the  duodenal  dilatation  is  not  appreciated.  Care- 
ful fluoroscopic  study  should  be  made.  In  the 
upright  position,  the  stomach  and  duodenum 
appear  dilated.  Churning  motion  may  be  seen 
in  the  second  portion  of  the  duodenum  and  al- 
though this  is  not  pathognomonic,  it  leads  one 
to  suspect  the  condition.  In  the  supine  position, 
the  characteristic  finding  of  a sharp  cut-off  at 
the  midportion  of  the  third  part  of  the  duodenum 
is  seen.  The  obstruction  is  relieved  in  the  prone 
position. 

Treatment  is  at  first  medical.  It  is  only  when 
conservative  management  fails  that  surgery  is 
indicated.  During  the  acute  attack,  decompres- 
sion with  Levine  tube  helps  considerably.  Patient 
is  made  to  assume  knee-chest  position,  left  lateral 
decubitus  or  just  prone  position.  Elevation  of  the 
foot  of  the  bed  is  of  great  help.  Patient  is  given 
liquid  or  bland  low  residue  diet  in  small  feed- 
ings. As  soon  as  the  patient  improves,  exercise 
is  encouraged  to  improve  the  lax  abdominal  wall, 
also  to  correct  the  exaggerated  lumbar  lordosis. 
An  abdominal  support  may  be  applied.  A rest 
period  of  one  hour  after  each  meal  should  be 
taken  to  prevent  mesenteric  drag.  Coarse  fibrous 
food  should  be  avoided.  Surgery  is  resorted  to 
when  the  medical  regimen  fails.  Duodenoje- 
junostomy is  the  procedure  of  choice.  Gastro- 
enterostomy also  has  been  employed  in  the  past 
but  now  is  rarely  used. 

Superior  mesenteric  artery  syndrome  is  rather 
a rare  condition.  There  are  only  two  known 
cases  of  this  syndrome  at  Memorial  Hospital. 
Because  of  the  inadequate  number,  another  case 
from  a nearby  hospital  in  this  valley  was  added. 
Surprisingly  enough,  all  three  cases  were  pa- 
tients of  the  same  physician. 

Case  I.— A 14-year-okl  white  boy  was  ad- 
mitted because  of  progressive  weight  loss,  body 
weakness,  difficulty  in  swallowing,  cough  and 
generalized  muscle  pain.  Two  weeks  earlier, 
the  patient  had  been  hospitalized  because  of 
chronic  bronchitis  and  severe  stomatitis  of  un- 
known etiology.  The  stomatitis  persisted  and 
caused  the  difficulty  in  swallowing. 

Examination  revealed  a thin  and  chronically 
ill  and  dehydrated  patient  with  tenderness  to 
touch  anywhere  in  the  body.  There  was  gen- 
eralized lymphadenopathy.  Mouth  and  tongue 
appeared  hyperemic  and  covered  with  whitish 
exudate.  There  was  a systolic  murmur  over  the 
mitral  region.  Rales  were  scattered  over  both 
bases.  The  abdomen  was  negative. 


Diagnoses  were  dermatomvositis  and  chronic 
bronchitis. 

The  course  in  the  ward  was  one  of  progressive 
deterioration.  On  the  twenty-second  hospital  day, 
generalized  abdominal  pain  developed,  with 
nausea  and  vomiting,  intermittently.  Vomiting 
was  bilious  and  projectile  in  character.  Abdom- 
inal cramping  was  relieved  by  vomiting.  LUQ 
and  midabdominal  distention  occurred  after 
meals.  Postprandial  vomiting  was  so  severe  that 
the  patient  refused  to  take  anything  by  mouth. 
He  was  reduced  practically  to  skin  and  bones. 
Superior  mesenteric  artery  syndrome  was  sus- 
pected. Ten  days  after  onset  of  the'GI  symp- 
toms, an  upper  GI  series  revealed  a deformed 
duodenal  cap.  The  stomach  emptied  well.  Re- 
peat x-ray  10  days  later  showed  dilated  first, 
second,  and  proximal  half  of  the  third  portion  of 
the  duodenum. 

Exploratory  laparotomy  was  done.  On  ex- 
ploration, the  second  and  third  parts  of  the  duo- 
denum were  dilated  and  obstruction  of  the  third 
portion  of  the  duodenum  by  the  superior  mesen- 
teric vessel  was  quite  apparent.  There  was 
marked  loss  of  fat  in  the  mesentery  and  omen- 
tum. A gastrojejunostomy  was  done. 

Case  2.— This  56-year-old  white  female  had  a 
history  of  recurrent  abdominal  discomfort,  nausea 
and  vomiting  for  several  years.  She  seemed  to 
have  two  separate  abdominal  complaints.  One 
was  a lower  abdominal  pain  radiating  to  RUQ, 
not  related  to  food  intake  or  to  bowel  move- 
ment. The  other  was  nausea  and  vomiting  which 
occurred  at  night  following  intake  of  fatty  foods. 
Slight  abdominal  discomfort  followed  vomiting. 
Five  months  prior  to  admission,  vomiting  had 
been  more  frequent  and  she  had  lost  some 
weight.  She  had  GI  work-ups  which  were  all 
negative.  She  was  placed  on  a tranquilizer  and 
gallbladder  diet  which  gave  her  some  relief.  Be- 
cause of  the  protracted  vomiting,  she  was  ad- 
mitted for  exploratory  laparotomy. 

Physical  examination  revealed  a fairly  well 
developed  and  fairly  well  nourished  white  fe- 
male. The  only  positive  finding  was  an  enlarged 
right  ovary. 

The  patient  underwent  exploratory  laparo- 
tomy. The  esophageal  hiatus  was  relaxed.  It 
admitted  only  one  finger,  however,  for  a distance 
of  4 cm.  The  stomach  was  normal  but  the  first, 
second  and  midportions  of  the  transverse  duo- 
denum were  dilated.  The  mesentery  of  the 
small  bowel  was  quite  heavy,  thickened,  and 
elongated.  The  small  bowel  occupied  the  small 
pelvis  and  the  mesenteric  vessels  were  pulled 
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down  snugly  over  the  third  portion  of  the  duo- 
denum creating  some  extrinsic  obstruction.  The 
gallbladder  was  thin-walled  with  some  fibrosis 
on  the  surface.  There  was  a simple  cyst  of  the 
right  ovary.  Cholecystectomy,  appendectomy, 
right  salpingo-oophorectomy  and  gastrojejuno- 
stomy were  carried  out.  The  patient  was  dis- 
charged improved. 

Case  3.— This  73-year-old  white  female  had 
had  multiple  surgical  operations  in  the  past  con- 
sisting of  abdominal  hysterectomy,  exploratory 
laparotomy  for  intestinal  obstruction  secondary 
to  adhesions  and  cholecystectomy.  Three  years 
prior  to  admission,  she  began  to  complain  of 
intermittent  upper  abdominal  pain  associated 
with  nausea  and  vomiting.  Some  kind  of  ab- 
dominal operation  was  done  by  an  osteopath  but 
the  abdominal  pain,  nausea  and  vomiting  per- 
sisted. Several  weeks  before  she  was  admitted, 
symptoms  had  been  more  frequent.  Vomiting 
usually  occurred  after  meals.  There  was  local- 
ized abdominal  distention  which  disappeared 
after  vomiting.  Four  weeks  earlier,  patient  was 
admitted  and  an  x-ray  showed  what  appeared 
to  be  a large  duodenal  diverticulum  or  a dilated 
duodenal  cap.  Patient  was  treated  symptomati- 
cally with  small  feedings  of  soft  diet,  anticho- 
linergic and  anti-emetic.  Her  symptoms  abated 
and  she  was  discharged  only  to  come  back  with 
the  same  complaints. 

There  was  nothing  remarkable  in  the  physical 
examination.  She  appeared  somewhat  chron- 
ically ill.  Except  for  a finding  of  a small  incis- 
ional hernia  over  the  right  side  of  the  epigastric 
region  and  a lax  abdominal  wall,  the  physical 
examination  was  essentially  negative. 

The  patient  was  explored.  The  first  and  second 
portions  of  the  duodenum  were  found  to  be 
dilated.  The  mesentery  of  the  small  bowel  hung 
down  into  the  pelvis.  The  root  of  the  mesentery 
of  the  small  bowel  and  the  mesenteric  vessels 
pressed  down  on  the  transverse  duodenum  caus- 
ing the  obstruction.  Gastrojejunostomy  and  re- 
pair of  the  incisional  hernia  were  done. 

Discussion 

The  superior  mesenteric  artery  syndrome 
rarely  presents  in  its  classical  form  except  fol- 
lowing the  application  of  a body  cast  and  in  the 
patient  with  lordosis.  The  diagnosis  often  is 
missed  due  to  vagueness  of  the  history  and  want- 
ing physical  findings.  The  history  is  only  sug- 
gestive and  the  physical  findings  only  supportive 
in  the  diagnosis.  Again,  the  diagnosis  often  is 
missed  unless  the  condition  is  borne  in  mind. 
A high  index  of  suspicion  is  advocated  in  dealing 


with  the  patient  with  vague  abdominal  symp- 
toms. X-ray  examination  remains  the  most  im- 
portant modality  in  making  a concrete  preoper- 
ative diagnosis  but,  even  so,  the  condition  may 
be  missed  if  the  radiologist  is  not  apprised  of 
the  impression  so  that  he  can  make  the  neces- 
sary maneuver  and  effort  to  demonstrate  it. 
Failure  to  demonstrate  the  duodenal  obstruction 
does  not  rule  out  the  diagnosis.  Some  patients 
who  had  the  classical  x-ray  findings  had  normal 
previous  x-ray  results.  Case  1 had  the  typical 
x-ray  findings  and  yet  10  days  earlier  the  x-ray 
did  not  show  the  obstruction.  Cases  2 and  3 
had  negative  x-ray  findings  although  one  pre- 
sented a markedly  dilated  duodenal  cap.  Their 
symptoms  were  not  specific  and  the  diagnosis 
of  vascular  compression  of  the  duodenum  was 
not  suspected. 

In  Case  1 there  was  enormous  loss  of  body 
mass.  The  protective  fat  pad  around  the  duo- 
denum was  markedly  diminished  or  absent  and 
coupled  with  prolonged  bed  rest,  the  normal 
anatomical  relation  of  the  superior  mesenteric 
vessel  to  the  duodenum  was  altered  so  that  the 
artery  pressed  on  the  duodenum. 

Cases  2 and  3 shared  the  same  mechanism  in 
the  vascular  compression  of  the  duodenum. 
Ptosis  of  the  coils  of  intestine  into  the  pelvis 
produced  a drag  on  the  superior  mesenteric 
artery  and  the  anterior  pincer  mechanism  be- 
came operative. 

Duodenojejunostomy  was  suggested  in  1907 
by  Bloodgood.7  The  operation  was  first  per- 
formed by  Stavely  in  Johns  Hopkins  Hospital  in 
1908.  This  operative  procedure  remained  the 
operation  of  choice.  Gastroenterostomy  was  done 
by  a few  surgeons  but  fell  into  ill  repute  as 
some  patients  returned  with  their  original  symp- 
toms. This  operation  does  not  relieve  the  ob- 
struction completely.  A blind  loop  remains. 
Chances  of  marginal  ulcer  also  are  great  when 
one  considers  that  about  20  per  cent8  of  cases 
have  associated  peptic  ulcer  and  50  per  cent 
have  hyperchlorhvdria. 

Summary 

The  clinical  picture,  the  factors  and  mecha- 
nisms in  the  production  of  the  superior  mesen- 
teric artery  syndrome  are  discussed.  Three  cases 
are  reported.  One  had  the  pathognomonic  x-ray 
findings.  Earlier,  x-ray  films  were  negative.  The 
other  two  cases  had  negative  x-ray  findings.  The 
exact  diagnoses  were  made  only  following  ex- 
ploratory laparotomy.  It  is  advocated  that  this 
condition  should  be  borne  in  mind  when  dealing 
with  vague  and  perplexing  abdominal  symptoms. 

A list  of  references  may  be  obtained  by  writing  The 
Journal. 
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When  you  choose  a tetracycline... 


Your  first  concern: 
Integrity  of  product. 


Effectiveness:  ACHROMYCIN  Tetracycline  is  a crystalline  broad- 
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accumulation  and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum 
level  determinations  may  be  advisable.  Some  patients  may  develop 
a photodynamic  reaction  to  natural  or  artificial  sunlight.  Those 
with  a history  of  photosensitivity  reactions  should  avoid  direct  ex- 
posure to  sunlight  while  under  treatment.  Discontinue  drug  at 
first  evidence  of  skin  discomfort. 


Precautions:  Use  may  result  in  overgrowth  of  nonsusceptible 
ganisms.  Constant  observation  is  essential.  If  new  infections  p 
pear,  take  appropriate  measures.  Use  of  tetracycline  during  t tl 
development  may  cause  discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomii  g 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Sk 
maculopapular  and  erythematous  rashes  (a  case  of  exfoliative  r 
matitis  has  been  reported);  photosensitivity  reaction,  onycho  i 
and  discoloration  of  nails  (rare).  Kidney  — rise  in  BUN,  appare  l> 
dose-related.  Hypersensitivity  reactions  — urticaria,  angioneui  ic 
edema,  anaphylaxis.  In  young  infants,  bulging  fontanels  have  1 n 
reported  following  full  therapeutic  dosage.  This  symptom  has  s- 
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appeared  rapidly  when  drug  is  discontinued.  Teeth  — dental  staining 
(yellow-brown)  in  children  of  mothers  given  tetracycline  during 
the  latter  half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypo- 
plasia has  been  seen  in  a few  children.  Blood  — anemia,  thrombo- 
cytopenic purpura,  neutropenia,  eosinophilia.  Liver  — cholestasis 
(rare),  usually  at  high  dosage.  Tetracycline  may  form  a stable  cal- 
cium complex  in  bone-forming  tissue.  If  adverse  reaction  or  idio- 
syncrasy occurs,  discontinue  medication  and  institute  appropriate 
therapy. 

Average  Adult  Daily  Dosage:  One  Gm.  per  day,  in  4 divided  doses 
of  250  mg.  each.  Should  be  given  1 hour  before  or  2 hours  after 


meals,  since  absorption  is  impaired  by  the  concomitant  administra- 
tion of  high  calcium  content  drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections  should  continue  for  10  days, 
even  though  symptoms  have  subsided. 
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which  may  impede  further  the  borderline  cere- 
bral flow  can  initiate  the  temporary  attacks  or 
cause  thrombosis  of  the  vessel.  Different  eti- 
ologic  factors  have  been  described,  including 
developmental  anomaly  of  the  carotid  artery, 
growth  rate  differential  between  arterial  and 
skeletal  system,  inflammatory  bands  and  arte- 
riosclerosis. Kelly,5  in  reporting  150  cases,  states 
that  in  younger  individuals  the  etiology  is  de- 
velopmental anomaly,  and  in  elderly  individuals, 
it  is  arteriosclerosis. 

This  syndrome  can  occur  in  all  age  groups. 
It  has  been  reported  in  infants6  and  in  patients 
over  80  years  old."  The  incidence  of  this  syn- 
drome has  been  reported  as  16  per  cent  in  a 
series  of  1,000  carotid  arteriograms  by  Metz,7 
but  not  all  were  symptomatic.  Najafff  mentioned 
a five  per  cent  incidence  of  kinked  internal  ca- 
rotid artery  in  308  patients  with  carotid  surgery. 
This  author  also  stated  that  the  symptoms  in 
order  of  frequency  were  peripheral  motor  and 
sensory  dysfunction,  vertigo,  speech  difficulty, 
visual  disturbances,  syncope,  and  pulsatile  mass 
in  the  neck. 

Different  techniques  of  surgical  correction 
have  been  advocated.  Quattlebaum0  resected  a 
segment  of  the  common  carotid  artery.  Gass10 
used  the  digastric  tendon  as  a sling  under  the 
carotid  loop.  Hurwitt11  resected  the  internal 
carotid,  with  end-to-end  anastomosis.  Riser16 
was  the  first  to  suggest  suturing  the  carotid  loop 
to  the  sternocleidomastoid  muscle.  In  this  pro- 
cedure, the  internal  carotid  artery  is  bowed  out- 
ward and  positioned  over  the  sternocleidomas- 
toid muscle  by  sutures. 

Complete  angiography  of  the  aortic  arch  and 
the  entire  intra  and  extracranial  carotid-vertebral 
vascular  systems  is  the  principal  procedure  neces- 
sary for  establishing  the  diagnosis  and  plan  of 
treatment.  If  an  arteriosclerotic  plaque  is  demon- 
strated, endarterectomy  also  should  be  done. 

Summary 

A case  of  kinked  carotid  artery  syndrome  is 
reported.  Incidence,  etiology,  symptoms  and 
method  of  treatment  are  discussed.  It  is  the 


intent  of  the  authors  to  suggest  that  in  many 
instances  disabling  cerebral  vascular  insufficiency 
could  be  diagnosed  and  treated,  with  rewarding 
results.  This  is  especially  important  in  younger 
individuals  with  no  signs  of  atherosclerosis, 
where  the  only  diagnostic  clue  is  carotid  arte- 
riography. 

Address  reprint  requests  to  Siroos  Gerami,  M.  D.,  West 
Virginia  University  Medical  Center,  Morgantown,  West  Vir- 
ginia 2650fi. 
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'T'his  syndrome  of  wives  in  their  child-bearing 
^ years  presents  initially  as  neurotic  depres- 
sion. Like  many  women  with  depressed  spirits 
they  want  to  talk  over  their  problem  and  they 
speak  of  getting  to  the  bottom  of  their  trouble. 
This  searching  for  reasons  and  the  active  solicit- 
ing of  counsel  will  trap  the  well-meaning  prac- 
titioner into  an  investment  of  time  and  coun- 
seling resources  which  will  quickly  overtax  him, 
and  the  purpose  of  this  paper  is  to  define  the 
syndrome  for  him,  to  differentiate  it  from  less 
pathological  neurotic  and  marital  communication 
problems,  and  thereby  to  avoid  disappointment 
for  all  concerned. 

The  patient  often  has  tried  several  other  re- 
sources, such  as  counseling  with  her  pastor,  gen- 
erally without  results. 

Thorough  history  taking  in  these  cases  reveals 
that  there  is  psychopathology  in  the  marriage 
underlying  the  presenting  symptoms  of  depres- 
sion. She  tells  of  energy  depletion  in  doing  her 
housework,  of  feeling  tired  and  cross,  of  resent- 
ing the  dependency  demands  of  husband  and 
children.  She  seems  to  have  lost  her  energy- 
repleting  mechanisms,  because  the  past  history 
shows  her  as  having  been  quite  vital,  active, 
self-confident,  and  appearing  overly  independent. 
The  depleting  process  characteristically  occurs 
slowly  over  a period  of  several  years  or  several 
babies. 

Some  other  diagnostic  signs  showing  up  re- 
peatedly are  as  follows:  She  makes  requests  for 
dexedrine  and  diet  pills  to  “keep  going.” 

At  times  abuse  of  such  drugs  and  the  subse- 
quent toxicity  introduce  the  patient  and  the 
syndrome. 

The  obstetrical  history  shows  some  humiliation 
or  unhappy  delivery  problem— this  may  have 
been  severe  or  minor,  but  was  always  a blow  to 
her  feminine  self-esteem,  that  is,  she  secretly 
doubted  her  ability  to  carry  oft  delivery  of  a 
baby,  and  something  happened  to  reinforce  her 
doubts,  also  to  make  her  feel  less  of  a woman. 
An  example  of  this  is  a case  of  stillborn  twins, 
boys,  greatly  desired  as  boys.  Several  of  my 
patients  had  cerebral  palsied  babies. 

Angry  feelings  often  exist  toward  husband 
and  physician  over  a decision  as  to  whether  or 


not  the  family  doctor  should  have  been  called 
for  some  illness  in  a child.  These  women  don’t 
trust  themselves  to  know  if  he  is  really  needed 
or  not  and  then  have  a panicky  fear  of  neglect- 
ing their  children  medically.  If  an  actual  inci- 
dent of  neglect  occurred,  they  don’t  seem  to  be 
able  to  forget  it,  or  forgive  it! 

Talk  of  how  great  it  would  be  to  have  been 
born  a man.  Envy  of  male  occupations,  male 
preogatives  and  aires,  are  coupled  to  scathing 
hostility  toward  a great  many  men  in  their  world. 

But  the  major  component  in  the  diagnosis  is 
an  intense  emotional  aversive  reaction  to  the  hus- 
band's narcissistic  character  traits— this  appears 
as  rage  attacks  toward  him.  Her  reasoning  and 
explanations  justifying  these  rages  are  variable, 
and  even  she  may  marvel  at  the  inconsistency 
of  her  temper.  In  cases  showing  psychotic  levels 
of  poor  reality  testing,  the  rage  may  be  triggered 
off  by  as  benign  a stimulus  as  the  husband  com- 
ing in  the  door  after  a day’s  work.  Often  the 
syndrome  begins  as  premenstrual  irritability, 
gradually  increasing  in  severity  and  duration. 
But  all  the  cases  I’ve  seen  show  times  in  which 
the  patient  is  remarkably  clear  of  anger  toward 
him.  In  time  the  anger  becomes  unbearable  both 
for  wife  and  husband,  and  the  wife’s  defenses 
against  it  are  eventually  mobilized.  Examples  of 
these  defenses  are  neurotic  depression,  masoch- 
ism, hysterical  personality  traits,  extramarital 
affairs,  sexual  frigidity  with  husband  and,  ulti- 
mately, as  the  syndrome  progresses  and  ripens, 
paranoid  projection  using  the  husband  as  the 
persecutor.  The  delusions  of  persecution  are 
systematized,  though  not  used  every  day,  and 
they  have  in  common  a basic  thread  of  con- 
tinuity. It  is  the  premise,  seemingly  shared  by 
both  people,  wherein  he  should  feel  guilty  if 
he  enjoys  himself  apart  from  her.  Of  course  not 
all  the  cases  proceed  this  far,  and  treatment  often 
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can  abort  the  final  phases.  This  paper  reports 
on  and  describes  those  cases  which  run  a com- 
plete course.  Here,  as  in  all  mental  disorder, 
the  full  syndrome  must  be  brought  out  by,  and 
continually  reinforced  by  the  patient’s  inter- 
personal environment.  But  it  is  wrong  to  per- 
ceive the  home  environment  as  the  sole  cause 
as  there  is  more  to  it  than  that. 

Paranoid  wife  syndrome  is  much  like  any 
other  paranoid  mental  illness,  except  that  the 
pathological  interaction  is  the  marriage,  and  the 
wife’s  attitude  is  remarkably  realistic  outside  of 
her  absurd  reaction  to  his  narcissistic  habits  and 
character  traits.  This  is  an  important  point  to 
know  if  involuntary  commitment  is  considered 
in  court,  i.e.,  if  you  are  called  upon  to  render  a 
decision  as  to  whether  or  not  she  is  mentally  ill. 
She  is  in  fact  sick,  and  the  severity  can  be  at 
three  levels— paranoid  personality,  paranoid  state 
and  paranoid  schizophrenia. 

After  the  physician  hears  the  sad  and  angry 
story  of  wife  abuse,  which  underlies  the  de- 
pression, he  often  has  the  good  sense  to  call  in 
the  husband.  Here  also  are  important  diagnostic 
signs. 

The  first  is  that  hubby  is  apparently  uncon- 
cerned. He  is  hard  to  get  into  the  office  for  an 
interview.  In  several  of  my  research  cases  I 
tried  to  get  him  in,  then  went  to  his  place  of 
employment  to  corner  him  insuring  contact. 

He  characteristically  is  quiet,  passive,  and  lets 
you  talk.  At  first  he  denies  any  problem,  then 
after  you  confront  him  with  what  she  has  been 
saying  about  him,  he  admits  he  could  be  a better 
husband  if  only  she  were  a better  wife.  He 
then  describes  a long  list  of  wife-mother  failures 
and  role  derelictions.  From  him  we  see  more 
clearly  that  her  failure  is  in  not  enjoying  the 
feminine  role.  She  has  been  disguising  this  fact 
from  herself  and  others,  and  in  typical  paranoid 
fashion,  enlarging  some  kernel  of  truthful  defect 
in  the  husband’s  role  performance.  Husband 
has  compensated  himself  by  indulgence  in  vari- 
ous “male”  pastimes,  in  lieu  of  the  former  mu- 
tuality he  enjoyed  with  her  during  the  courtship 
and  early  married  years.  Examples  of  these 
masculine  narcissistic  pastimes  are  stock  car 
racing,  hunting,  lodge  work,  but  the  one  most 
common  of  all  is  long  hours  at  work,  even  taking 
extra  jobs  on  weekends.  These  husbands  are 
rarely  considered  incompetent  by  their  male 
peers,  and  although  their  wives  see  them  as 
passive,  they  achieve  well  at  work.  But  what 
she  so  contemptuously  refers  to  as  passivity,  is 


really  a set  of  personality  traits  which  are  oper- 
ating to  her  detriment,  primarily  where  her  per- 
sonality is  the  weakest,  in  reality  testing. 

But  it  is  important  to  realize  that  the  syn- 
drome at  the  final  phase  just  described  is  but 
a passing  frame  or  two  in  a lifetime  of  defective 
learning  and  relating.  Differentiating  it  from  a 
simple  marital  counseling  problem,  or  difficulty 
in  communication,  is  done  by  the  total  picture 
but,  more  especially,  her  deep  aversive  reaction 
to  his  narcissistic  pastimes,  and  his  peculiar  style 
of  withdrawal  of  support  in  reality  testing,  which 
subtly  lets  her  hang  herself.  It  won’t'  go  away 
without  certain  veiy  basic  conditions  being  met. 
Developmentally,  the  syndrome  represents  a 
failure  of  the  patient  to  identify  with  a maternal 
and  feminine  mother  figure,  and  by  this  iden- 
tification process,  learn  to  love  and  enjoy  being 
a woman.  Mothers  of  these  women  were  char- 
acteristically nonempathic  toward  the  patient  as 
a child.  The  lack  of  maternal-empathy  has  been 
clearly  identified  to  be  a causal  link  of  several 
mental  disorders.  The  necessity  of  empathy  in 
promoting  identification  and  obedience  is  a big 
blank  for  those  mothers,  who  just  don’t  seem 
ever  to  learn  it,  regardless  of  what  troubles  their 
female  children  have;  incidentally,  they  don’t 
do  it  even  if  directly  told  to  by  their  family 
doctor  or  psychiatrist. 

The  patient  develops  an  aggressive  personality 
as  she  grows  up,  with  conscious  anger  toward 
her  mother.  Characteristically  this  type  of  girl 
must  then  date  passive  boys  whom  she  can 
dominate,  as  a normally  aggressive  boy  won’t 
tolerate  her  assertiveness.  She  often  marries  a 
boy  who  allows  her  to  titrate  and  control  his 
level  of  sexual  arousal.  This  later  turns  out 
tragically  for  many  of  the  cases,  as  her  incessant 
hostility  renders  him  sexually  impotent.  This 
finding  bodes  a poor  overall  prognosis.  When  he 
allows  her  to  go  unchecked  and  uncorrected 
when  she  makes  absurd  statements,  as  he  some- 
how doesn’t  see  it  as  his  job  to  correct  her, 
courtship  may  proceed  more  smoothly  but  later 
when  she  needs  his  judgment,  he  is  silent  and 
her  imagination  goes  wild.  A blandly  supportive 
and  carefully  unstructured  attitude  on  his  part 
is  especially  psychotogenic.  Often  the  boy’s  par- 
ents are  happy  to  see  him  marry  her,  as  they 
hope  she  will  make  a man  out  of  him.  She 
characteristically  is  the  more  aggressive  one  in 
the  courtship  and  won’t  be  talked  out  of  the 
marriage.  My  series  now  contains  two  cases 
treated  at  the  time  of  the  courtships  and  I was 
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unable  to  talk  her  out  of  it,  even  though  1 fore- 
saw the  sick  consequences.  Early  years  of  con- 
nubial life  are  quiescent.  After  several  preg- 
nancies and  increasing  wifely  responsibilities 
the  characteristic  defenses  are  brought  out  as 
the  developmental  tasks  of  this  phase  of  her  life 
are  very  threatening  to  her  without  supportive 
mutuality  from  the  husband.  This  mutuality  is 
blocked  by  his  investments  outside  the  family. 
During  this  time  she  has  slowly  but  surely 
developed  a psychic  allergy  to  her  husband. 
Awareness  of  this  may  be  stoutly  resisted  by  the 
patient  for  many  sessions  of  psychotherapy. 

Psychotherapy  of  these  cases  should  be  tried 
only  by  an  expert  counselor.  They  are  tough, 
hard  cases  and  the  therapeutic  task  eventually 
boils  down  to  two  things:  increasing  her  fem- 
ininity and  neutralizing  her  propensity  to  rage 
and  anger.  She  insists  that  he  should  show  her 
“unselfish  concern”,  and  that  she  somehow  has 
a right  to  this.  She  is  an  expert  at  finding  a taint 
of  selfishness  in  everything  he  does  to  appease 
her.  Many  hours  of  talk  and  debate  can  take 
place  on  this  subject.  It  is  invariably  fruitless 
in  settling  their  differences.  In  her  eyes,  “selfish- 
ness” in  a man  is  unforgivable,  and  she  reiterates 
that  had  she  been  born  a man,  she  would  have 
none  of  his  failings.  She  often  feels  these  nar- 
cissistic traits  are  proof  that  he  is  “psychotic”. 
She  firmly  holds  the  belief  that  a woman  is  made 
womanly  by  something  a man  (her  husband) 
gives  her,  and  this  is  hard  to  deal  with.  Inci- 
dentally, the  husband  believes  that  his  manhood 
is  created  by  something  a woman  (his  wife) 
gives  him.  These  are  qausipsychotic  delusions 
when  we  really  look  at  them.  Actually  we  leam 
how  to  be  a man  or  a woman  by  identifying 
with  a member  of  the  same  sex. 

But  often  the  husband  tries  to  help  her  by 
doing  a number  of  things  she  outlines  for  him. 
If  he  can  accept  this  the  case  drops  out  of  our 
view  and  she  is  no  longer  interested  in  treat- 
ment. In  the  severe  cases  his  own  narcissistic 
character  pathology  doesn’t  allow  him  to  comply 
in  meeting  her  special  needs.  Often  he  reports 
that  he  isn’t  going  to  try  any  more,  as  nothing 
he  does  or  doesn’t  do  makes  any  difference  in 
her  rages  and  paranoid  reproaches.  With  this 
degree  of  alienation  associated  with  the  deep 
emotional  aversive  reaction  spoken  about  above, 
marital  counseling  has  not  been  of  help  in  our 
series.  Group  therapy  gives  her  support  but 
doesn’t  help  her  resolve  any  basic  problems.  No 
one  in  the  group  seems  to  see  the  big  picture, 
as  all  are  dazzled  by  her  martyrdom.  She  often 
dominates  the  group  thereby  avoiding  any  one 


else  closely  looking  at  her  own  ambivalence  to- 
ward him,  which  includes  her  extreme  depen- 
dency on  him. 

Social  case  work  with  the  husband  should 
always  be  tried.  Especially  in  trying  to  stop  the 
husband  from  being  passive,  withdrawn  (to 
work),  and  in  being  humiliatingly  directive  in 
ordering  her  to  do  feminine  tasks.  In  this,  he 
pretends  that  for  her  to  perform  (and  enjoy) 
feminine  tasks  he  has  only  to  tell  her  to  do  it. 
This  is  especially  aggravating  to  her  because 
she  often  considers  herself  more  intelligent  than 
he. 

Drug  therapy  has  given  us  some  of  our  best 
results.  There  the  terrible  rage  is  suppressed 
and  restrained  by  de-energizing  phenothiazines. 
Tindal  may  be  the  one  of  choice,  but  others 
also  are  useful.  The  patient  must  be  titrated 
over  and  over  again,  because  she  and  the  hus- 
band forget  that  she  is  sick.  With  the  rage  sup- 
pressed she  stops  the  fatiguing  medicine  to  get 
more  energy  with  which  to  work,  and  back 
comes  the  sensitivity  to  husband’s  bad  habits, 
then  provocative  behavior,  then  rages  and  the 
like. 

When  they  both  learn  that  these  drugs  sup- 
press rage,  and  that  the  secondary  side-effects 
are  not  as  costly  to  them  as  the  illness,  social 
pressure  can  be  mounted  for  her  to  continue 
regular  ingestion,  even  though  she  is  in  part 
devitalized  by  the  chug.  Benzodiazapines  such 
as  Librium  are  preferred  by  the  patient,  who 
hates  the  drop  in  self  esteem  brought  about  by 
the  phenothiazines.  But  of  course,  in  paranoids, 
the  illness  itself  is  an  excess  of  self-confidence 
which  is  relatively  immune  to  social  correction 
or  logic.  With  Librium  the  rage  is  numbed  a 
little,  but  the  basic  psychotic  delusions  go 
untouched.  With  phenothiazines  in  adequate 
amounts,  the  delusions  often  are  given  up  and 
logical  reasoning  can  be  introduced.  Therefore, 
I insist  on  a phenothiazine  drug  and  work  with 
the  family  to  show  them  the  difference  in  her 
mental  status  when  on  the  drug— they  leam 
slowly  and  the  lesson  may  take  years  to  be 
realized. 

Divorce  is  not  an  answer  in  my  opinion.  This 
is  because  she  can’t  quit  fretting  about  him  even 
though  they  do  go  separate  ways— that  is,  in  the 
great  majority  of  cases.  In  my  original  series  of 
32  cases  studied,  separation  and  divorce  (oc- 
curred in  50  per  cent  of  this  series ) did  not  stop 
the  symptoms  at  all.  She  continued  to  rant  and 
rave  at  the  thought  of  his  being  “free”  to  in- 
dulge himself.  If  the  physician  is  called  upon 
to  advise  regarding  “divorce”,  he  should  at  most 
recommend  a sixty-day  separation.  Then,  if  her 
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rage  is  quantitively  less,  and  diminishing  with 
time,  the  family  can  make  their  own  decision 
easily.  Discussion  of  her  ambivalence  in  regard 
to  divorce  generally  is  a fruitless  waste  of  many 
hours.  I advise  against  it. 

Hospitalization  is  useful  only  as  a temporary 
crisis  management  device.  On  a well  run  psychi- 
atric ward  these  women  gradually  cool  down  from 
the  intense  rage  which  necessitated  their  coming 
in.  It  does  demonstrate  that  they  don’t  really 
relate  to  the  charge  nurse,  but  prefer  to  relate 
to  other  paranoid  patients,  or  to  their  male  doc- 
tor. They  run  brief  and  unremarkable  hospital- 
ization courses.  Upon  return  home  nothing  is 
settled— the  process  resumes. 

In  summary,  I believe  then  that  the  physician 
can  best  help  by  chemotherapy  of  the  anger. 
The  benzodiazapines  are  preferred  by  the  pa- 
tients, but  are  not  as  effective  in  controlling  the 
anger  as  is  the  phenothiazine  type  of  drug,  even 
though  its  major  side-effects  are  hard  to  bear. 
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Artifacts  Resembling  Cardiac  Arrhythmias 

Edward  K.  Chung , M.  D. 


Miscellaneous  conditions  including  malposi- 
tion of  the  heart,  incorrect  placement  of  elec- 
trodes, incorrect  mounting  of  the  electrocardio- 
gram, and  artifacts  from  different  origins  may 
produce  various  electrocardiographic  findings 
which  may  closely  simulate  cardiac  arrhythmias. 
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cine and  Director,  Electrocardiographic  Lab- 
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Center,  Morgantown. 


Figure  1 


Electrocardiographic  Analysis 

Figure  1 was  obtained  from  an  elderly  patient 

I with  advanced  Parkinson’s  disease.  It  is  inter- 
esting to  note  that  artifacts  produced  by  muscle 
tremors  closely  resemble  atrial  flutter.  This 
electrocardiographic  finding  may  be  misinter- 
preted as  atrial  flutter  with  4:1  A-V  block,  atrial 
flutter  with  A-V  nodal  escape  rhythm  producing 
complete  A-V  dissociation  or  atrial  dissociation 
due  to  unilateral  atrial  flutter.  Artifacts  can  be 
eliminated  when  Parkinson’s  disease  is  treated 
with  various  drugs,  particularly  L-Dopa. 

Comment 

Various  artifacts  may  produce  electrocardio- 
graphic findings  simulating  cardiac  arrhythmias. 
A lose  connection  of  the  electrode  while  the 
electrocardiogram  is  taken  may  produce  artifacts 
which  closely  resemble  atrial  flutter  or  fibrilla- 
tion. Similarly,  noncardiac  movement  such  as 
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seen  in  patients  with  Parkinson’s  disease,  diaph- 
ragmatic flutter  or  hiccough  may  produce  elec- 
trocardiographic findings  resembling  atrial  flutter 
(Figure  1).  In  these  cases,  a false  atrial  pattern 
may  be  erroneously  interpreted  as  atrial  dis- 
sociation when  independent  sinus  P waves  are 
discernible. 

It  is  not  uncommon  to  record  the  electrical 
activities  of  two  patients  simultaneously  through 
a cardiac  monitor.  In  such  a case,  needless  to 
say,  two  sets  of  P,  QRS,  and  T complexes  are 
recorded  and  it  may  appear  to  be  a complex 
arrhythmia.  Similarly,  regularly  occurring  arti- 
facts due  to  various  causes  can  resemble  ven- 
tricular ectopic  beats  or  rhythm.  In  such  a cir- 
cumstance, ventricular  parasystole  may  be  diag- 
nosed erroneously.  All  of  the  above-mentioned 
electrocardiographic  findings  which  mimic  car- 
diac arrhythmias  can  be  corrected  by  eliminating 
such  artifacts. 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic, 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


SEARLE 


Research  in  the  service  of  medicine. 
G.  D.  Searle  &Co.,  Chicago,  III.  60680 


Pro-Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-BanthTne  15  mg. 

propantheline  bromide- 


Pro-BanthTne  15  mg. 

propantheline  bromide 
with 

Oartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-BanthTne  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-BanthTne  P.fl.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-BanthTne  7Vi  mg. 

propantheline  bromide 
Half  Strength 


PrcvBanthme 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthlne  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 

Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthlne  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like  (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthlne®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbitai  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thlne.  In  addition,  phenobarbitai  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthlne. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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LINES  OF  COMMUNICATION 


The  county  medical  societies,  the  State  Medical  Association 
and  the  AMA  are  established  and  organized  to  serve  the 
individual  physician.  The  problems  that  arise  in  his  practice 
must  not  only  be  brought  to  the  attention  of  the  Association 
when  they  initially  occur,  but  repeatedly  if  they  continue  to 
be  present. 

At  times,  those  of  us  working  to  solve  these  problems  may 
feel  they  are  solved  and  become  complacent.  Recently  a survey 
made  by  Dr.  Worthy  W.  McKinney,  Chairman  of  the  Medical 
Economics  Committee,  indicated  a need  for  renewed  efforts  in 
discussion  with  all  third  party  agents  as  well  as  the  need  for 
other  activities.  This  fact  was  most  evident  during  the  question 
and  answer  period  of  a recent  Harrison  County  Medical  Society 
meeting,  which  I attended. 

There  are  many  lines  of  communication  between  the  com- 
ponent medical  societies  and  the  State  Association.  The  district 
councilor  should  be  the  first  person  to  be  made  aware  of  a 
problem.  To  facilitate  this  flow  of  information,  the  councilor 
should  be  encouraged  to  attend  the  county  society,  council  or 
board  of  directors  meeting  of  component  societies  in  his  district 
as  often  as  possible.  The  councilor  may  advise  referral  of  the 
problem  to  an  established  committee  or  take  it  to  the  State 
Council  meeting  held  four  times  a year. 

Problems,  whether  initial  or  continuing,  may  always  be 
directed  to  the  Executive  Secretary  or  the  Assistant  Executive 
Secretary,  the  appropriate  committee  or  any  member  of  the 
Executive  Committee. 


George  R.  Callender,  Jr.,  M.  D.,  President 
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EDITORIALS 


The  health  care  delivery  system  in  the  United 
States  will  be  altered  considerably  during  the 
1970s.  This  means  it  is  imperative 
THE  NEW  that  physicians  take  an  active  role 
PRESIDENT  in  the  decision  making— rather  than 
sitting  on  the  sidelines  and  allow- 
ing the  bureaucrats  to  dictate  the  change  in 
policy. 

We  know  one  gentleman  who  will  be  in  there 
making  his  views  known— George  R.  Callender, 
Jr.,  M.  D.  Doctor  Callender  was  installed  as 
President  of  the  West  Virginia  State  Medical 
Association  during  the  final  session  of  the  House 
of  Delegates  at  The  Greenbrier. 

When  the  gavel  was  turned  over  to  Doctor 
Callender,  it  was  the  culmination  of  10  years  of 
dedicated  and  intense  involvement  in  the  affairs 
of  the  State  Medical  Association.  He  served  for 
more  than  five  years  as  Chairman  of  the  key 
Medical  Economics  Committee  during  a time 
when  negotiations  with  officials  of  various  third 
party  programs  were  something  less  than  friend- 
ly. Through  his  efforts,  and  with  the  active  sup- 
port of  the  officers  and  committee  members,  these 
misunderstandings  have  been  remedied  with  a 
majority  of  the  state  agencies  and  other  third 
party  programs. 

We  are  sure  Doctor  Callender  will  continue 
to  receive  the  active  support  of  his  colleagues 


throughout  the  State  during  his  term  as  Presi- 
dent. 


A native  of  Washington,  D.  C.,  Doctor  Cal- 
lender was  graduated  from  the  University  of 
Maryland  and  received  his  M.  D.  degree  in  1945 


George  R.  Callender,  Jr.,  M.  D. 
President 
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from  the  University  of  Maryland  School  of 
Medicine.  He  interned  at  University  Hospital 
in  Baltimore  and  had  residency  training  in  sur- 
gery and  orthopedic  surgery  at  Emory  University 
Hospital  in  Atlanta,  and  at  Charleston  General 
Hospital.  He  also  had  additional  training  in  the 
care  of  crippled  children  at  Morris  Memorial 
Hospital  in  Milton. 

Doctor  Callender  served  as  Captain  in  the 
Medical  Corps  of  the  United  States  Army,  1946- 
48,  and  has  been  engaged  in  the  private  practice 
of  orthopedic  surgery  since  1952.  He  is  a Fellow 
of  the  American  College  of  Surgeons  and  the 
American  Academy  of  Orthopedic  Surgery.  He 
is  certified  by  the  American  Board  of  Orthopedic 
Surgery  and  the  American  Association  of  Elec- 
tromyography and  Electrodiagnosis. 

Dr.  Callender  has  been  active  in  civic  affairs 
in  Charleston  and  is  a Past  President  of  the  Com- 
munity Council  of  the  Kanawha  Valley.  He  also 
is  a Past  President  of  the  Kanawha  Medical 
Society. 

He  is  married  to  the  former  Helen  Wellham 
and  is  the  father  of  two  children. 

The  installation  of  Doctor  Callender  relieves 
his  predecessor,  Dr.  Maynard  P.  Price,  of  many 
burdens,  but  we  are  glad  that  Doctor  Pride  will 
serve  as  Chairman  of  the  policy-making  Council 
during  the  coming  year.  Certainly  the  members 
of  the  Association  owe  a debt  of  gratitude  to 
Doctor  Pride  for  the  manner  in  which  he  handled 
his  many  responsibilities  during  his  term  as  Presi- 
dent. 


Many  parents  have,  in  this  generation,  de- 
veloped a cult  of  permissiveness  in  rearing  and 

educating  their  child- 

PERMISSIVE  PESTILENCE  ren.  This  wanton  lack 

of  discipline  has  pro- 
duced in  the  offspring  such  attitudes  and  be- 
haviors that  teachers,  doctors  and  officers  of  the 
law  are  hard-pressed  to  cope  with  the  resultant 
product. 

Children  in  doctors’  offices  frequently  seem  to 
rule  the  family,  and  it  is  not  unusual  for  a parent 
to  say  about  a three  to  five-year-old  child:  “He 
does  not  want  to  take  his  medicine,  1 11  see  if  he 
will  do  it.”  Another  parent  may  say,  “He  wanted 
a chocolate  bar  so  bad  I gave  it  to  him;  it  won’t 
hurt  his  diabetes  will  it?”  Still  another,  “He 
doesn’t  want  to  have  a blood  test  or  a shot.  You 
can  treat  him  without  that,  can't  you  Doctor?”, 
and  still  another:  “Johnny  won’t  eat  anything 
but  candy  and  hamburger.  I know  he  should 


have  some  juice  and  green  things,  but  I haven't 
the  heart  to  force  him. 

We  doctors  have  the  right  and  the  obligation 
to  try  to  show  parents  the  fallacy  of  this  be- 
havior. We  should  point  out  that  both  history 
and  the  scriptures  of  the  Christian  and  other 
religions  stress  the  dictum  “bring  up  the  child 
in  the  way  he  should  go"  and  “honor  thy  father 
and  thy  mother.” 

The  youth  groups,  hippies  and  others  have  em- 
phasized “Love.  ” “Greater  love  hath  no  man 
than  that  he  give  up  his  life  for  another,”  says  the 
Bible,  yet  how  many  parents  realize  that  they 
must  give  up  a good  part  of  their  lives  to  the 
love,  education  and  discipline  of  their  children 
if  these  children  are  to  become  upright,  success- 
ful, mature  people. 

In  primitive  times  and  in  frontier  days  the 
child  who  failed  to  promptly  heed  his  parent 
was  often  killed,  maimed  or  taken  by  the  enemy. 

Today,  a child  is  often  run  over,  burned,  elec- 
trocuted and  otherwise  injured  or  killed  because 
of  the  failure  to  promptly  heed  a warning  or  a 
command.  Many  children  become  immature, 
criminal  or  psychotic  people  because  of  this 
failure. 

As  a medical  profession,  let  us  fight  permis- 
siveness in  the  parents  of  our  generation  and  help 
to  save  the  children  who  will  become  the  parents 
of  the  next  generation. 


For  many  years  medical  schools  have  received 
substantial  research  and  training  grants  from  the 

National  Institutes 

REDUCTION  IN  FEDERAL  of  Health  (NIH). 
FINANCING  OF  RESEARCH  The  amount  of 
AND  TRAINING  GRANTS  money  allotted  to 

NIH  increased  an- 
nually about  15  per  cent.  The  research  grants 
were  used  to  purchase  materials  and  equipment 
and  also  for  salaries  for  full-time  technicians  and 
often  a part  of  the  salary  of  the  director  of  the 
research  program  who  generally  had  academic 
tenure.  Travel  pay  to  scientific  meetings  also 
was  allowed.  Training  grants  were  used  largely 
for  sustenance  for  students  working  for  the  Ph.D. 
degree. 

It  appears  that  most  administrators  of  medical 
schools  believed  that  these  grants  would  continue 
indefinitely  and  even  increase  each  year.  They 
did  not  consider  that  there  might  be  a reduction 
in  the  amount  allotted.  Unfortunately  the  past 
two  or  three  years  there  has  been  a sharp  reduc- 
tion in  these  grants,  which  has  caused  consider- 
able embarrassment  to  many  institutions,  especi- 
ally those  which  had  used  a good  proportion  of 
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the  money  to  pay  the  salary  of  men  who  had 
tenure.  These  latter  men  now  will  have  to  be 
paid  from  the  budget  of  the  medical  school  and 
certain  full-time  technicians  and  others  will  have 
to  be  released  unless  other  funds  can  be  found. 

The  reduction  in  the  amount  of  money  re- 
ceived for  research  and  training  grants  is  a seri- 
ous matter,  but  it  must  be  looked  at  realistically. 
It  does  seem  that  some  of  the  medical  school 
administrators  (and  perhaps  the  presidents  of 
the  universities)  might  have  foreseen  that  event- 
ually there  might  be  less  money  available  from 
these  federal  grants,  but  perhaps  this  is  too  much 
to  expect  of  human  nature.  There  is  no  doubt 
but  what  these  grants  were  of  immense  benefit 
to  graduate  students,  and  that  research  was  also 
benefited. 

Questions  have  been  raised  from  time  to  time 
concerning  the  allocation  of  these  grants.  There 
is  some  feeling  that  the  old  established  medical 
schools  obtained  an  inordinate  amount  of  money 
and  the  lesser  schools  suffered  accordingly.  Also 
it  was  believed  by  some  that  the  medical  schools 
in  the  eastern  part  of  the  United  States  re- 
ceived more  proportionally  than  those  in  the 
western  part.  These  criticisms  are  difficult  to 
solve.  Research  and  training  grants  are  allotted 
to  men  who  are  well  qualified  scientifically,  and 
certain  older  schools  presumably  have  on  their 
staff  greater  numbers  of  outstanding  scientists, 
and  probably  more  equipment  with  which  to 
work. 

Be  all  that  as  it  may,  it  is  known  that  the 
federal  money  to  finance  grants  was  not  equally 
distributed  to  the  various  departments  in  the 
medical  schools.  The  unequal  distr  ibution  caused 
some  departments  to  become  hypertrophic  and 
others  stunted,  causing  an  undesirable  balance. 
This  makes  it  difficult  for  the  administrator  of 
the  school,  and  it  is  felt  by  some  that  the  func- 
tions of  the  deans  are  being  undermined  by  this 
practice. 

It  is  not  likely  that  the  amount  of  federal 
money  for  research  and  training  grants  will  be  in- 
creased above  the  present  level  for  some  time.  If 
this  be  true,  certain  readjustments  of  financing 
research  of  medical  schools  will  have  to  be  made. 
The  entire  matter  probably  needs  careful  study 
and  it  may  be  that  a reassessment  should  be 
made  of  the  entire  program  and  an  attempt  made 
to  remove  certain  inequalities  that  now  apparent- 
ly exist  in  the  allocation  of  research  and  training 
grants. 


THE  PEER  REVIEW 

The  English  legal  system  has  given  a charged 
criminal  the  right  to  be  tried  by  a jury  of  his 
peers. 

In  the  highly  organized  staff  of  a large  hospital, 
the  doctors  are  often  critically  tried  by  the  opin- 
ions of  their  fellows.  However,  justice  in  the 
verdict  is  often  colored  by  political  or  family 
relationships,  connections  with  influential  mem- 
bers of  the  Board  or  the  closeness  of  the  person 
in  question  to  sources  of  endowment.  A good 
doctor  must  have  confidence  in  himself  and  his 
methods,  but  there  is  a great  difference  between 
self  confidence  and  egotism.  Humility  should 
be  a part  of  all  of  us. 

At  times,  competition  or  avarice  seem  to  color 
the  criticism  of  one  staff  member  about  another, 
and  this  is  destructive— not  constructive. 

Such  is  apparently  not  the  purpose  of  the  Peer 
Review  as  outlined  in  Doctor  Hamaty’s  report 
in  the  September  issue  of  The  Journal  It  is 
stressed  that  the  review  is  to  be  voluntary  and 
not  compulsory  as  are  utilization  reviews  ordered 
by  the  Federal  Government  in  connection  with 
Medicare. 

National  Blue  Cross  has  recommended  that 
local  Blue  Cross  organizations  set  up  utilization 
reviews  in  their  respective  areas.  These  are  to 
be  reviews  by  persons  other  than  doctors  directly 
involved. 

The  authors  of  the  Hinder  Report  to  the  AMA 
have  seemingly  acted  upon  the  principle  that  it 
is  better  to  police  ourselves  than  to  be  policed, 
yet  their  57  recommendations  sound  almost  like 
the  formula  for  a police  state  in  the  Health 
Services  run  by  a super  council. 

Doctors  who  have  tried  to  keep  their  practice 
honest  and  live  by  the  Hippocratic  Oath  may 
still  have  fallen  behind  in  the  knowledge  of 
advancements  in  medicine  and  surgery. 

If  the  Peer  Review  can  be  the  means  of  point- 
ing the  way  to  our  providing  better  care  for  our 
patients,  more  power  to  it. 

Most  of  us  dislike  association  with  the 
bureaucracy  of  Federal  allotment  for  the  purpose 
of  self  discipline.  But  since  high  Federal  tax- 
ation and  increasing  Social  Security  payments 
(Continued  on  Page  xxix) 
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GENERAL  NEWS 


Dr.  G.  R.  Callender  Assumes 
Association  Presidency 

Dr.  George  R.  Callender,  Jr.,  a Charleston  ortho- 
pedic surgeon,  was  installed  as  President  of  the 
West  Virginia  State  Medical  Association  during  the 
103rd  Annual  Meeting  at  The  Greenbrier. 

The  meeting,  which  attracted  634  persons  in- 
cluding 355  physicians,  was  held  August  20-22. 

Dr.  Maynard  P.  Pride  of  Morgantown,  retiring 
President  of  the  Association,  administered  the  oath 
to  Doctor  Callender,  son  of  Brig.  Gen.  George  R. 
Callender,  U.  S.  Army  Medical  Corps  (Retired). 
The  ceremony  was  among  highlights  of  the  second 
and  final  session  of  the  House  of  Delegates  on  Satur- 
day afternoon,  August  22. 

Doctor  Pride  automatically  becomes  Chairman  of 
the  Council  for  the  coming  year.  Before  adminis- 
tering the  oath  to  Doctor  Callender,  Doctor  Pride 
presented  his  presidential  address,  a text  of  which 
appears  in  the  scientific  section  of  this  issue  of  The 
Journal. 

Doctor  Weeks  President  Elect 

Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  who  like 
Doctor  Callender  has  headed  the  Association’s  im- 
portant Committee  on  Medical  Economics,  was  ele- 
vated from  the  office  of  Vice  President  to  President 
Elect.  He  will  succeed  Doctor  Callender  as  Pres- 
ident next  year. 


Dr.  Worthy  W.  McKinney  of  Beckley  was  named 
Vice  President,  succeeding  Doctor  Weeks,  and  Dr. 
Kenneth  G.  MacDonald  of  Charleston  was  named 
to  his  sixth  one-year  term  as  Treasurer.' 

Election  of  Councilors 

Four  new  members  of  the  Council  were  elected 
and  four  others  were  re-elected  during  the  election 
of  officers  at  the  second  session  of  the  House  of 
Delegates. 

New  members  are:  Dr.  Robert  R.  Pittman  of 

Martinsburg,  who  succeeds  Dr.  S.  Elizabeth  Mc- 
Fetridge  of  Shepherdstown;  Dr.  F.  Lloyd  Blair  of 
Parkersburg,  succeeding  Dr.  William  E.  Gilmore, 
also  of  Parkersburg;  Dr.  Thomas  P.  Long  of  Man. 
succeeding  Dr.  Harold  VanHoose,  also  of  Man;  and 
Dr.  Richard  G.  Starr  of  Beckley,  succeeding  Dr. 
Worthy  W.  McKinney  of  Beckley,  who  was  elevated 
to  the  Vice  Presidency. 

Re-elected  to  two-year  terms  on  the  Council  are 
Drs.  William  T.  Lawson  of  Fairmont,  A.  Kyle  Bush 
of  Philippi,  Jack  Leckie  of  Huntington,  and  Joseph 
A.  Smith  of  Dunbar. 

Holdover  Councilors,  who  were  not  subject  to 
re-election  this  year  are:  Drs.  Stephen  D.  Ward  of 
Wheeling,  George  A.  Curry  of  Morgantown,  Robert 
W.  Bess,  Jr.,  of  Piedmont,  J.  D.  H.  Wilson  of  Clarks- 
burg, Joseph  B.  Reed  of  Buckhannon,  A.  Thomas 
McCoy  of  Charleston,  and  John  J.  Mahood  of  Blue- 
field. 


Left  photo  shows  Dr.  Richard  W.  Corbitt  of  Parkersburg  presenting  the  Past  President's  Plaque  to  Dr.  Maynard  P.  Pride 
of  Morgantown,  retiring  President  of  the  Association.  At  right,  Doctor  Pride  administers  the  oath  of  office  to  his  successor, 
Dr.  George  R.  Callender,  Jr.,  of  Charleston.  Both  ceremonies  took  place  during  the  second  and  final  session  of  the  House 
of  Delegates  at  The  Greenbrier. 
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Doctor  Flood  Re-Elected  AMA  Delegate 

Dr.  Richard  E.  Flood  of  Weirton  was  re-elected 
Delegate  to  the  American  Medical  Association  for 
a two-year  term.  Also  re-elected  Alternate  Dele- 
gate was  Dr.  Albert  C.  Esposito  of  Huntington. 

Holdover  Delegate  and  Alternate,  respectively, 
are  Dr.  Frank  J.  Holroyd  of  Princeton  and  Dr. 
Thomas  G.  Reed  of  Charleston. 

The  New  President 

A native  of  Washington,  D.  C.,  Doctor  Callender, 
the  new  President,  attended  the  University  of  Mary- 
land, where  he  received  a B.  S.  degree  in  1943  and 
his  M.  D.  degree  two  years  later. 

He  interned  at  University  Hospital  in  Baltimore 
and  later  took  residency  training  in  surgery  and 
orthopedic  surgery  at  Emory  Hospital  in  Atlanta, 
at  Charleston  General  Hospital,  and  at  Morris 
Memorial  Hospital  in  Milton.  He  has  been  engaged 
in  the  private  practice  of  orthopedic  surgery  in 
Charleston  for  the  past  18  years. 

The  new  President  is  a Fellow  of  the  American 
College  of  Surgeons  and  the  American  Academy  of 
Orthopedic  Surgeons.  He  is  certified  by  the  Amer- 
ican Board  of  Orthopedic  Surgery  and  the  American 
Association  of  Electromyography  and  Electrodiag- 
nosis. 

He  is  a Past  President  of  the  Kanawha  Medical 
Society,  and  in  the  State  Medical  Association  he 
has  served  as  Chairman  of  the  Committee  on  Medi- 
cal Economics,  a member  of  the  Council,  and  as 
Vice  President  and  President  Elect. 


Dr.  Frank  W.  McKee  (center),  the  new  Dean  of  the  West 
Virginia  University  School  of  Medicine,  accepts  from  Dr. 
Maynard  P.  Pride  of  Morgantown,  President  of  the  State 
Medical  Association,  a check  in  the  amount  of  $14,691.40,  as 
Dr.  Clark  K.  Sleeth,  retiring  Dean,  looks  on.  Check  represents 
one  year’s  contributions  by  West  Virginia  physicians  and 
their  wives  to  the  School  through  the  AMA-ERF. 


Doctor  and  Mrs.  Callender  are  the  parents  of  a 
son  and  a daughter. 

The  President  Elect 

Doctor  Weeks,  the  President  Elect,  practices  anes- 
thesiology in  Wheeling,  where  until  several  months 
ago  he  was  a partner  of  the  now  retired  Dr.  D.  E. 
Greeneltch,  who  served  as  President  of  the  Asso- 
ciation in  1961-62.  Doctor  Weeks  was  born  in 
Clarksburg  and  attended  West  Virginia  University 


These  new  officers  will  direct  the  affairs  of  the  West  Virgin’a  State  Medical  Association  during  the  coming  year.  Shown 
soon  after  their  election  at  The  Greenbrier,  they  are  (left  to  right):  Dr.  Worthy  W.  McKinney  of  Beckley,  Vice  President; 

Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  President  Elect;  Dr.  George  R.  Callender,  Jr.,  of  Charleston,  President;  and  Dr.  Ken- 
neth G.  MacDonald  of  Charleston,  who  was  elected  to  his  sixth  consecutive  one-year  term  as  Treasurer. 
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and  the  University  of  Maryland  School  of  Medicine, 
where  he  received  his  M.  D.  degree  in  1953. 

He  interned  at  Mercy  Hospital  in  Baltimore  and 
took  residency  training  at  Ohio  Valley  General 
Hospital  in  Wheeling. 

He  has  served  as  Chairman  of  the  Medical  Eco- 
nomics Committee  of  the  State  Association,  and 
during  the  past  year,  he  held  the  office  of  Vice 
President.  He  is  a member  of  the  West  Virginia 
Medical  Licensing  Board  and  is  a Diplomate  of  the 
American  Board  of  Anesthesiology. 

The  Vice  President 

A native  of  Henryetta,  Oklahoma,  Doctor  Mc- 
Kinney, the  new  Vice  President,  attended  the  Uni- 
versity of  Oklahoma.  He  received  his  M.  D.  degree 
in  1946  from  the  George  Washington  University 
School  of  Medicine.  He  also  holds  the  degree  of 
Master  of  Science  in  Ophthalmology,  awarded  by 
the  University  of  Pennsylvania. 

He  interned  at  St.  Vincent’s  Hospital  in  Jackson- 
ville, Florida,  and  had  residency  training  at  Gorgas 
Hospital  in  the  Canal  Zone  and  at  the  University 
of  Pennsylvania  Hospital. 

Doctor  McKinney  was  elected  to  the  Council  of 
the  State  Medical  Association  in  1967,  and  he  has 
been  serving  as  Co-Chairman  of  the  Committee  on 
Medical  Economics. 

Constitution  and  By-Laws  Change 

The  House  of  Delegates  took  final  action  on  one 
amendment  to  the  Constitution  of  the  Association 
and  made  one  change  in  the  By-Laws.  The  consti- 
tutional amendment  deletes  the  provision  that  Past 
Presidents  automatically  serve  in  the  House  of 
Delegates  for  10  years  following  their  presidential 
terms. 

The  By-Laws  amendment  adopts  the  Sturgis  Stan- 
dard Code  of  Parliamentary  Procedure  to  govern 
the  deliberations  of  the  Association. 


Honor  Guests 

Dr.  Prince  B.  Woodard  of  Charleston,  Chancellor 
of  the  West  Virginia  Board  of  Regents;  and  Dr. 
Walter  C.  Bornemeier  of  Chicago,  President  of  the 
American  Medical  Association,  were  guests  of  honor 
at  the  meeting.  They  addressed  the  meeting,  and 
their  papers  will  be  published  in  the  November 
issue  of  The  Journal. 

Medical  School  Receives  Check 

At  the  first  session  of  the  House  of  Delegates  on 
Wednesday  afternoon,  August  19,  Dr.  Frank  W. 
McKee  was  introduced  as  the  new  Dean  of  the 
West  Virginia  University  School  of  Medicine.  He 
succeeds  Dr.  Clark  K.  Sleeth,  who  several  months 
ago  asked  to  be  relieved  of  administrative  re- 
sponsibilities so  that  he  could  devote  more  time 
to  teaching. 

A check  in  the  amount  of  $14,691.40  was  presented 
to  Doctors  McKee  and  Sleeth.  This  represented  the 
year’s  contributions  of  West  Virginia  physicians  and 
Auxiliary  members  to  the  School  of  Medicine 
through  the  American  Medical  Association’s  Edu- 
cation and  Research  Foundation. 

104th  Meeting  at  The  Greenbrier 

The  Council,  at  its  pre-convention  meeting  on 
Wednesday,  voted  to  hold  the  104th  Annual  Meet- 
ing at  The  Greenbrier  on  Thursday,  Friday  and 
Saturday,  August  19-21,  1971. 

This  year’s  meeting  showed  a decrease  in  atten- 
dance compared  with  meetings  of  recent  years. 
Total  registered  attendance  was  634,  down  eight 
from  1969.  There  were  355  physicians  registered, 
compared  with  368  last  year. 

The  Auxiliary  registration  was  183,  compared 
with  175  last  year,  and  total  registration  of  ex- 
hibitors and  other  guests  was  96,  down  three. 


In  left  photo.  Dr.  Lowell  Steen,  President  of  the  Indiana  Medical  Association,  shares  a quip  with  Dr.  Seigle  W.  Parks  of 
Charleston.  Center  photo  shows  Dr.  Janies  S.  Klumpp  of  Huntington  giving  the  report  of  the  Committee  on  the  Presidential 
Address  at  the  second  and  final  session  of  the  House  of  Delegates.  At  right  are  Dr.  Joseph  B.  Heed  of  Buckhannon  and  his 
daughter  at  the  final  House  session. 
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These  Presidents  of  the  state  medical  associations  of  neighboring  states  made  brief  remarks  at  the  second  and  final  session 
of  the  House  of  Delegates  at  The  Greenbrier.  Left  to  right:  Dr.  Richard  L.  Fulton  of  Columbus,  Ohio;  Dr.  William  A.  Barrett 
of  Pittsburgh,  Pennsylvania;  and  Dr.  Walter  L.  Cawood  of  Ashland,  Kentucky, 


Action  Taken  on  Amendments 
To  Constitution  and  By-Laws 

The  House  of  Delegates  of  the  West  Virginia 
State  Medical  Association  adopted  two  amendments 
to  the  Constitution  and  By-Laws  during  the  1970 
Annual  Meeting  at  The  Greenbrier. 

Final  action  was  taken  on  one  proposed  amend- 
ment to  the  Constitution  which  was  offered  initially 
at  the  Annual  Meeting  in  1969.  The  following 
amendment  to  the  Constitution  was  adopted: 

“Amend  Article  V,  Section  1,  by  deleting 
Sub-Section  (2)  which  reads  as  follows:  ‘Ex- 
presidents for  a period  of  10  years  following 
their  tenure  of  office,  providing,  however,  that 
ex-presidents  who  were  elected  prior  to  1953 
shall  remain  as  life-time  members  of  the  House 
of  Delegates;  and’,” 


(Adoption  of  the  amendment  now  requires  that 
past  presidents  of  the  Association  will  have  to  be 
elected  as  delegates  by  their  component  societies 
in  order  to  have  a vote  at  meetings  of  the  House). 

Amendment  to  the  By-Laws 

The  following  amendment  to  the  By-Laws  was 
adopted  by  the  House  of  Delegates: 

“Amend  Chapter  X,  Section  4,  by  deleting  the 
entire  Section  and  inserting  in  lieu  thereof  the 
following:  “The  deliberations  of  this  Association 
shall  be  governed  by  parlimentary  procedure  as 
contained  in  Sturgis  Standard  Code  of  Parlia- 
mentary Procedure,  when  not  in  conflict  with 
the  Constitution  and  By-Laws.” 

(For  many  years  the  deliberations  of  the  Associa- 
tion were  governed  by  parliamentary  procedure  as 
contained  in  Robert’s  Rules  of  Order). 


These  University  of  Maryland  graduates  (left  photo)  swapped  a few  stories  at  the  Past  Presidents  Luncheon  during  the 
Annual  Meeting.  Left  to  right:  Dr.  Richard  W.  Corbitt  of  Parkersburg,  a Past  President  of  the  Association;  Dr.  George  R. 
Callender,  Jr.,  of  Charleston,  the  new'  President;  Dr.  Henry  A.  Briele,  President  of  the  Medical  and  Chirurgical  Faculty  oi 
Maryland;  and  Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling,  the  new'  President  Elect  of  the  West  Virginia  Association.  In  right 
photo.  Dr.  Edmund  B.  Flink  of  Morgantown  speaks  as  Dr.  J.  L.  Mangus  of  Charleston,  an  unidentified  visitor,  and  Dr.  John 
M.  Hartman  listen. 
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Mrs.  Martha  Hooks  Is  among 
the  personable  exhibitors  who 
come  to  the  Annual  Meeting 
each  year.  She  promotes  mem- 
bership in  the  Southern  Medi- 
cal Association,  of  which  she 
is  a staff  member.  Here,  she 
shows  the  exhibit  to  Dr.  Albert 
C.  Esposito  of  Huntington,  who 
will  be  installed  as  President 
of  SMA  in  Dallas  next  month. 


These  two  guest  speakers  are 
submitting  to  questions  follow- 
ing the  Second  General  Scien- 
tific Session  at  The  Green- 
brier. With  microphone  is  Dr. 
Perry  C.  Talkington,  Clinical 
Professor  of  Psychiatry  at  the 
University  of  Texas  South- 
western Medical  School  in 
Dallas.  At  left  is  Dr.  Robert 
G.  Greenblatt,  Professor  and 
Chairman  of  the  Department 
of  Endocrinology  of  the  Medi- 
cal College  of  Georgia  in  Au- 
gusta. 


This  husband  and  wife  are 
well  known  among  members 
of  the  State  Medical  Associa- 
tion and  the  Auxiliary.  Dr. 
Joe  N.  Jarrett  of  Oak  Hill  is 
President  Elect  of  the  West 
Virginia  Chapter  of  the  Amer- 
ican Academy  of  General 
Practice.  Mrs.  Jarrett  just 
completed  a one-year  term  as 
President  of  the  Woman’s  Aux- 
iliary to  the  State  Medical 
Association. 
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Dr.  James  S.  Klumpp  of 
Huntington  (left),  apparently  is 
entertaining  two  other  former 
Presidents  of  the  State  Medical 
Association  with  a story  just 
prior  to  the  Past  Presidents 
Luncheon  at  The  Greenbrier. 
In  center  is  Dr.  L.  J.  Pace  of 
Princeton  and  at  right  is  Dr. 
Albert  C.  Esposito  of  Hun- 
tington. 


These  three  Beckley  physi- 
cians shared  a few  moments  of 
conversation  during  a break 
in  the  General  Scientific  Pro- 
gram. Dr.  Worthy  W.  McKin- 
ney (center)  later  was  elected 
Vice  President  of  the  Asso- 
ciation. At  left  is  Dr.  Richard 
G.  Starr  and  at  right  is  Dr. 
John  M.  Daniel. 


Mr.  Hugh  G.  Head,  Jr.  (left), 
an  attorney  in  Atlanta,  Geor- 
gia, was  one  of  the  speakers 
at  the  Seminar  on  Legal  Medi- 
cine, which  was  a popular  fea- 
ture of  the  Annual  Meeting 
this  year.  Here,  Mr.  Head 
chats  with  his  host  at  the  Past 
Presidents  Luncheon,  Dr.  Ken- 
neth G.  MacDonald  of  Char- 
leston, Treasurer  of  the  Asso- 
ciation. 
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Dr.  Walter  L.  Cawood  of 
Ashland,  Kentucky,  (center) 
was  one  of  the  visiting  State 
Medical  Association  Presidents 
in  attendance  at  the  Annual 
Meeting.  With  Doctor  Cawood 
are:  Dr.  Richard  E.  Flood  of 
W'eirton  (left)  and  Dr.  Stephen 
D.  Ward  of  Wheeling. 


Two  officers  of  the  State 
Medical  Association  are  flanked 
by  two  veteran  public  health 
officers.  Left  to  right:  Dr.  N. 
H.  Dyer,  State  Health  Direc- 
tor; Dr.  Maynard  P.  Pride  of 
Morgantown,  retiring  President 
of  the  State  Medical  Associa- 
tion; Dr.  Harry  S.  Weeks,  Jr., 
of  Wheeling,  the  new  Presi- 
dent Elect  of  the  Association; 
and  Dr.  B.  S.  Brake  of  Clarks- 
burg. Harrison  County  Health 
Officer. 


Dr.  Richard  W.  Corbitt  of 
Parkersburg  (right),  a Past 
President  of  the  State  Medical 
Association,  confers  with  State 
Health  Director  N.  II.  Dyer  of 
Charleston. 


362 


The  West  Virginia  Medical  Journal 


Dr.  and  Mrs.  Seigle  W.  Parks 
of  Charleston  (right)  congrat- 
ulate Dr.  Maynard  P.  Pride  of 
Morgantown,  retiring  President 
of  the  Association,  at  the  re- 
ception honoring  officers  of  the 
Association  at  The  Greenbrier. 
Doctor  Parks  is  a Past  Presi- 
dent of  the  Association. 


Dr.  George  R.  Callender,  Jr., 
of  Charleston  (left)  receives 
the  good  wishes  of  Dr.  Buford 
W.  McNeer  of  Hinton  as  Doc- 
tor Callender  begins  his  one- 
year  term  as  President  of  the 
Association. 


Dr.  Worthy  W.  McKinney  of 
Beckley,  the  new  Vice  Presi- 
dent of  the  Association,  is  con- 
gratulated by  Mrs.  Thomas  P. 
Long  of  Man,  whose  husband 
was  elected  to  the  Council. 
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Dr.  Walter  C.  Bomemeier  of 
Chicago  (second  from  left), 
President  of  the  American 
Medical  Association,  was  one 
of  the  honor  guests  at  the 
103rd  Annual  Meeting.  With 
him  (left  to  right)  are:  Dr. 

Maynard  P.  Pride  of  Morgan- 
town, retiring  President  of  the 
Association;  Dr.  Richard  E. 
Flood  of  Weirfon  and  Dr. 
Frank  J.  Holroyd  of  Prince- 
ton, both  delegates  to  the  AMA 
House  of  Delegates. 


Three  Past  Presidents  of  the 
State  Medical  Association  arc 
awaiting  the  beginning  of  one 
of  the  scientific  sessions.  Left 
to  right:  Drs.  Russel  Kessel 

and  Thomas  G.  Reed,  hoth  of 
Charleston;  and  Dr.  Richard 
W.  Corbitt  of  Parkersburg. 


These  officers  and  members 
of  the  Editorial  Board  got  to- 
gether for  a luncheon  meeting 
during  the  Annual  Meeting. 
Seated:  Dr.  Maynard  P.  Pride 
of  Morgantown,  retiring  Pres- 
ident of  the  Association;  Dr. 
George  F.  Evans  of  Clarksburg, 
Editor  of  The  Journal;  and  Dr. 
George  R.  Callender,  Jr.,  of 
Charleston,  incoming  President 
of  the  Association.  Standing: 
Drs.  James  jS.  Klumpp  of  Ifun- 
tington,  Halvard  Wanger  of 
Shepherdstown  and  E.  Lyle 
Gage  of  Bluefield,  all  Ass^eja^e 
Editors  of  The  Journal.  ] 
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Dr.  Charles  E.  Andrews  of 
Morgantown  (standing)  pre- 
sided at  a “Symposium  on 
Peptic  Ulcer,"  which  comprised 
one  general  scientific  session 
during  the  Annual  Meeting  at 
The  Greenbrier.  Seated:  Dr. 

Robert  J.  Coffey  of  Washing- 
ton, D.  C.;  Dr.  William  E.  An- 
derson of  Morgantown;  and 
Dr.  Jerome  F.  Wiot  of  Cin- 
cinnati. 


Dr.  Edmund  B.  Flink  of 
Morgantown  (standing)  was 
Moderator  for  a “Symposium 
on  Diabetes”  during  the  An- 
nual Meeting.  Speakers  in- 
cluded (left  to  right)  Dr.  Rob- 
ert R.  Trotter  and  Dr.  Mar- 
garet J.  Albrink,  both  of 
Morgantown;  and  Dr.  James 
B.  Field  of  Pittsburgh. 


Dr.  Victor  A.  Politano  ot 
Miami,  Florida,  (center)  pre- 
sented a paper  at  one  of  the 
general  scientific  sessions,  and 
also  addressed  a joint  meeting 
of  the  Sections  on  Urology 
and  Pediatrics.  At  left  is  Dr. 
Barbara  Jones  of  Morgantown, 
Chairman  Elect  of  the  Section 
on  Pediatrics.  At  right  is  Dr. 
Harold  N.  Kagan  of  Hunting- 
ton,  Chairman  of  the  Section 
on  Urology. 
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Headquarters  Staff  Gets 
New  Assistant 

Charles  R.  Lewis  of  Charleston,  for  the  past  seven 
years  Executive  Secretary  of  the  West  Virginia 
Department  of  Welfare,  has  been  named  Assistant 
to  the  Executive  Secretary  of  the  West  Virginia 
State  Medical  Association. 


Charles  R.  Lewis  Edward  D.  Hagan 

The  appointment  was  announced  by  Dr.  Maynard 
P.  Pride  of  Morgantown,  Chairman  of  the  Council. 

Mr.  Lewis  succeeds  Edward  D.  Hagan,  who  had 
held  the  position  since  March  of  1965.  Mr.  Hagan 
resigned,  effective  October  31,  to  become  Director 
of  the  Department  of  Communications  of  the 
Florida  Medical  Association. 

Both  Mr.  Lewis  and  Mr.  Hagan  are  former 
Charleston  newspapermen,  and  for  several  years 
they  worked  together  in  the  Charleston  Bureau  of 
The  Associated  Press.  They  are  members  of  Sigma 
Delta  Chi,  professional  journalism  society. 

Mr.  Lewis,  52,  was  born  at  Middleport,  Ohio, 
attended  Middleport  High  School  and  graduated 
from  Ohio  University.  He  started  his  newspaper 
career  on  the  Canton  (Ohio)  Repository  and  later 
worked  for  the  United  Press  and  The  Associated 
Press,  for  which  he  was  legislative  and  capitol 
correspondent. 


He  has  been  an  active  member  and  officer  of  the 
West  Virginia  Welfare  Conference  and  other  wel- 
fare organizations.  He  and  Mrs.  Lewis,  the  former 
Miss  Jane  Ann  Veazey  of  Charleston,  are  the 
parents  of  two  boys  and  three  girls. 

Mr.  Lewis  will  assist  Mr.  Wiliam  H.  Lively, 
Executive  Secretary,  in  the  administration  of  the 
activities  of  the  Association’s  headquarters  office  in 
Charleston  and  in  the  publication  of  The  West 
Virginia  Medical  Journal. 

He  also  will  succeed  Mr.  Hagan  as  Secretary- 
Treasurer  of  The  West  Virginia  Joint  Council  on 
Teaching  Hospitals. 

In  his  new  position,  Mr.  Hagan  will,  direct  the 
public  relations  and  related  activities  of  the  Florida 
Medical  Association  from  the  headquarters  in  Jack- 
sonville. He  is  a native  of  Morgantown,  attended 
Kentucky  Military  Institute  and  was  graduated 
from  Marshall  University. 

He  and  Mrs.  Hagan  and  their  son  will  move  to 
Jacksonville  in  the  near  future. 

Mental  Health  Association  Sets 
Meeting  for  Mont  Chateau 

“Manpower  for  Mental  Health”  will  be  the  theme 
for  the  West  Virginia  Association  of  Mental  Health’s 
16th  Annual  Meeting  Friday  and  Saturday,  October 
16  and  17,  at  Mont  Chateau  in  Morgantown. 

Dr.  W.  W.  Spradlin,  Chairman  of  the  Department 
of  Psychiatry  at  the  West  Virginia  University  School 
of  Medicine,  will  serve  as  the  meeting’s  keynote 
speaker  at  a 6:30  P.  M.  dinner  session  on  October  16. 

The  October  17  agenda  includes  an  8:30  A.  M. 
review  of  West  Virginia  Department  of  Mental 
Health  innovations;  and  a 10: 15  A.  M.  discussion 
of  the  development  and  use  of  a Volunteer  Corps 
for  mental  health  programs. 

Additional  information  about  the  Mont  Chateau 
meeting  can  be  obtained  from  the  West  Virginia 
Association  for  Mental  Health,  318  Morrison  Build- 
ing, Charleston  25301. 


The  Central  West  Virginia  Medical  Society  delegation  in  the  House  of  Delegates  is  shown  in  left  photo.  They  are  Drs. 
Joseph  B.  Reed  of  Buckhannon,  Louis  W.  Groves,  Jr.,  of  Riehwood,  and  Rigoberto  Ramirez  of  Buckhannon.  Three  Raleigh 
County  delegates  are  shown  in  right  photograph.  Left  to  right:  Drs.  Forest  A.  Cornwell,  C.  Richard  Daniel  and  Walter  E. 
Klingensmith,  all  of  Beckley. 
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Pre-Convention  Council  Meeting 
At  The  Greenbrier,  Aug.  19 

The  Pre-Convention  meeting  of  the  Council  was 
held  at  The  Greenbrier  in  White  Sulphur  Springs 
on  Wednesday,  August  19,  with  the  Chairman,  Dr. 
Richard  W.  Corbitt  of  Parkersburg,  presiding. 

Dr.  Walter  C.  Bornemeier  of  Chicago,  President 
of  the  American  Medical  Association,  was  a guest 
at  the  meeting. 

Doctor  Corbitt  also  introduced  Dr.  C.  A.  Hoffman 
of  Huntington,  Secretary-Treasurer  of  the  AMA 
and  a member  of  the  Board  of  Trustees.  He  an- 
nounced that  Doctor  Hoffman  will  be  a candidate 
for  President  Elect  of  the  AMA  during  the  1971 
Annual  Convention  in  Atlantic  City. 

Appearance  of  State  Officials 

The  following  three  directors  of  State  agencies 
and  the  Medical  Director  of  a fourth  were  present 
at  the  meeting:  Hon.  Fred  L.  Davis,  Jr.,  Commis- 
sioner of  the  State  Workmen’s  Compensation  Fund; 
Hon.  Samuel  H.  Weese,  State  Insurance  Commis- 
sioner: Dr.  N.  H.  Dyer,  State  Director  of  Health; 
and  Dr.  J.  L.  Mangus,  Medical  Director  of  the 
Department  of  Welfare’s  Medicaid  Program. 

Mr.  Davis  said  he  was  quite  pleased  with  progress 
being  made  in  the  Compensation  program.  He  com- 
plimented the  various  specialty  groups  for  their 
cooperation  in  submitting  guidelines  to  be  followed 
by  the  Fund,  and  he  said  he  hoped  to  meet  with 


representatives  of  the  various  specialties  in  the  near 
future  to  keep  the  guidelines  up  to  date.  He  said 
it  was  the  aim  of  the  Department  to  provide  the 
very  best  of  medical  treatment  for  employees  of 
companies  contributing  to  the  Fund.  He  also  had 
high  praise  for  Dr.  Kenneth  G.  MacDonald  of 
Charleston,  who  has  been  serving  as  part-time 
Medical  Consultant  to  the  Fund  since  last  Novem- 
ber. 

Doctor  MacDonald  reported  that  he  was  pleased 
with  the  courtesy  and  consideration  shown  to  him 
by  members  of  the  profession  throughout  the  State. 

Mr.  Weese  discussed  in  general  the  problem  of 
malpractice  insurance  in  West  Virginia.  He  said  the 
main  problem  was  market  availability  and  at  the 
present  time  there  were  only  two  major  companies 
interested  in  writing  this  type  of  insurance. 

He  said  his  Department  is  keeping  abreast  of  the 
recent  premium  increases  and  is  trying  to  make 
sure  West  Virginia  physicians  are  not  subsidizing 
those  states  where  the  loss  ratio  is  greater. 

Mr.  Weese  commented  that  a possible  solution  to 
the  problem  lies  in  the  group  concept  such  as  the 
program  being  studied  by  the  American  Medical 
Association. 

Dr.  Corbitt  recognized  Dr.  C.  A.  Hoffman,  Chair- 
man of  the  Committee  on  Professional  Liability  of 
the  American  Medical  Association.  Doctor  Hoffman 
reported  that  the  AMA  House  of  Delegates  had 
approved  establishment  in  the  near  future  of  a 
professional  liability  insurance  program  under  the 


Dr.  Prince  B.  Woodard  of  Charleston  (second  from  right),  Chancellor  of  the  West  Virginia  Board  of  Regents,  was  an  honor 
guest  at  the  Annual  Meeting.  He  addressed  the  Association  at  opening  exercises.  With  him  (from  left)  are:  Dr.  Frank  W. 
McKee  of  Morgantown,  the  new  Dean  of  the  West  Virginia  University  School  of  Medicine;  Dr.  F.  Lloyd  Blair  of  Parkersburg, 
a member  of  the  Board  of  Regents;  and  Dr.  Charles  E.  Andrews  of  Morgantown,  Provost  of  Health  Sciences  at  WVU. 
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joint  sponsorship  of  the  AMA  and  the  respective 
constituent  medical  associations. 

Doctor  Dyer  presented  a report  on  the  Cancer 
Control  Program  and  the  physicians’  fee  schedule 
He  said  the  program  did  not  have  nearly  enough 
money  to  adequately  reimburse  physicians  for  their 
services.  He  also  said  that  the  Department  would 
like  to  be  in  a position  to  reimburse  physicians  on 
the  basis  of  their  usual  and  customary  charges, 
which  is  the  official  policy  of  the  State  Medical 
Association. 

Dr.  Mangus  extended  warm  greetings  irom  the 
Welfare  Commissioner,  Hon.  Edwin  F.  Flowers.  He 
said  Mr.  Flowers  was  unable  to  be  present  due 
to  the  fact  he  had  to  remain  in  Charleston  during 
the  special  session  of  the  Legislature. 

He  reported  that  the  Department  was  in  financial 
trouble  and  that  the  entire  Welfare  program  would 
be  in  jeopardy  unless  the  Department  receives  an 
additional  appropriation. 

Doctor  Mangus  said  he  hoped  it  would  be  poss  ble 
for  the  Association’s  Joint  Conference  Committee 
to  meet  with  the  Commissioner  in  the  near  future 
for  the  purpose  of  reviewing  current  problems 
facing  the  Department. 

Medical  Economics  Survey 

Dr.  Worthy  W.  McKinney  reported  that  a ques- 
tionnaire had  bean  mailed  several  months  ago  to 
all  members  of  the  Association  in  an  effort  to 
ascertain  problems  confronting  physicians  in  pro- 
viding medical  care  for  beneficiaries  of  third-party 
programs  in  West  Virginia.  He  said  the  response 
was  excellent — 461  or  35  per  cent  of  the  member- 
ship of  the  Association.  He  reported  that  while 
many  physicians  noted  progress  in  the  medical 
programs  there  still  are  problem  areas.  He  said  the 
results  of  the  survey  would  be  most  beneficial  to 
the  members  of  the  Medical  Economics  Committee. 


1971  Meeting  at  The  Greenbrier 

It  was  reported  that  the  management  at  The 
Greenbrier  was  holding  the  dates,  August  19-21, 


Dr.  Maynard  P.  Pride  of  Morgantown  (center)  retiring 
President  of  the  Association,  automatically  becomes  Chairman 
of  the  Council  for  one  year.  On  either  side  of  him  are  two 
new  members  of  the  Council  who  were  elected  during  the 
second  and  final  session  of  the  House  of  Delegates  during 
the  Annual  Meeting,  Dr.  Richard  G.  Starr  of  Beckley  (left) 
and  Dr.  Thomas  P.  Long  of  Man. 
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1971  Meeting  at  The  Greenbrier 

At  its  pre-convention  meeting,  the  Coun- 
cil decided  to  hold  the  104th  Annual  Meet- 
ing of  the  West  Virginia  State  Medical 
Association  at  The  Greenbrier  in  White 
Sulphur  Springs.  The  meeting  will  be  held 
August  19-21,  1971. 


1 971,  for  the  104th  Annual  Meeting  of  the  State 
Medical  Association. 

The  Council  went  on  record  unanimously  as  ap- 
proving The  Greenbrier  as  the  place  for  the  1971 
meeting  during  the  above  mentioned  dates. 

Retiring  Councilors 

Dr.  Maynard  P.  Pride  of  Morgantown,  Association 
President,  pointed  out  that  two  physicians  had 
completed  two  consecutive  terms  of  service  as  mem- 
bers of  the  Council  and  therefore  would  not  be 
eligible  for  reelection:  Drs.  S.  Elizabeth  McFetridge 
of  Shepherdstown  and  William  E.  Gilmore  of  Park- 
ersburg. 

The  Council  went  on  record  unanimously  as  ex- 
pressing sincere  thanks  and  appreciation  to  Dr. 
Richard  W.  Corbitt  for  his  dedicated  service  as 
Chairman  of  the  Council  during  the  past  year. 

The  Council  meeting  was  attended  by  Dr.  Richard 
W.  Corbitt  of  Parkersburg,  Chairman;  Dr.  Maynard 
P.  Pride  of  Morgantown,  President;  Dr.  Harry  S. 
Weeks,  Jr.,  of  Wheeling,  Vice  President;  Dr.  Ken- 
neth G.  MacDonald  of  Charleston,  Treasurer;  Dr. 
Richard  V.  Lynch,  Jr.,  of  Morgantown,  Councilor 
at  Large;  Dr.  Richard  E.  Flood  of  Weirton,  Junior 
Councilor;  and  Drs.  Stephen  D.  Ward  of  Wheeling; 
George  A.  Curry  of  Morgantown;  S.  Elizabeth  Mc- 
Fetridge of  Shepherdstown;  A.  Kyle  Bush  of 
Philippi;  J.  D.  H.  Wilson  of  Clarksburg;  Joseph  B. 
Reed  of  Buckhannon;  William  E.  Gilmore  of  Park- 
ersburg; Jack  Leckie  of  Huntington;  Joseph  A. 
Smith  of  Dunbar;  A.  Thomas  McCoy  of  Charleston; 
Worthy  W.  McKinney  of  Beckley;  John  J.  Mahood 
of  Bluefield;  and  Harold  Van  Hoose  of  Man;  and 
Mr.  William  H.  Lively  of  Charleston,  Executive 
Secretary. 

The  meeting  also  was  attended  by  Dr.  C.  A. 
Hoffman  of  Huntington,  Secretary-Treasurer  of  the 
AMA  and  member  of  the  Board  of  Trustees;  Dr. 
Frank  J.  Holroyd  of  Princeton,  AMA  Delegate; 
Dr.  Thomas  G.  Reed  of  Charleston,  AMA  Alternate; 
Dr.  A.  C.  Esposito  of  Huntington,  AMA  Alternate; 
Dr.  James  S.  Klumpp  of  Huntington,  Parliamen- 
tarian; Dr.  N.  H.  Dyer  of  Charleston,  State  Director 
of  Health;  Dr.  L.  J.  Pace  of  Princeton,  Past  Presi- 
dent; Hon.  Fred  L.  Davis,  Jr.,  Commissioner  of  the 
State  Workmen’s  Compensation  Fund;  Hon.  Samuel 
H.  Weese,  State  Insurance  Commissioner;  Dr. 
J.  L.  Mangus,  Medical  Director  of  the  Department 
of  Welfare;  Dr.  Walter  C.  Bornemeier  of  Chicago, 
President  of  the  American  Medical  Association;  and 
Dr.  Leo  Price  of  New  York,  Medical  Consultant  to 
the  Social  Security  Administration. 
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Florence  Crittenton  Association 
Plans  Wheeling  Meeting 

The  Midwest  Area  Conference  of  the  Florence 
Crittenton  Association  of  America,  Inc.,  will  be  held 
at  Oglebay  Park  in  Wheeling,  October  22-23.  Theme 
for  the  Conference  will  be  “Sizing  Up  the  Seventies.” 

Keynote  speaker  will  be  Dr.  Alan  F.  Guttmacher, 
President  of  Planned  Parenthood-World  Population. 
He  will  talk  on  “Can  We  Eliminate  Unwanted  Con- 
ception?” at  the  session  on  Thursday  morning,  Oc- 
tober 22. 

During  the  remainder  of  the  day  there  will  be  a 
medical  conference  for  physicians  at  which  Doctor 
Guttmacher  will  preside;  several  workshop  sessions; 
a tour  of  the  Wheeling  Florence  Crittenton  Home 
and  a hospitality  hour  and  banquet. 

On  Friday,  October  23,  there  will  be  a Conference 
Business  Session  and  Buffet  Breakfast  and  addi- 
tional workshop  sessions. 

Members  of  the  American  Academy  of  General 
Practice  may  receive  four  hours  elective  credit  by 
attending  Doctor  Guttmacher’s  sessions. 

Additional  information  may  be  obtained  by  writ- 
ing to  Dr.  Virginia  Hofreuter,  42  Poplar  Avenue, 
Wheeling,  West  Virginia  26003. 


Dr.  Robert  A.  Crawford  Wins 
Medical  Golf  Crown 

Dr.  Robert  A.  Crawford,  Jr.,  of  Charleston  was 
the  winner  in  this  year's  Medical  Golf  Tournament, 
one  of  the  most  popular  extracurricular  events  held 
in  conjunction  with  the  Annual  Meeting  of  the 
West  Virginia  State  Medical  Association  at  The 
Greenbrier. 

The  Charleston  surgeon,  who  serves  as  a city 
councilman  in  the  Capital  city,  shot  a 75  to  nose  out 
Dr.  Jack  Leckie  of  Huntington  by  one  stroke  for 
low  gross  honors.  Doctor  Crawford’s  score  was  two 
strokes  better  than  that  posted  last  year  when  Dr. 
William  C.  Morgan,  Jr.,  also  of  Charleston,  won  the 
tournament. 

Others  among  low  grossers  behind  Doctors  Craw- 
ford and  Leckie  were:  Dr.  Charles  D.  Cottrell,  Jr., 
of  Charleston,  77;  Drs.  Joe  Smith  of  Dunbar  and 
J.  T.  Mallamo  of  Fairmont,  each  with  79;  and  Dr. 
George  Curry  of  Morgantown,  82. 

Best  low  net  scores  were:  Dr.  William  C.  Morgan, 
Jr.,  of  Charleston,  69;  Drs.  John  L.  Fullmer  of 
Morgantown,  G.  M.  Weaver  and  W.  E.  McNamara 
of  Wheeling  and  C.  S.  Harrison  of  Clarksburg,  each 
with  73;  and  Dr.  Robert  L.  Vosburg  of  New  Hamp- 
shire, 74. 


Dr.  George  R.  Callender,  Jr.,  of  Charleston,  (seated)  had  been  President  of  the  West  Virginia  State  Medical  Association 
only  a few  minutes  when  The  Journal's  photographer  marshaled  him  and  his  family  to  the  terrace  of  Chesapeake  Hall  at 
The  Greenbrier  for  a picture-taking  session.  With  Dr.  and  Mrs.  Callender  are  daughter  Helen  Anne,  13,  and  son  George 
David,  12. 
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Potomac-Shenandoah  PG  Institute 
In  Martinsburg,  Oct.  23-25 

The  15th  Annual  Potomac-Shenandoah  Valley 
Postgraduate  Institute  will  be  held  in  Martinsburg, 
Friday,  Saturday  and  Sunday,  October  23-25. 


Sponsors  are  the  West  Virginia  Chapter  of  the 
American  Academy  of  General  Practice  and  the 
Potomac-Shenandoah  Valley  Postgraduate  Institute. 
Scientific  sessions  will  be  held  at  the  Apollo 
Theater,  and  Institute  headquarters  will  be  located 
in  the  Gateway  Inn. 

Many  outstanding  clinicians  have  accepted  invita- 
tions to  present  papers  during  the  meeting,  which 
is  expected  to  attract  about  200  persons,  according 
to  Dr.  Halvard  Wanger  of  Shepherdstown,  Execu- 
tive Director  of  the  Institute. 

The  program  had  not  been  completed  as  this 
issue  of  The  Journal  went  to  press,  but  Doctor 
Wanger  said  the  program  would  include  the  follow- 
ing: 

Friday  Morning  Program 

Papers  to  be  presented  Friday  morning  will  be 
as  follows: 

“Careful,  Doctor,  Don’t  Be  the  Defendant” — 
Donald  S.  Wenger,  M.  D.,  J.  D.,  Associate 
Professor  of  Surgery  and  Chief  of  the  Section 
of  Traumatology,  George  Washington  Uni- 
versity School  of  Medicine,  Washington,  D.C. 

“History  of  Medical  Schools  of  the  South” — George 
H.  Yeager,  M.  D.,  Professor  of  Surgery,  Univer- 
sity of  Maryland  School  of  Medicine,  Baltimore. 

“Gastric  Ulcer” — Joseph  R.  Lancaster,  M.  D., 
Assistant  Professor  of  Surgery,  West  Virginia 
University  Medical  Center,  Morgantown. 

“Granulomatous  Enteritis  and  Colitis” — Robert 
J.  Coffey,  M.  D.,  Professor  and  Director  of 
Surgery,  Georgetown  University  Medical 
Center,  Washington,  D.  C. 

Following  presentation  of  the  papers,  there  will 
be  a question  and  answer  period.  This  will  be  fol- 
lowed by  a round  table  luncheon  at  the  Gateway 
Inn. 

Friday  Afternoon  Program 

Papers  to  be  presented  Friday  afternoon  will 
include: 

“Management  of  the  Suspicious  Pap  Smear” — 
James  A.  Sites,  M.  D.,  Professor  of  Obstetrics 


and  Gynecology,  George  Washington  Univer- 
sity School  of  Medicine,  Washington,  D.  C. 

"Maternal  Nutrition” — Roy  G.  Holly,  M.  D.,  Pro- 
fessor and  Head  of  Obstetrics  and  Gynecology, 
Jefferson  Medical  College  of  Philadelphia. 

Friday  Night  Dinner 

The  Annual  Friday  Night  Dinner  will  feature 
as  a speaker  Mr.  Raymond  Hare,  one  of  the  nation’s 
leading  authorities  on  the  Middle  East.  Mr.  Hare, 
who  is  President  of  the  Middle  East  Institute,  has 
served  as  U.  S.  ambassador  to  four  nations  in  that 
area  of  the  world. 

Mr.  Hare  will  be  introduced  by  Gen.  Earl  Wheel- 
er, retired  Chairman  of  the  Joint  Chiefs  of  Staff 
who  now  resides  in  Martinsburg. 

Saturday  Morning  Program 

Saturday  morning’s  scientific  program  will  include 
the  following: 

“Anatomy  of  Hair” — Robert  J.  Johnson,  M.  D., 
Chairman  of  the  Department  of  Anatomy, 
University  of  Pennsylvania  Graduate  School 
of  Medicine,  Philadelphia. 

“Abdominal  Masses  in  Infants” — Joseph  M.  Lo- 
Presti,  M.  D.,  Associate  Professor  of  Pedi- 
atrics, Georgetown  University  School  of  Med- 
icine and  Professional  Lecturer  in  Pediatric 
Radiology,  George  Washington  University 
School  of  Medicine,  Washington,  D.  C. 

“Role  of  Nutrition  for  the  Developing  Brain” — 
Alexander  V.  Fakadej,  M.  D.,  Assistant  Pro- 
fessor of  Pediatrics  and  Neurology,  West  Vir- 
ginia University  Medical  Center,  Morgan- 
town. 


Robert  J.  Marshall,  M.  D.  Robert  J.  Johnson,  M.  D. 


“A  Practical  Approach  in  Patients  Having  Dia- 
betes”— Theodore  G.  Duncan,  M.  D.,  Asso- 
ciate in  Medicine,  University  of  Pennsylvania 
School  of  Medicine. 

“Is  Rheumatic  Fever  Preventable?” — Anthony 
Perlman,  M.  D.,  Assistant  Professor  of  Medicine, 
Johns  Hopkins  University  and  Consultant  for 
the  Cardiac  Clinic,  Martinsburg. 

There  will  be  a panel  discussion  and  round  table 
luncheon  following  the  morning  program. 

Saturday  Afternoon  Program 

The  program  for  Saturday  afternoon  will  be  as 
follows: 

“Diabetes” — Walter  L.  Henry,  M.  D.,  Professor 
and  Chairman  of  the  Department  of  Medi- 


Clark  K.  Sleetli,  M.  D. 


Wm.  K.  C.  Morgan,  M.  D. 
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cine,  Howard  University  School  of  Medicine, 
Washington,  D.  C. 

“Chemotherapy  of  Cancer” — Louis  K.  Alpert, 
M.  D.,  Clinical  Professor  and  Director  of 
Chemotherapy  of  Research,  George  Washing- 
ton University  School  of  Medicine,  Washing- 
ton, D.  C. 

“Calcium  Problems  in  Chronic  Renal  Dis- 
eases”— John  J.  Canary,  M.  D.,  Professor  of 
Medicine  and  Head  of  the  Department  of  En- 
docrinology and  Metabolic  Diseases,  George- 
town University  School  of  Medicine,  Washing- 
ton, D.  C. 

“Diseases  of  the  Hair” — Raymond  C.  V.  Robin- 
son, M.  D.,  Associate  Professor  of  Derma- 
tology, University  of  Maryland  School  of 
Medicine,  Baltimore. 

Saturday  Night  Banquet 

There  will  be  a social  hour  beginning  at  6 P.  M. 
and  the  Annual  Banquet  will  follow  at  6:30  Satur- 
day evening.  The  after-dinner  speaker  will  be  Dr. 
Robert  G.  Greenblatt,  Professor  of  Obstetrics  and 
Gynecology  and  Head  of  Endocrinology  at.  the 
Medical  College  of  Georgia  in  Augusta.  His  topic 
will  be  “Sex:  Past,  Present  and  Future.” 

Sunday  Morning  Program 

The  final  scientific  session  on  Sunday  morning 
will  feature  the  following  papers  and  speakers: 

“Anatomy  of  the  Nails” — Robert  J.  Johnson, 
M.  D.,  Chairman  of  the  Department  of  Ana- 
tomy, University  of  Pennsylvania  Graduate 
School  of  Medicine,  Philadelphia. 

“The  Surge  for  Effective  Antiviral  Drugs” — 
John  L.  Egle,  Jr.,  Ph.  D.,  Assistant  Professor 
of  Pharmacology,  Medical  College  of  Vir- 
ginia, Richmond. 

“Diseases  of  the  Nails” — Raymond  C.  V.  Robin- 
son, M.  D.,  Associate  Professor  of  Derma- 
tology, University  of  Maryland  School  of 
Medicine,  Baltimore. 

“Pulmonary  Hypertension” — Robert  J.  Marshall, 

M D.,  Professor  of  Medicine  and  Chairman  of 
the  Division  of  Cardiology,  West  Virginia  Uni- 
versity Medical  Center,  Morgantown. 

“Recent  Trends  in  the  Treatment  of  Tuber- 
culosis”— William  Keith  C.  Morgan,  M.  D., 
Professor  of  Medicine  and  Chairman  of  the 
Division  of  Pulmonary  Diseases,  West  Vir- 
ginia University  Medical  Center,  Morgan- 
town. 

“Therapy  of  Lymphomas” — Leon  Stutzman, 

M.  D. 


Robert  J.  Coffey,  M.  D.  Theodore  G.  Duncan,  M.  D. 


These  individuals  presented  a “Seminar  on  Legal  Medicine,” 
which  was  a popular  feature  of  this  year’s  Annual  Meeting. 
Left  to  right:  William  E.  Knepper,  LL.  B.,  of  Columbus, 

Ohio;  Charles  J.  Frankel,  M.  D.,  LL.  B.,  of  Charlottesville, 
Virginia,  who  served  as  Moderator;  Hugh  G.  Head,  Jr.,  LL.  B., 
of  Atlanta,  Georgia;  and  Dr.  C.  A.  (Carl)  Hoffman  of  Hun- 
tington, who  presided. 


“Diagnostic  Evaluation  in  Pleural  and  Pul- 
monary Diseases” — Sol  Katz,  M.  D.,  Director 
of  Pulmonary  Diseases,  Georgetown  Univer- 
sity School  of  Medicine,  Washington. 

“Recent  Trends  in  Medical  Education” — Clark 
K.  Sleeth,  M.  D.  Dean  Emeritus  and  Profes- 
sor of  Medicine,  West  Virginia  University 
School  of  Medicine,  Morgantown. 

Sunday  Luncheon 

The  final  event  of  the  three-day  meeting  will  be 
the  annual  Sunday  Luncheon.  Guest  speaker  will 
be  Dean  MacClanahan,  Superintendent  of  Antietam 
Historical  Park  and  Chesapeake  and  Ohio  National 
Park.  He  will  speak  on  “National  Parks  in  and 
Adjacent  to  the  Eastern  Panhandle.” 

Fees  and  Information 

The  registration  fee  is  $25  per  person  for  the 
entire  three-day  meeting,  and  $10  for  a single  day. 
Additional  information  about  the  meeting  may  be 
obtained  by  writing  to  Dr.  Halvard  Wanger,  Exe- 
cutive Director,  Potomac-Shenandoah  Valley  Post- 
graduate Institute,  P.  O.  Box  175,  Shepherdstown 
25443. 


Two  Pharmaceutical  Houses 
Adopt  Merger  Plan 

Stockholders  of  the  Warner-Lambert  Pharmaceu- 
tical Company  and  Parke,  Davis  & Company  are  to 
hold  separate  meetings  this  month  to  act  on  a mer- 
ger agreement. 

Warner-Lambert  shareholders  will  meet  on  Oc- 
tober 2 to  act  on  the  transaction.  Parke  stockholders 
will  take  action  on  October  23. 


Doctor  Malone  Is  Certified 

Dr.  Roderick  A.  Malone  of  Morgantown,  Assis- 
tant Professor  of  Surgery  at  the  West  Virginia 
University  Medical  Center,  has  been  certified  by 
the  American  Board  of  Anesthesiology. 
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Dr.  Arthur  A.  Shawkey  Honored 
On  100th  Birthday 

Dr.  Arthur  A.  Shawkey  of  Charleston,  who  cele- 
brated his  100th  birthday  on  August  23,  1970,  was 
honored  by  the  House  of  Delegates  during  the  103rd 
Annual  Meeting  at  The  Greenbrier. 


Dr.  A.  A.  Shawkey,  retired  Charleston  pediatrician,  was 
honored  by  a number  of  civic  and  other  organizations,  as  well 
as  the  West  Virginia  State  Medical  Association,  on  his  100th 
birthday.  Here,  Dr.  Shawkey  holds  a plaque  presented  him 
in  a ceremony  at  the  First  Presbyterian  Church  in  Charleston 
as  the  city’s  Mayor,  Elmer  Dodson  (left),  and  Dr.  George  V. 
Hamrick,  President  of  the  Kanawha  Medical  Society,  join  in 
extending  congratulations  and  best  wishes. 

The  House  unanimously  adopted  the  following 
resolution  as  a tribute  to  the  physician  who  prac- 
ticed his  specialty  of  pediatrics  in  Charleston  for 
more  than  50  years: 

Whereas,  Through  the  grace  of  Divine  Providence 
one  of  our  beloved  colleagues  has  reached  the 
plateau  of  a century  of  life  in  our  midst,  and 

Whereas,  Doctor  Arthur  A.  Shawkey  has  devoted 
fifty  nine  years  to  the  active  practice  of  medicine  in 
Charleston,  West  Virginia,  and 

Whereas.  He  continued  his  humanitarian  activities 
for  an  additional  six  years  until  he  reached  his 
ninety  third  year,  and 

Whereas,  during  this  long  and  fruitful  career 
Doctor  Shawkey  has  maintained  an  active  and  pro- 
ductive interest  in  professional  and  civic  affairs, 

Therefore,  Be  It  Resolved,  By  the  House  of  Dele- 
gates of  the  West  Virginia  State  Medical  Association, 
that  our  sincere  and  most  friendly  felicitations  be 
extended  to  Doctor  Shawkey  upon  the  occasion  of 
his  one  hundredth  birthday,  and 

Be  It  Further  Resolved,  That  Doctor  Shawkey  be 
officialy  commended  for  his  many  years  of  service  to 
mankind;  and 

Be  It  Further  Resolved,  That  a copy  of  this  reso- 
lution shall  be  inscribed  in  the  official  minutes  of 
this  Association,  and 

Be  It  Further  Resolved,  That  a copy  of  this  reso- 
lution, signed  by  the  President  and  Executive  Secre- 
tary of  this  Association,  shall  be  presented  to  Doctor 
Shawkey. 

Doctor  Shawkey  was  born  on  August  23,  1870,  in 
Sigel-Jefferson  County,  Pennsylvania.  He  received 


his  M.  D.  degree  in  1900  from  the  College  of  Phy- 
sicians and  Surgeons  in  Baltimore,  Maryland,  and 
had  additional  training  at  New  York  Post  Graduate 
Medical  School  and  Harvard  Medical  School. 

He  was  licensed  to  practice  medicine  in  West 
Virginia  in  1900  and  he  entered  general  practice  in 
Charleston  that  same  year.  From  1916  until  his 
retirement  in  1959,  he  limited  his  practice  to  pedi- 
atrics. Through  the  years  he  served  as  Chief  of  the 
Pediatrics  Department  at  the  Kanawha  Valley  Hos- 
pital, St.  Francis  Hospital  and  the  Salvation  Army 
Hospital.  He  also  served  as  Chief  of  the  Pediatrics 
Department  and  Instructor  in  Pediatrics  at  the 
Nurses  Training  School  of  Mountain  State  Hospital. 

He  is  a Past  President  of  the  Kanawha  Medical 
Society  and  served  two  terms  as  Vice  President  of 
the  West  Virginia  State  Medical  Association.  He  is 
an  honorary  member  of  the  Association,  the  AMA 
and  a Fellow  of  the  American  College  of  Physicians 
and  the  American  Academy  of  Pediatrics.  He  is  a 
Diplomate  of  the  American  Board  of  Pediatrics. 

He  has  been  a member  of  the  Rotary  Club  of 
Charleston  since  1916  and  still  attends  weekly  meet- 
ings on  a regular  basis.  Following  his  retirement 
at  age  89,  he  spent  the  next  six  years  calling  on 
“shut-ins”  until  he  sold  his  car  at  age  95. 


Deadline  Is  Next  Month 
For  GP  Test 

Family  physicians  who  wish  to  take  the  next 
examination  to  be  conducted  by  the  American 
Board  of  Family  Practice  have  only  a month  re- 
maining in  which  to  submit  applications. 

Applications  must  be  received  by  the  Secretary- 
Treasurer  of  the  Board  no  later  than  November  1. 
The  examination  will  be  conducted  at  various  cen- 
ters throughout  the  country  on  February  27  and 
28,  1971. 

Information  may  be  obtained  by  contacting  Dr. 
Nicholas  J.  Pisacano,  Secretary-Treasurer,  Amer- 
ican Board  of  Family  Practice,  Inc.,  University  of 
Kentucky  Medical  Center,  Annex  No.  2,  Room  229, 
Lexington,  Kentucky  40506. 


Five  State  Association  Chiefs 
Annual  Meeting  Guests 

The  Presidents  of  five  other  state  medi- 
cal associations  were  in  attendance  during 
the  103rd  Annual  Meeting  of  the  West 
Virginia  State  Medical  Association  at  The 
Greenbrier  in  August. 

They  were  Drs.  Richard  L.  Fulton  of  Co- 
lumbus, Ohio;  Walter  L.  Cawood  of  Ash- 
land, Kentucky;  William  A.  Barrett  of 
Pittsburgh,  Pennsylvania;  Henry  A.  Briele 
of  Salisbury,  Maryland;  and  Lowell  H. 
Steen  of  Hammond,  Indiana. 
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Symposium  on  Leukemia-Lymphoma 
November  13-14 


Adm.  F.  H.  Priee  To  Speak 
At  Bluefield  Seminar 


A two-day  symposium  on  the  problems  of  diag- 
nosis and  management  of  hematological  malig- 
nancies will  be  held  in  Clarksburg  and  Morgan- 

towm,  Friday  and  Sat- 
urday, November  13-14. 


The  Friday  morning 
program  will  be  held  at 
the  Veterans  Hospital  in 
Clarksburg  and  will  be 
devoted  to  problems  of 
support  of  the  patient 
Frank  W.  McKee,  M.  D.  with  blood  diseases. 

Topics  to  be  covered 
will  include  role  of  bone  marrow  transplantation, 
platelet  support,  and  disseminated  intravascular 
coagulation. 


Sponsors  of  the  pro- 
gram will  be  the  Divi- 
sion of  Hematology  of 
the  Department  of  Med- 
icine, West  Virginia 
University  School  of 
Medicine. 


Problems  of  diagnosis  and  management  of  reti- 
culum cell  sarcoma,  multiple  myeloma  and  the 
leukemias  will  be  discussed  that  afternoon. 


Dr.  Frank  W.  McKee,  the  new  Dean  of  the  WVU 
School  of  Medicine,  will  speak  at  a banquet  to  be 
held  Friday  evening  at  the  Uptowner  Motel  in 
Clarksburg. 

Saturday  morning  the  program  will  be  held  in 
Morgantown  at  the  Medical  Center.  Dr.  Leon  Stutz- 
man  will  present  the  problems  of  Hodgkins  Disease 
as  seen  by  the  internist,  and  Dr.  John  Parsons  of 
the  University  of  Pittsburgh  will  discuss  the  role  of 
radiology  in  staging  and  in  therapy. 

Additional  information  may  be  obtained  by  con- 
tacting Dr.  John  B.  Harley,  Chairman  of  Hema- 
tology, WVU  Medical  Center,  Morgantown. 


Gill  Memorial  Hospital  Presents 
LENT  Symposium 

The  Staff  of  Gill  Memorial  Hospital  will  present 
a Symposium  on  Common  Problems  in  Eye,  Ear, 
Nose  and  Throat  on  Friday,  October  23,  in  Rich- 
mond, Virginia. 

The  Scientific  Sessions  will  last  all  day  and  will 
be  held  at  The  Holiday  Inn.  There  will  be  a lunch- 
eon, social  hour  and  dinner. 

Guest  speakers  will  be  Dr.  W.  A.  Atiyeh,  Assistant 
Clinical  Professor  of  Otolaryngology  Medical  Col- 
lege of  Virginia;  Dr.  M.  S.  Mahaley,  Assistant  Pro- 
fessor of  Neurosurgery  and  Anatomy  at  Duke  Hos- 
pital in  Durham,  North  Carolina;  and  John  E.  Gard- 
ner, Jr.,  D.  M.  D.,  of  Roanoke,  Virginia. 


Rear  Adm.  Franklin  H.  Price,  United  States  Navy, 
will  be  a guest  speaker  at  the  18th  Annual  Blue- 
field  Sanitarium  Clinic  Seminar  this  month. 

Admiral  Price  will 
speak  after  a 7 P.  M. 
dinner  at  the  Bluefield 
Country  Club  on  Octo- 
ber 15. 

The  scientific  program 
will  be  held  in  the  after- 
noon with  speakers  as 
follows: 

Harry  M.  Meyer,  Jr., 

M.  D.,  Chief,  Laboratory 
of  Viral  Immunology, 

Division  of  Biologic 
Standards,  National  In- 
stitutes of  Health,  Be- 
thesda,  Maryland. 

Joseph  Ransohoff,  M.  D.,  Professor  and  Chairman, 
Department  of  Neurosurgery,  New  York  University 
School  of  Medicine,  New  York  City. 

Charles  E.  Hess,  M.  D.,  Assistant  Professor  of 
Internal  Medicine,  University  of  Virginia  Hospital, 
Charlottesville. 

Joel  P.  Schrank,  Director  of  the  Adult  Cardiac 
Catheterization  Laboratory  and  Assistant  Professor 
of  Internal  Medicine,  University  of  Virginia  School 
of  Medicine,  Charlottesville. 

Information  may  be  obtained  by  writing  to  Dr. 
William  F.  Hillier,  Jr.,  Chairman  of  the  Seminar 
Committee,  Bluefield  Sanitarium,  Bluefield. 


Rear  Adm.  F.  H.  Price 


Looking  Back  10  Years  . . . 


These  physicians  were  elected  to  the  Council  of  the  Asso- 
ciation at  the  Annual  Meeting  of  1960.  They  are  shown  at 
their  first  Council  meeting  on  November  13  of  that  year. 
Left  to  right:  Dr.  Richard  V.  Lynch,  Jr.,  then  of  Clarksburg 
and  now  of  Morgantown,  who  later  became  President  of 
the  Association;  the  late  Dr.  Paul  P.  Warden  of  Grafton;  Dr. 
T.  P.  Mantz  of  Charleston;  and  the  late  Dr.  Ward  Wylie  of 
Mullens. 
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Auxiliary  Presidency  Passes 
To  Mrs.  R.  J.  Tchou 

Mrs.  Robert  J.  Tchou,  wife  of  a Williamson  sur- 
geon, was  installed  as  President  of  the  Woman’s 
Auxiliary  to  the  West  Virginia  State  Medical  Asso- 
ciation in  August. 


Mrs.  Robert  J.  Tchou 
New  Auxiliary  President 


The  installation  ceremony  was  one  of  the  high 
points  of  the  Auxiliary’s  46th  Annual  Convention, 
which  was  held  in  conjunction  with  the  103rd  An- 
nual Meeting  of  the  West  Virginia  State  Medical 
Association  at  The  Greenbrier  in  White  Sulphur 
Springs,  August  20-22.  Mrs.  Tchou  succeeds  Mrs. 
Joe  N.  Jarrett  of  Oak  Hill. 

Other  New  Officers 

Named  President  Elect  of  the  Auxiliary  was  Mrs. 
M.  Bruce  Martin  of  Huntington.  She  will  be  in- 
stalled as  Mrs.  Tchou’s  successor  at  the  1971  con- 
vention. 

Other  new  officers  elected  at  this  year’s  meeting 
are  as  follows: 

Mrs.  Charles  Harrison  of  Clarksburg,  Vice  Pres- 
ident; Mrs.  Herbert  Stelling  of  Romney,  Eastern 
Regional  Director;  Mrs.  Louis  W.  Groves,  Jr.,  of 
Richwood,  Northern  Regional  Director;  Mrs.  Salva- 
dor Diaz  of  Huntington,  Western  Regional  Direc- 
tor; Mrs.  J.  L.  Mangus  of  Charleston;  Southern 
Regional  Director;  Mrs.  Harvey  Martin  of  White 
Sulphur  Springs,  Recording  Secretary;  Mrs.  A.  M. 
MacKay  of  Forest  Hills,  Kentucky,  Corresponding 
Secretary;  Mrs.  Charles  E.  Andrews  of  Morgan- 
town, Treasurer;  and  Mrs.  William  T.  Lawson  of 
Fairmont,  Parliamentarian. 


New  Committee  Chairmen 

The  following  new  Committee  Chairmen  were 
announced: 

Mrs.  Wilson  P.  Smith  and  Mrs.  Frank  R.  Peck, 
both  of  Huntington,  AMA-ERF  Co-Chairmen;  Mrs. 
Pat  A.  Tuckwiller  of  Charleston,  Archives  and  His- 
tory; Mrs.  William  A.  Thornhill,  Jr.  of  Charleston, 
By-Laws  and  Handbook;  Mrs.  Thomas  M.  Howes 
of  Morgantown,  Children  and  Youth;  Mrs.  Robert 
G.  Janes  of  Fairmont,  Community  Health  and 
Service;  Mrs.  Robert  R.  Pittman  of  Martinsburg 
and  Mrs.  R.  M.  Ferrell  of  Lewisburg,  Convention 
Co-Chairmen;  Mrs.  Robert  R.  Weiler  of  Wheeling, 
Editor  of  the  State  News  Bulletin. 

Mrs.  Robert  O.  Strauch  of  Wheeling,-  Circulation 
Manager  of  the  News  Bulletin;  Mrs.  J.  Dennis 
Kugel  of  Charleston,  Finance;  Mrs.  Harry  C.  Flem- 
ing of  Fairmont,  Health  Careers;  Mrs.  Lewis  N. 
Fox  of  Beckley,  Health  Careers  Fund  (1970-1973); 
Mrs.  Charles  H.  Hiles  of  Wheeling,  Health  Careers 
Fund  (1970-1972);  Mrs.  Thomas  P.  Long  of  Man, 
Health  Careers  Fund  (1970-1971);  Mrs.  A.  J.  Vil- 
lani  of  Welch  and  Mrs.  Harold  Van  Hoose  of  Man, 
Home  Centered  Health  Care  Co-Chairman;  Mrs. 
Willis  D.  Garrard  of  Charleston,  International 
Health  Activities. 

Mrs.  C.  Richard  Daniel  of  Beckley,  Legislation; 
Mrs.  Harry  E.  Beard  of  Huntington,  MD’s  Wife; 
Mrs.  Buford  W.  McNeer  of  Hinton,  Members-at- 
Large;  Mrs.  Charles  Harrison  of  Clarksburg,  Mem- 
bership; Mrs.  J.  E.  Blaydes,  Jr.,  of  Bluefield,  Men- 
tal Health;  Mrs.  Hu  C.  Myers  of  Philippi,  Necrology; 
Mrs.  John  E.  McKenzie  of  Beckley,  Press  and  Pub- 
licity; Mrs.  Gary  L.  Ripley  of  Huntington,  Program; 
Mrs.  B.  F.  Puckett  of  Oak  Hill,  Rural  Health  and 
Nutrition;  Mrs.  Kenneth  Bailey  of  Fairmont,  Safety- 
Disaster  Preparedness;  Mrs.  C.  R.  Davisson  of  Wes- 
ton, Southern  Medical  Councilor;  Mrs.  Albert  C. 
Esposito  of  Huntington,  Southern  Medical  Co- 
Councilor;  and  Mrs.  George  A.  Curry  of  Morgan- 
town, Woman’s  Auxiliary  to  the  Student  American 
Medical  Association. 

Mrs.  Joe  N.  Jarrett  of  Oak  Hill  and  Mrs.  John 
A.  B.  Holt  of  Charleston  are  Past  Presidents  on 
•.he  Board  of  Directors. 

Inaugural  Address 

In  her  inaugural  address,  Mrs.  Tchou  reminded 
her  sister  Auxiilary  members  that  the  State’s  great- 
est resource  is  its  youth. 

“I  truly  think  we  should  place  more  emphasis 
and  recognition  on  outstanding  achievements  and 
good  conduct  of  our  youngsters  instead  of  focusing 
public  attention  upon  the  adverse  few,”  she  com- 
mented. 

‘‘Our  Community  Health  program  will  emphasize 
the  responsible  adult  and  will  continue  interest 
in  youth  projects,”  she  said.  “Health  education 
concerning  drug  abuse,  smoking,  alcoholism,  ven- 
ereal disease  and  sex  is  high  on  our  list  of  sug- 
gested Auxiliary  activities.” 
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Medical  Education  Committee 
Gets  Vice  Chairman 

Creation  of  the  post  of  Vice  Chairman  of  the 
Committee  on  Medical  Education  and  Hospitals  and 
the  appointment  of  Dr.  Daniel  Hamaty  of  Charleston 


to  fill  it  were  announced 
recently  by  Dr.  George 
R.  Callender,  Jr.  Presi- 
dent of  the  Association. 

In  announcing  Doctor 
Hamaty’s  appointment, 
Doctor  Callender  noted 
that  the  expanding  ac- 
tivities of  the  Education 
Committee  necessitated 
creation  of  the  new  posi- 
tion. 

Doctor  Hamaty,  a 
member  of  the  Commit- 
tee for  several  years, 
will  assist  Dr.  Pat  A. 
Tuckwiller  of  Charleston 


Daniel  Hamaty,  M.  D. 


in  the  direction  of  the  Committee’s  work.  Doctor 
Tuckwiller  was  reappointed  Chairman  by  the  new 
President. 

The  new  Vice  Chairman  has  maintained  a strong 
interest  in  medical  education  at  all  levels.  For 
several  years,  he  was  Director  of  Medical  Education 
at  Charleston  Memorial  Hospital  until  he  entered 
private  practice  several  months  ago. 

He  is  Chairman  of  the  Subcommittee  on  Educa- 
tion of  the  West  Virginia  Regional  Medical  Program 
and  represents  the  medical  staff  of  Charleston 
Memorial  Hospital  on  the  West  Virginia  Joint  Coun- 
cil on  Teaching  Hospitals. 

Doctor  Hamaty  was  one  of  the  major  drafters  of 
the  proposed  West  Virginia  State  Medical  Associa- 
tion Voluntary  Peer  Review  Program  and  one  of 
his  primary  responsibilities  as  Vice  Chairman  will 
be  to  work  with  this  program  if  and  when  it  is 
approved  and  funded. 


These  women  were  elected  to  offices  in  the  Woman’s  Auxiliary  to  the  West  Virginia  State  Medical  Association  during 
the  Auxiliary  convention  in  August  at  The  Greenbrier.  Left  to  right:  Mrs.  C.  S.  Harrison  of  Clarksburg,  Vice  President: 
Mrs.  Harvey  Martin  of  White  Sulphur  Springs,  Recording  Secretary;  Mrs.  Herbert  P.  Stelling  of  Romney,  Eastern  Regional 
Director;  Mrs.  Robert  J.  Tchou  of  Williamson,  President;  Mrs.  M.  Bruce  Martin  of  Huntington,  President  Elect;  Mrs. 
Charles  E.  Andrews  of  Morgantown,  Treasurer;  Mrs.  Louis  Groves,  Jr.,  of  Richwood,  Northern  Regional  Director;  and  Mrs. 
J.  L.  Mangus  of  Charleston,  Southern  Regional  Director. 
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Standing  and  Special  Committees 
Named  by  Doctor  Callender 

Dr.  George  R.  Callender,  Jr.,  of  Charleston, 
President  of  the  West  Virginia  State  Medical  Asso- 
ciation, has  appointed  the  following  standing  and 
special  committees  which  will  function  during  his 
one-year  term  of  office: 

Aging 

Eldon  B.  Tucker,  Morgantown,  Chairman;  Thomas 
H.  Blake,  St.  Albans;  Myer  Bogarad,  Weirton;  E. 
Lyle  Gage,  Bluefield;  Richard  D.  Hamilton,  St. 
Marys;  and  Thomas  H.  McGavack,  Martinsburg. 

Cancer 

Alvin  L.  Watne,  Morgantown,  Chairman;  John 
J.  Battaglino,  Jr.,  Wheeling;  F.  Lloyd  Blair,  Par- 
kersburg; Harry  F.  Cooper,  Beckley;  L.  Walter 
Fix,  Martinsburg;  William  E.  Gilmore,  Parkers- 
burg; David  B.  Gray,  Charleston;  Ray  A.  Harron, 
Bridgeport;  Hu  C.  Myers,  Philippi;  John  J.  Schae- 
fer, Charleston;  Charles  W.  Thacker,  Parkersburg; 
John  W.  Trenton,  Kingwood;  and  Chauncey  B. 
Wright,  Huntington. 

Constitution  and  By-Laws 

Richard  V.  Lynch,  Jr.,  Morgantown,  Chairman; 
Richard  E.  Flood,  Weirton;  J.  C.  Huffman,  Buck- 
hannon;  Carl  B.  Hall,  Charleston;  Sobisca  S.  Hall, 
Clarksburg;  James  S.  Klumpp,  and  Jack  Leckie, 
Huntington;  Athey  R.  Lutz,  Parkersburg;  and  L.  J. 
Pace,  Princeton. 

Insurance 

C.  A.  Hoffman,  Huntington,  Chairman;  Robert 
L.  Chamberlain,  Buckhannon;  R.  U.  Drinkard, 
Wheeling;  A.  C.  Esposito,  Huntington;  F.  Perry 
Greene,  Parkersburg;  Upshur  Higginbotham,  Blue- 
field;  Kenneth  G.  MacDonald,  Charleston;  Buford 
W.  McNeer,  Hinton;  and  J.  C.  Pickett,  Morgantown. 

Interprofessional  Relations 

William  E.  Gilmore,  Parkersburg,  Chairman. 

Sub-Committees 

Medico-Legal:  A.  J.  Villani,  Welch,  Chairman;  S. 
William  Goff,  Parkersburg;  and  George  V.  Ham- 
rick and  Paul  H.  Revercomb,  Charleston. 

Medicine  and  Religion:  Tracy  N.  Spencer,  Jr., 

South  Charleston,  Chairman;  Dwight  P.  Cruik- 
shank,  Parkersburg;  and  V.  L.  Dyer,  Petersburg. 

Medicine  and  Pharmacy:  R.  C.  Cowan,  Jr.,  Par- 
kersburg, Chairman;  Andrew  E.  Amick,  Lewisburg; 
John  L.  Fullmer,  Morgantown;  and  L.  Dale  Sim- 
mons, Clarksburg. 

Medical-Dental  Liaison:  George  L.  Armbrecht, 

Wheeling,  Chairman;  Alberto  G.  Capinpin,  Charles- 
ton; and  James  A.  Thompson,  Clarksburg. 

Nurses  Liaison:  Richard  E.  Flood,  Weirton, 

Chairman;  Bert  Bradford,  Jr.,  Charleston;  Wilda  S. 
Joseph,  Wheeling;  and  Thomas  J.  Tarnay,  Morgan- 
town. 


Legislative 

Frank  J.  Holroyd,  Princeton,  Chairman;  W.  P.  Bit- 
tinger,  Oak  Hill;  J.  E.  Blaydes,  Jr.,  Bluefield;  John 
T.  Chambers,  Charleston;  George  A.  Curry,  Mor- 
gantown; Del  Roy  Davis,  Kingwood;  A.  C.  Esposito, 
Huntington;  Paul  E.  Gordon,  Clarksburg;  Louis  W. 
Groves,  Jr.,  Richwood;  N.  B.  Groves,  Martinsburg; 
Carl  B.  Hall,  John  M.  Hartman,  and  John  W.  Hash, 
Charleston;  J.  C.  Huffman,  Buckhannon;  Frank  V. 
Langfitt,  Clarksburg;  Jack  Leckie,  Huntington; 
Charles  L.  Leonard,  Elkins;  A.  Thomas  McCoy, 
Charleston;  Paul  L.  McCuskey,  Parkersburg;  John 
B.  Markey,  Charleston;  Charles  W.  Merritt,  Beckley; 
Thomas  G.  Reed,  Charleston;  Joseph  D.  Romino, 
Fairmont;  Carl  J.  Roncaglione,  and . William  B. 
Rossman,  Charleston;  Robert  G.  Shirey,  Ronce- 
verte;  Page  H.  Seekford,  Charleston;  I.  Ewen  Tay- 
lor, Huntington;  A.  J.  Villani,  Welch;  David  E.  Wal- 
lace, Madison;  Stephen  D.  Ward,  Wheeling;  and 
Henry  F.  Warden,  Jr.,  Bluefield. 

Maternal  and  Perinatal  Fetal  Welfare 

A.  J.  Villani,  Welch,  Chairman;  Walter  A.  Bon- 
ney,  Jr.,  Morgantown;  Clarence  H.  Boso  and 
Thomas  J.  Conaty,  Huntington;  Paul  H.  Cope, 
Wheeling;  Robert  D.  Crooks,  Parkersburg;  Frede- 
rick H.  Dobbs,  Charleston;  Thomas  G.  Folsom, 
Huntington;  N.  W.  Fugo,  Morgantown;  George 
Gevas,  Parkersburg;  Robert  Greco,  Morgantown; 
George  L.  Grubb,  Charleston;  C.  S.  Harrison, 
Clarksburg;  Edwin  J.  Humphrey,  III,  Huntington; 
W.  Gene  Klingberg,  Morgantown;  A.  Robert  Marks, 
Clarksburg;  Rose  H.  McClanahan,  Charleston; 
Charles  W.  Merritt,  Beckley;  Thomas  G.  Potter- 
field,  Charleston;  Meryleen  B.  Smith,  Peterstown; 
Gates  J.  Wayburn,  Huntington;  and  Patrick  C. 
Williams,  Jr.,  Charleston. 

Medical  Aspects  of  Sports 

Richard  W.  Corbitt,  Parkersburg,  Chairman;  K.  D. 
Bowers,  Jr.,  Morgantown;  C.  B.  Buffington,  Wheel- 
ing; J.  Marshall  Carter,  Huntington;  R.  L.  Cham- 
berlain, Buckhannon;  Henry  R.  Glass,  Jr.,  Charles- 
ton; Joe  N.  Jarrett,  Oak  Hill;  Jack  C.  Morgan, 
Fairmont;  George  Naymick,  Weirton;  W.  H.  Rardin, 
Beckley;  Carl  J.  Roncaglione,  Charleston;  George 
W.  Rose,  Clarksburg;  H.  R.  W.  Vial,  South  Charles- 
ton; Herbert  E.  Warden,  Morgantown;  and  George 
W.  West,  St.  Marys. 

Medical  Economics 

Worthy  W.  McKinney,  Beckley,  Chairman. 

Sub-Committees 

Federal  Medical  Activities:  Richard  V.  Lynch, 

Jr.,  Morgantown,  Chairman;  Charles  H.  Barnett, 
Parkersburg;  Forest  A.  Cornwell,  Beckley;  Daniel 
Hale,  Princeton;  Thomas  J.  Holbrook,  Huntington; 
A.  Thomas  McCoy  and  James  T.  Spencer,  Charles- 
ton; Charles  W.  Thacker,  Parkersburg;  James  H. 
Walker,  Charleston;  and  James  Hugh  Wiley,  Mor- 
gantown. 

State  Workmen’s  Compensation:  Lawrance  S. 

Miller,  Morgantown,  Chairman;  Marshall  J.  Carper, 
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Charleston;  Rex  Dauphin,  Parkersburg;  W.  Alva 
Deardorff  and  George  V.  Hamrick,  Charleston; 
James  T.  Hughes,  Ripley;  James  W.  Lane,  Theodore 
P.  Mantz,  John  B.  Markey  and  William  C.  Morgan, 
Jr.,  Charleston;  James  E.  Powers,  Princeton;  Jack 
Pushkin,  Charleston;  and  Clifford  A.  Stevenson, 
Beckley. 

Blue  Cross-Blue  Shield  Third  Party:  Milton  J. 

Lilly,  Jr.,  Charleston,  Chairman;  Charles  E.  An- 
drews, Morgantown;  Robert  W.  Bess,  Jr.,  Piedmont; 
John  M.  Bobbitt  and  C.  A.  Hoffman,  Huntington; 
Logan  W.  Hovis,  Parkersburg;  Ray  M.  Kessel, 
Logan;  and  J.  D.  H.  Wilson,  Clarksburg. 

Public  Welfare — Joint  Conference:  Thomas  P. 

Long,  Man,  Chairman;  R.  C.  Cowan,  Jr.,  Parkers- 
burg; C.  Richard  Daniel,  Beckley;  Richard  E.  Flood, 
Weirton;  N.  B.  Groves,  Martinsburg;  John  M.  Hart- 
man, Charleston;  W.  Gene  Klingberg,  Morgantown; 

A.  Thomas  McCoy  and  Seigle  W.  Parks,  Charleston; 
and  J.  D.  H.  Wilson,  Clarksburg. 

Medical  Education  and  Hospitals 

Pat  A.  Tuckwiller,  Charleston,  Chairman;  and 
Daniel  Hamaty,  Charleston,  Vice-Chairman;  Char- 
les E.  Andrews,  Morgantown;  Forest  A.  Cornwell, 
Beckley;  E.  L.  Crumpacker,  White  Sulphur  Springs; 
Del  Roy  R.  Davis,  Kingwood;  William  E.  Gilmore, 
Parkersburg;  Robert  D.  Hess,  Bridgeport;  Upshur 
Higginbotham,  Bluefield;  George  M.  Kellas,  Wheel- 
ing; John  D.  Lindsay,  Jr.,  Fairmont;  Richard  V. 
Lynch,  Jr.,  and  David  Z.  Morgan,  Morgantown; 
Milan  J.  Packovich,  Weirton;  Robert  R.  Pittman, 
Martinsburg;  Maynard  P.  Pride,  Morgantown; 
Herbert  D.  Proctor,  Huntington;  Joseph  B.  Reed, 
Buekhannon;  Thomas  G.  Reed,  Charleston;  Howard 

B.  Sauder,  Wheeling;  Edwin  M.  Shepherd,  Charles- 
ton; William  S.  Sheils,  Huntington;  Richard  G. 
Starr,  Beckley;  Grover  B.  Swoyer  and  William  A. 
Thornhill,  Jr.,  Charleston. 

Medical  Emergencies  and  Civil  Defense 

John  J.  Mahood,  Bluefield,  Chairman;  Harold  D. 
Almond,  Buekhannon;  Dominic  A.  Brancazio,  Weir- 
ton; Harry  F.  Coffman,  Keyser;  Salvador  Diaz, 
Huntington;  Ernest  G.  Guy,  Philippi;  Charles  H. 
Hiles,  Wheeling;  John  A.  B.  Holt,  Charleston; 
Donald  R.  Lantz,  Parkersburg;  John  J.  Lawless, 
Morgantown;  Joseph  T.  Mallamo,  Fairmont;  John 
B.  Markey,  Charleston;  James  G.  Ralston,  Clarks- 
burg; William  S.  Sadler,  Barboursville;  Lyle  D. 
Vincent,  Parkersburg;  John  W.  Whitlock,  Beckley; 
and  E.  Andrew  Zepp,  Martinsburg. 

Medical  Scholarships 

Martha  Jane  Coyner,  Harrisville,  Chairman; 
Marshall  J.  Carper,  Charleston;  Robert  D.  Hess, 
Bridgeport;  Thomas  J.  Holbrook,  Huntington;  Rus- 
sel Kessel,  Charleston;  John  Mark  Moore,  Wheel- 
ing; and  Clark  K.  Sleeth,  Morgantown. 

Mental  Health 

L.  J.  Pace,  Princeton,  Chairman;  Mildred  Mitch- 
ell-Bateman,  Charleston;  Delmer  J.  Brown,  Park- 
ersburg; Randall  Connolly,  Vienna;  Roy  A.  Ed- 
wards, Jr.,  Huntington;  Ray  S.  Greco,  Weirton; 


Thomas  S.  Knapp,  Charleston;  S.  Elizabeth  Mc- 
Fetridge,  Shepherdstown;  William  B.  Rossman, 
Charleston;  A.  L.  Wanner  and  Stephen  D.  Ward, 
Wheeling;  Charles  C.  Weise,  Charleston;  and  A.  C. 
Woofter,  Parkersburg. 

Military  Medical  Affairs 

Russel  Kessel,  Charleston,  Chairman;  Bert  Brad- 
ford, Jr.,  Charleston;  Robert  D.  Hess,  Bridgeport; 
and  Logan  W.  Hovis,  Parkersburg. 

Program 

Clark  K.  Sleeth,  Morgantown,  Chairman;  Robert 
D.  Crooks  and  William  E.  Gilmore,  Parkersburg; 
and  Carl  B.  Hall,  Charleston. 

Public  Service 

Albert  C.  Esposito,  Huntington,  Chairman;  John 

M.  Bobbitt,  Huntington;  George  A.  Curry,  Morgan- 
town; C.  R.  Davisson,  Weston;  Leonard  M.  Eck- 
mann,  South  Charleston;  G.  Thomas  Evans,  Fair- 
mont; Louis  W.  Groves,  Jr.,  Richwood;  N.  B.  Groves, 
Martinsburg;  Carl  E.  Johnson,  Morgantown;  E.  Lee 
Jones,  Wheeling;  C.  A.  Logue,  Morgantown, 
George  E.  McCarty,  Parkersburg;  Charles  W.  Mer- 
ritt, Beckley;  L.  J.  Pace,  Princeton;  Joseph  B.  Reed, 
Buekhannon;  Page  H.  Seekford,  Charleston;  Jack 
J.  Stark,  Belpre,  Ohio;  Stephen  D.  Ward,  Wheeling; 
and  A.  J.  Weaver,  Clarksburg. 

Resolutions 

Richard  W.  Corbitt,  Parkersburg,  Chairman;  Al- 
bert C.  Esposito  Huntington;  Richard  E.  Flood, 
Weirton;  Richard  V.  Lynch,  Jr.,  Morgantown;  A. 
Thomas  McCoy  and  Seigle  W.  Parks,  Charleston. 

Rehabilitation 

Buford  W.  McNeer,  Hinton,  Chairman;  Jean  P. 
Cavender,  Charleston;  James  A.  Heckman,  Hunt- 
ington; Francis  H.  Hughes,  Parkersburg;  Ralph  H. 
Nestmann,  Charleston;  J.  C.  Pickett,  Morgantown; 
Jack  Pushkin,  Charleston;  M.  D.  Reiter,  Wheeling; 
L.  Dale  Simmons,  Clarksburg;  Robert  R.  Weiler, 
Wheeling;  and  James  Hugh  Wiley,  Morgantown. 

Rural  Health 

Martha  Jane  Coyner,  Harrisville,  Chairman; 
Harold  D.  Almond,  Buekhannon;  Andrew  E.  Amick, 
Lewisburg;  J.  C.  Arnett,  Rowlesburg;  Holmes  Blair, 
Parkersburg;  Ralph  H.  Boone,  Sistersville;  B.  S. 
Brake,  Clarksburg;  Robert  W.  Coplin,  Elizabeth; 
Del  Roy  R.  Davis,  Kingwood;  N.  H.  Dyer,  Charles- 
ton; Vernon  L.  Dyer,  Petersburg;  Earl  L.  Fisher, 
Gassaway;  Robert  R.  Frye,  Mannington;  O.  M.  Har- 
per, Clendenin;  Mehmet  V.  Kalaycioglu,  Shinnston; 
Charles  T.  Lively,  Weston;  Ralph  McGraw,  Follans- 
bee;  Joseph  B.  Reed,  Buekhannon;  Charles  J.  Sites, 
Franklin;  and  Charles  E.  Staats,  Charleston. 

Syphilis 

N.  H.  Dyer,  Charleston,  Chairman;  Hunter  Boggs, 
Charleston;  C.  Y.  Moser,  Kingwood;  Frank  M.  Peck, 
Huntington;  David  S.  Pugh,  Chester;  Thomas  L. 
Thomas,  Wheeling;  M.  A.  Viggiano,  New  Martins- 
ville; Lyle  D.  Vincent,  Parkersburg;  and  Isaiah  A. 
Wiles,  Morgantown. 
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Tuberculosis 


Hugh  S.  Edwards,  Beckley,  Chairman;  Charles 
E.  Andrews,  Morgantown;  Robert  M.  Biddle,  Par- 
kersburg; J.  M.  Brand,  Chester;  Oliver  H.  Brundage, 
Parkersburg;  William  L.  Cooke,  Charleston;  N. 
Allen  Dyer,  Bluefleld;  George  F.  Evans,  Clarksburg; 
G.  R.  Maxwell,  Morgantown;  Ralph  H.  Nestmann; 
and  Morris  H.  O’Dell,  Charleston;  Robert  J.  Reed, 
III,  Wheeling;  M.  A.  Viggiano,  New  Martinsville; 
James  H.  Walker,  Charleston;  M.  L.  White,  Jr.,  Hun- 
tington; and  David  H.  Williams,  Weirton. 

SPECIAL  COMMITTEES 
AMA-ERF 

J.  Keith  Pickens,  Clarksburg,  Chairman;  Irwin 

M.  Bogarad,  Weirton;  Harry  F.  Cooper,  Beckley; 
John  E.  Echols,  Richwood;  John  H.  Gile,  Parkers- 
burg; Joseph  Gilman,  Clarksburg;  Daniel  Hale, 
Princeton;  Robert  W.  Howes,  Jr.,  Parkersburg;  Joe 

N.  Jarrett,  Oak  Hill;  Buford  W.  McNeer,  Hinton; 
David  Z.  Morgan,  Morgantown;  Earl  S.  Phillips, 
Wheeling;  Donald  R.  Roberts,  Elkins;  George  A. 
Shawkey,  Charleston;  Wilson  P.  Smith,  Huntington; 
John  W.  Trenton,  Kingwood;  Lysle  T.  Veach,  Peters- 
burg; and  E.  Andrew  Zepp,  Martinsburg. 

School  Health 

Peter  A.  Haley,  Charleston,  Chairman;  R.  J. 
Bailey,  Parkersburg;  J.  M.  Brand,  Chester;  Hugh 
M.  Brown,  Clarksburg;  Thomas  G.  Folsom,  Hun- 
tington; Grover  C.  Hedrick,  Beckley;  Robert  G. 
Janes,  Fairmont;  Edward  Shupala,  Parkersburg; 
Paul  C.  Soulsby,  St.  Albans;  Thomas  L.  Thomas, 
Wheeling;  and  Eli  J.  Weller,  Weirton. 

WVU  Liaison 

E.  F.  Heiskell,  Jr.,  Morgantown,  Chairman;  Ken- 
neth J.  Allen,  Glen  Dale;  Robert  W.  Bess,  Jr.,  Pied- 
mont; W.  T.  Booher,  Jr.,  Wellsburg;  A.  Kyle  Bush, 
Philippi;  Terrell  Coffield,  New  Martinsville;  C. 
Richard  Daniel,  Beckley;  Del  Roy  R.  Davis,  King- 
wood;  E.  Richard  Dorsey,  Huntington;  G.  Thomas 
Evans,  Fairmont;  Herman  Fischer,  Clarksburg; 
Richard  E.  Flood,  Weirton;  John  M.  Grubb,  Pt. 
Pleasant;  J.  C.  Huffman,  Buckhannon;  Joe  N.  Jar- 
rett, Oak  Hill;  Ray  M.  Kessel,  Logan;  Kenneth  G. 
MacDonald  and  A.  Thomas  McCoy,  Charleston;  Bu- 
ford W.  McNeer,  Hinton;  Ross  E.  Newman,  Mullens; 
L.  J.  Pace,  Princeton;  Robert  R.  Pittman,  Martins- 
burg; Maynard  P.  Pride,  Morgantown;  Robert  S. 
Robbins,  Wheeling;  Russell  A.  Salton,  Williamson; 
Robert  G.  Shirey,  Ronceverte;  William  R.  Yeager, 
Parkersburg;  A.  J.  Villani,  Welch;  and  David  E. 
Wallace,  Madison. 


Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the 
insignia  of  the  West  Virginia  State  Medical 
Association,  is  kept  on  hand  at  all  times  at 
the  headquarters  offices  in  Charleston.  The 
price  of  each  emblem  is  $5.00  postpaid. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 
and  district  medical  meetings  scheduled  in  the 
coming  months. 

1970 

Oct.  1 — Rural  Health  Conference,  Jackson’s  Mill. 
Oct.  3-4 — Am.  Assn,  of  Oph.,  Las  Vegas. 

Oct.  5-9 — Am.  Acad,  of  Oph.  & Otol.,  Las  Vegas. 
Oct.  9-10 — Florida  Diabetes  Assn.,  Ft.  Lauderdale. 
Oct.  11-14 — Virginia  Medical,  Richmond 
Oct.  12-16— ACS,  Chicago. 

Oct.  17-21 — Am.  Soc.  of  Anes.,  New  York. 

Oct.  17-22 — Am.  Acad,  of  Ped.,  San  Francisco. 

Oct.  23-25 — Potomac-Shenandoah  Valley  PG  Insti- 
tute, Martinsburg. 

Oct.  25-30 — Am.  Col.  of  Chest  Phys.,  Las  Vegas. 
Oct.  26-30 — Am.  Assn,  of  Pub.  Health  Phys.,  & Am. 

Pub.  Health  Assn.,  Houston. 

Nov.  10-17 — Am.  Heart  Assn.,  Atlantic  City. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago. 

Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  18-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Jan.  31 — 4th  Mid- Winter  Conf.  on  Chest  Diseases, 
Charleston. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-24 — Am.  Acad,  of  Allergy,  Chicago. 

Feb.  20-27 — Am.  Soc.  of  Clin.  Path.  & Col.  of  Am. 
Path.,  Las  Vegas. 

March  6-11 — Am.  Acad,  of  Orth.  Surg.,  San  Fran- 
cisco. 

March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  26-28 — Am.  Soc.  of  Int.  Med.,  Denver. 

March  28-April  2 — ACP,  Denver. 

March  29-April  3 — Am.  Col.  of  Rad.,  St.  Louis. 

April  18-22 — Am.  Assn,  of  Neu.  Surg.,  Houston. 
April  26 — May  1 — Am.  Acad,  of  Neurology,  New 
York. 

April  26-28 — Am.  Assn,  for  Thoracic  Surg.,  Atlanta. 
April  28-May  1 — W.  Va.  Chap.,  ACS,  White  Sulphur 
Springs. 

April  29 — May  1 — Am.  Ped.  Soc.,  Atlantic  City. 
April  29-May  2 — W.  Va.  Chap.,  AAGP,  Wheeling. 
May  1-5 — Am.  Psy.  Assn.,  Washington. 

May  3-7 — Am.  Col.  of  Ob.  & Gyn.,  San  Francisco. 
May  10-14 — Ohio  Medical,  Columbus. 

May  16-19 — Am.  Thoracic  Soc.,  Los  Angeles. 

May  16-20 — Am.  Derm.  Assn.,  Sky  Top,  Pa. 

May  16-20 — Am.  Urol.  Assn.,  Chicago. 

June  17-18 — -Am.  Rheumatism  Assn.,  New  York. 
June  20-24 — AMA,  Atlantic  City. 

June  22-23 — Am.  Diabetes  Assn.,  San  Francisco. 
Aug.  19-21 — 104th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Aug.  23-26 — Am.  Hosp.  Assn.,  Chicago. 

Sept.  9-11 — Am.  Assn,  of  Ob. -Gyn.,  Hot  Springs,  Va. 
Sept.  13-17 — Int.  Conf.  on  Coal  Workers  Pneumo- 
coniosis, New  York  City. 

Sept.  20-24 — Am.  Acad,  of  Oph.  and  Otol.,  Las 
Vegas. 

Sept.  21-23 — Ky.  Medical,  Louisville. 

Oct.  1-8 — AAGP,  Miami  Beach. 

Oct.  16-21 — Am.  Acad,  of  Ped.,  Chicago. 

Oct.  16-20 — Am.  Soc.  of  Anes.,  Atlanta. 

Oct.  18-22— ACS,  Atlantic  City. 

Oct.  24-28 — Am.  Col.  of  Chest  Phys.,  Philadelphia. 
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Westbrook 

Psychiatric  Hospital,  Inc. 
Richmond,  Virginia 


FOUNDED  1911 


PSYCHIATRY 

REX  BLANKINSHIP,  M.  D. 
Chairman,  Advisory  Group 

JOHN  R.  SAUNDERS,  M.  D. 
Medical  Director 

THOMAS  F.  COATES,  JR.,  M.  D. 
Assistant  Medical  Director 

OWEN  W.  BRODIE,  M.  D. 
Associate  in  Psychiatry 

M.  M.  VITOLS,  M.  D. 
Associate  in  Psychiatry 


NEUROLOGY 

GERALD  W.  ATKINSON,  M.  D. 
Associate  in  Neurology 

CHILD  PSYCHIATRY 

GILBERT  SILVERMAN,  M.  D. 
Associate  in  Child  Psychiatry 

ADMINISTRATION 

ROBERT  H.  CRYTZER 
Administrator 


THE  WHEELING  CLINIC 


EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
Hugh  R.  Holtrop,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 
Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 

Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Kathleen  Nickerson 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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WVU  Medical  Center 
- News  - 


From  January  1 through  August  1,  the  West  Vir- 
ginia University  School  of  Medicine  has  wel- 
comed the  following  faculty  members  to  its  various 
departments  and  divisions: 

Dr.  Fouad  Hassan  Abdalla,  Instructor  in  Radi- 
ology; Dr.  Jose  Gilberto  Alfonso,  Clinical  Assistant 
Professor  of  Pediatrics;  Dr.  Phillip  E.  Andrews,  In- 
structor in  Surgery  (otolaryngology);  Dr.  Robert 
B.  Armstrong,  Clinical  Assistant  Professor  of  Medi- 
cine; Dr.  Andrew  J.  Barger,  Clinical  Associate  Pro- 
fessor of  Radiology;  Dr.  Kalavathi  Bhupathy,  As- 
sistant Professor  of  Pediatrics;  Joan  E.  Blank, 
Visiting  Instructor  in  Medicine  (public  health  and 
preventive) ; Sandy  LeRoy  Burkhart,  Instructor  in 
Physical  Therapy. 

Dr.  Eugene  P.  Cassidy,  Assistant  Professor  of 
Pathology;  Dr.  Eung  Man  Cha,  Assistant  Professor  of 
Radiology;  Dr.  Robert  N.  Clark,  Associate  Professor 
of  Surgery  (orthopedics);  Janice  W.  Cone,  Instruc- 
tor in  Behavioral  Medicine  and  Psychiatry  (social 
work);  Dr.  John  S.  Ellingson,  Assistant  Professor 
of  Biochemistry;  Robert  Harold  Galbraith,  Instruc- 
tor in  Radiology;  Dr.  Robert  J.  Gardner,  Assistant 
Professor  of  Surgery;  Francis  L.  Golden,  Instructor 
in  Physical  Therapy;  Dr.  Rusi  A.  Hilloowala,  In- 
structor in  Anatomy;  Dr.  Paul  John  Jakubec,  As- 
sistant Professor  of  Pediatrics. 

Dr.  Barbara  E.  James,  Clinical  Associate  Professor 
of  Psychiatry  (psychology) ; Dr.  Jerome  G.  Johnson, 
Instructor  in  Surgery;  Dr.  Stanley  J.  Kandzari,  In- 
structor in  Surgery  (urology);  Dr.  Carole  S.  Kerr, 
Assistant  Professor  of  Surgery  (anesthesiology); 
Dr.  John  A.  Kibelstis,  Instructor  in  Medicine;  Dr. 
Ordie  H.  King,  Jr.,  Associate  Professor  of  Pathology; 
Dr.  Ray  Koppelman,  Professor  of  Biochemistry;  Dr. 
John  M.  Krall,  Assistant  Professor  of  Medicine 
(public  health  and  preventive — biostatistics);  San- 
dra Sue  Landfried,  Instructor  in  Microbiology. 

Dr.  Orestes  A.  Martinez,  Assistant  Professor  of 
Surgery  (anesthesiology);  Dr.  Phillip  B.  Mathias, 
Instructor  in  Surgery  (otolaryngology);  Dr.  Ronald 
J.  Millecchia,  Assistant  Professor  of  Physiology  and 
Biophysics;  Dr.  Oscar  G.  Mink,  Clinical  Associate 
Professor  of  Psychiatry  (psychology);  Dr.  Walter 
A.  Morgan,  Associate  Professor  of  Medicine  (public 
health  and  preventive);  Dr.  Lowell  T.  Mouser,  As- 
sistant Professor  of  Medicine;  Dr.  George  P.  Naum, 
Jr.,  Clinical  Assistant  Professor  of  Radiology;  Dr. 
William  E.  Nunnery,  Assistant  Professor  of  Sur- 
gery (urology). 

Dr.  Benjamin  Lee  Plybon,  Instructor  in  Surgery; 
Dr.  Arthur  L.  Poffenbarger,  Clinical  Assistant  Pro- 
fessor of  Neurology;  Dr.  Herbert  H.  Pomerance, 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


Clinical  Associate  Professor  of  Pediatrics;  Dr.  Sun- 
daram  V.  Ramanan,  Assistant  Professor  of  Medi- 
cine (hematology);  Dr.  Chitraleka  R.  Ramanan,  In- 
structor in  Pediatrics;  Julia  W.  Randolph,  Teaching 
Assistant  in  Medical  Technology;  Dr.  Jerome  L. 
Schwartz,  Visiting  Professor  of  Medicine  (public 
health  and  preventive);  Dr.  Anthony  Seaton,  As- 
sistant Professor  of  Medicine;  Dr.  Edgar  W.  Sloop, 
Assistant  Professor  of  Psychiatry  (psychology). 

Dr.  Roy  A.  Springer,  Clinical  Associate  Professor 
of  Radiology;  Dr.  David  J.  Srebalus,  Clinical  As- 
sistant Professor  of  Psychiatry  (psychology);  Dr. 
Edward  G.  Stormer,  Clinical  Associate  Professor 
of  Psychiatry  (psychology);  Dr.  Shankar  Sundaram, 
Assistant  Professor  of  Surgery  (anesthesiology); 
Dr.  Richard  E.  Tannenbaum.  Instructor  in  Medicine; 
Dr.  Louise  E.  VanRiper,  Instructor  in  Obstetrics  and 
Gynecology;  Dr.  Leonardo  N.  Ventura,  Instructor  in 
Surgery  (anesthesiology);  Dr.  Stephen  D.  Ward, 
Clinical  Associate  Professor  of  Psychiatry;  and  Zoe 
Zehel,  Instructor  in  Surgery  (otolaryngology — 
speech  therapy). 

WVU  Liaison  Committee  Meets 

Problems  and  needs  related  to  continuing  educa- 
tion drew  major  consideration  during  a September 
19  meeting  of  the  West  Virginia  University  Liaison 
Committee  at  the  WVU  Medical  Center  in  Mor- 
gantown. 

Dr.  E.  F.  Heiskell,  Jr.,  Chairman  of  the  Commit- 
tee, presided  over  the  session,  attended  by  approxi- 
mately 25  committee  members  and  WVU  staff 
members. 

The  meeting  was  the  first  attended  by  Dr.  Frank 
W.  McKee,  the  recently  appointed  Dean  of  the 
West  Virginia  University  School  of  Medicine,  and 
it  gave  him  an  opportunity  to  review  with  com- 
mittee members  some  of  his  basic  concepts  and 
feelings  about  medical  education. 

Doctor  McKee  explained  that  while  continuing 
education  at  the  postgraduate  level  must  receive 
constant  attention,  it  must  be  developed  on  a sound 
and  thorough  basis. 

A more  detailed  report  of  the  Liaison  Committee 
meeting  will  be  provided  in  the  November  Journal. 
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HIGHLMD  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  con 
vulsive  therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and 
well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 
High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited 
through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  city  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.  D.  (3)  Charles  W.  Neville,  Jr.,  M.  D. 
Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 


BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND  STREET 

BLUEFIELD,  W.  VA. 


SURGERY 

General: 

HAMPTON  ST.  CLAIR,  M.  D. 

R.  S.  GATHERUM,  JR.,  M.  D. 
LAWRENCE  D.  MULLINS.  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 
JAMES  P.  THOMAS.  M.  D. 

Orthopedic: 

R.  R.  RAUB,  M.  D. 

NAK  K.  SHIM.  M.  D. 

Neurosurgery: 

E.  L.  GAGE,  M.  D. 

WM.  F.  HILLIER,  M.  D. 

E.  L.  GAGE,  JR..  M.  D. 

Urology: 

T.  B.  BAER.  M.  D 
STEVE  J.  MISAK,  M.  D. 

Eye,  Ear,  Nose  & Throat: 

F.  D.  WHITE.  M.  D. 

PEDIATRICS 

GRADY  McRAE,  M.  D. 

E.  M.  SPENCER,  M.  D 


OBSTETRICS  & GYNECOLOGY 

e.  w.  McCauley,  m.  d. 
CHARLES  S.  FLYNN.  M.  D. 
FREDERICK  T.  EDMUNDS.  M.  D 
M.  S.  HAJJAR.  M.  D. 

T.  KEITH  EDWARDS,  M.  D. 


INTERNAL  MEDICINE 

J.  R.  SHANKLIN,  M.  D. 

KARL  E.  WEIER.  M.  D. 

H.  F.  WARDEN,  JR.,  M.  D. 

C.  D.  PRUETT,  M.  D. 

R.  O.  ROGERS.  JR.,  M.  D. 

PATHOLOGY 

DAVID  F.  BELL.  JR  , M.  D. 
JOHN  J.  BRYAN,  M.  D 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

GEORGE  C.  KING.  M.  D. 
BRENNAN  PURKALL,  JR..  M.  D. 


ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 

BUSINESS  MANAGER 

JAMES  L.  FOSTER 
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The  Month 

in  Washington 


The  Nixon  Administration  is  drafting  legislation 
that  would  eliminate  the  reason  for  physicians 
forming  professional  corporations  for  federal  in- 
come tax  advantages.  The  legislation  would  remove 
the  tax  and  discrimination  against  self-employed 
physicians  and  other  professionals  in  the  tax  treat- 
ment of  retirement  savings. 

K.  Martin  Worthy,  Chief  Counsel  of  the  Internal 
Revenue  Service,  said  the  legislation  probably  will 
be  submitted  to  Congress  next  year  as  an  Admini- 
stration measure. 

The  IRS  official  said  that  it  was  unfortunate 
that  disparate  tax  treatment  of  corporate  employees 
and  professionals  has  led  to  the  adoption  of  state 
laws  permitting  the  formation  of  professional  cor- 
porations. 

“The  potential,  if  not  actual,  erosion  of  the 
traditional  stringent  professional  standards  and 
liabilities  on  the  part  of  those  who  form  such 
organizations  is,  in  my  opinion,  a highly  undesir- 
able by-product  of  this  problem  and  its  resolution 
to  date,”  he  told  a meeting  of  lawers.  “The  inter- 
vention of  a legal  entity  between  the  doctor,  lawyer 
or  accountant  and  his  client  would  not  appear  to 
serve  any  social  or  public  purposes.” 

Worthy  warned  that  recognition  of  a professional 
organization  as  a corporation  for  tax  purposes  did 
not  necessarily  mean  that  the  organization  and  its 
employees  would  have  a clear  track  as  far  as  secur- 
ing tax  benefits  which  are  desired. 

Worthy  said  an  important  consideration  to  be 
weighed  by  the  professional  person  is  that  the  new 
tax  act  provides  for  a 50-per  cent  maximum  tax 
rate,  after  a transition  period,  upon  “earned  in- 
come,” which  includes  earnings  from  personal  ser- 
vices. 

Physicians’  Assistants 

The  Board  of  Medicine  of  the  National  Academy 
of  Sciences  urged  wide  use  of  three  types  of  phy- 
sicians’ assistants  as  the  quickest  way  to  relieve 
the  national  shortage  of  doctors. 

In  a special  report,  the  board  called  for  the  co- 
operation of  the  American  Medical  Association, 
the  Association  of  American  Medical  Colleges  and 
the  government  in  developing  physicians’  assistants 
programs. 

The  AMA  has  been  advocating  use  of  physicians’ 
assistants  for  some  time.  Dr.  Walter  C.  Bornemeier, 
President  of  the  AMA,  recently  said: 

“There  is  nothing  revolutionary  about  this  plan. 
Until  50  years  ago,  American  doctors  trained  by 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


working  in  the  offices  of  established  physicians. 
And  even  with  the  rise  of  university-affiliated 
medical  colleges,  we  doctors  continued  to  train 
the  bulk  of  our  non-professional  nurses  and  office 
technicians.” 

Types  of  Assistants 

The  three  types  of  assistants  recommended  by 
the  board  were: 

(1)  Physicians’  associate — the  most  highly  train- 
ed type;  would  be  qualified  to  do  the  work  that 
involves  some  independent  medical  judgment;  un- 
der the  physician’s  supervision,  he  could  in  some 
cases  make  a diagnosis  and  perform  therapy,  with 
the  range  of  his  responsibilities  increasing  as  he 
develops  new  skills  on  the  job. 

(2)  Specialized  assistant — would  be  highly  skill- 
ed in  one  type  of  clinical  specialty  or  procedure 
within  a specialty  (such  as  the  operation  of  a 
renal  dialysis  unit);  would  receive  most  of  his 
training  from  a physician  specialist. 

(3)  Non-specialized  assistant — would  be  to 

medicine  what  the  practical  nurse  is  to  nursing; 
could  receive  much  of  his  training  on  the  job. 

As  the  AMA  has  been  doing,  the  board  cautioned 
against  the  premature  enactment  of  licensing  laws 
that  would  establish  rigid  job  qualifications  before 
the  full  potential  usefulness  of  the  assistants  had 
been  determined. 

Possession  of  a high  school  diploma  should  be  an 
adequate  prerequisite  for  training  to  become  phy- 
sicians’ assistants,  according  to  the  NSA  board.  It 
suggested  varying  amounts  of  education,  clinical 
experience  and  on-the-job  training  for  the  three 
types  of  assistants.  For  physicians’  associates  it 
recommended  the  equivalent  of  two  years  of  pro- 
fessional-level classroom  and  clinical  work.  Instruc- 
tion should  cover  the  basic  sciences  underlying 
medical  practice,  and  clinical  training  should  be 
“of  essentially  the  same  type  and  degree  as  that 
given  medical  students.”  Medical  corpsmen,  about 
30,000  of  whom  are  discharged  from  the  military 
services  each  year,  and  other  medical  workers  who 
enter  the  training  program  should  be  allowed  credit 
for  the  clinical  knowledge  they  already  have  ac- 
quired. 
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Taste! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


Radiology:  Pathology: 

Karl  J.  Myers,  M.  D.  Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

J.  E.  Lenox,  M.  D. 

E.  G.  Guy,  M.  D. 

Y.  J.  Song,  M.  D. 

Anesthesiology: 

G.  E.  Hartle,  M.  D. 


Pediatrics: 

D.  F.  Manger,  M.  D. 

E.  G.  Kreider,  M.  D. 

Dentistry: 

Glenn  B.  Poling,  D.  D.  S, 


Broaddus  Hospital  Resident  Staff: 

Aristeo  E.  Villasenor,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Young  Chung  Fan,  M.  D. 

Kowit  Kouwabunpat,  M.  D. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

STAFF: 

Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D. 
Delano  W.  Bolter,  M.  D. 
Davis  G.  Garrett,  M.  D. 


James  P.  King,  M.  D. 
William  D.  Keck,  M.  D. 
Morgan  E.  Scott,  M.  D. 
David  S.  Sprague,  M.  D 
Edward  E.  Cale,  M.  D. 


Clinical  Psychology: 

Thomas  C.  Camp,  Ph.  D. 
Card  McGraw,  Ph.  D. 
James  E.  Dublin,  Ph.  D. 


Don  Phillips,  Administrator 
R.  Lindsay  Shuff,  M.  H.  A. 
Asst.  Administrator 


AFFILIATED  CLINICS 


Bluefield  Mental  Health  Center  1 09  E.  Main  Street,  Beckley,  W.  Va. 

525  Bland  St.,  Bluefield,  W.  Va.  Beckley  Mental  Health  Center 

David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 

Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.  D. 
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Annual  Reports  * 


Committee  on  Presidential  Address 

There  is  a varied  combination  of  talents  which 
must  be  possessed  or  developed  in  the  character 
and  activity  of  any  true  leader  of  a group  such  as 
ours. 

He  must  be  ambitious  and  yet  humble.  His  am- 
bitions must  not  be  altogether  personal,  but  rather 
directed  toward  the  ultimate  benefit  of  his  pro- 
fessional colleagues.  His  humility  must  never  be 
servile  in  its  expression,  but  rather  take  the  form 
of  grateful  recognition  of  the  help  given  him  during 
his  tenure  in  office. 

He  must  be  dedicated  to  a year  long  life  of 
sacrifice,  not  only  to  his  own  ideals  and  aspirations 
but  to  those  factors  concerned  with  the  welfare  of 
both  profession  and  laity.  This  sacrifice  entails  both 
his  family  and  professional  life. 

He  must  be  sincere  in  thought,  speech  and  action, 
and  be  thorough,  fair  and  prompt  in  making  deci- 
sions with  a judicious  regard  for  the  ultimate  effect 
of  such  decisions  on  both  the  medical  profession 
and  those  we  serve. 

Lastly,  he  must  have  the  epidermis  of  an  elephant 
in  order  that  the  missies  of  criticism  will  do  only 
minor  damage  to  his  spirit  and  determination. 

Our  President  has  displayed  all  these  talented 
characteristics  as  evidenced  by  the  report  of  his 
activities  contained  in  the  Presidential  Address. 
Every  member  of  this  Association  should  now  and 
in  the  future  feel  indebted  to  Maynard  Pride  for 
the  consummate  benefits  which  will  accrue  to  all 
of  us  through  the  judicious  use  of  the  talents  given 
to  him,  and  put  to  such  a profitable  use. 

As  evidence  of  his  ability,  judgment  and  activity, 
your  Committee  would  but  direct  your  attention  to 
the  different  items  covered  in  his  address.  Each  of 
these  items  marks  a step  of  progress  toward  our 
ultimate  goal. 

Your  Committee  wishes  to  call  especial  attention 
to  the  progress  made  toward  closer  and  constant 
relations  between  the  medical  students  at  Morgan- 
town and  organized  medicine.  This  one  factor 
represents  a major  step  in  encouraging  our  medical 
graduates  to  return  to  practice  in  our  Mountain 
State. 

The  Committee  recommends  the  adoption  of  this 
report  by  a standing  vote. 

Respectfully  submitted, 

James  S.  Klumpp,  M.  D. 

Chairman 

August  22,  1970. 

*Other  annual  reports  were  published  in  the  August  1970 
issue  of  The  Journal. 


Committee  on  Aging 

The  Committee  on  Aging  recommends  to  the  Gov- 
ernor of  West  Virginia  that  a list  of  all  the  agencies 
which  have  anything  to  do  with  providing  services 
for  the  aged  be  published.  This  pamphlet  should 
itemize  the  activities,  the  benefits  and  the  proce- 
dures to  be  followed  by  each  interested  agency 
and  individual.  This  publication  should  be  made 
available  to  all  local  government  agencies,  Senior 
Centers  and  Senior  Citizens. 

Also,  the  Committee  recommends  to  the  Governor 
of  West  Virginia  that  a transportation  program  be 
set  up  in  West  Virginia  modeled  after  the  Food 
Stamp  Program.  Food  stamps  provide  some  relief 
for  the  aged  but  often  transportation  is  non-existing. 
Therefore,  the  beneficiary  of  this  program  cannot 
benefit  from  it  unless  he  pays  too  high  a price  for 
transportation.  This  transportation  stamp  program 
could  apply  for  visits  to  physicians  and  medical 
clinics  and  could  be  co-sponsored  by  the  Federal 
Stamp  Program. 

Recommendations  to  physicians: 

The  physician  should  help  prepare  his  elderly 
patient  for  retirement. 

The  physician  should  encourage  regular  physical 
examinations  and  at  a reasonable  rate  by  the  fam- 
ily physician. 

The  physician  should  recommend  a hobby. 

The  physician  should  recommend  some  light  part- 
time  activity  which  could  supplement  the  Social 
Security  benefit  but  not  reduce  it. 

The  physician  should  encourage  all  of  his  patients, 
age  65  years  or  older  to  apply  for  hospital  and 
medical  benefits  under  Medicare.  He  should  also 
explain  that  this  program  might  not  cover  more 
than  50  per  cent  of  his  hospital  and  medical  ex- 
penses and  it  should  be  supplemented  by  one  or 
more  additional  commercial  insurance  policies,  pro- 
viding hospital  benefits. 

Many  of  our  Senior  Citizens  live  or  exist  on  a 
low  income,  including  their  Social  Security.  They 
are  dependent  on  Medicare  and  relief  agencies  for 
their  medical  care.  Many  do  not  own  their  own 
homes  so  they  must  seek  low  rent  housing,  often 
sub-standard. 

Drugs  are  a big  item  if  not  provided  by  insurance 
or  a welfare  agency.  Nursing  homes  are  inadequate, 
unobtainable  or  non-existent  for  this  group  of  citi- 
zens unless  provided  by  the  State. 

The  West  Virginia  State  Medical  Association  and 
each  of  its  members  should  extend  encouragement 
to  young  medical  students  and  physicians  willing 
to  enter  general  practice  in  our  State.  This  practice 
will  require  some  dedication  on  the  part  of  the 
young  physician,  but  he  will  be  serving  those  who 
need  him  most. 

The  medical  profession  has  always  provided 
services  for  the  poor  and  the  aged.  This  will  not 
continue  to  be  true  unless  we  provide  more  physi- 
cians including  general  practitioners.  This  means 
more  technicians,  more  medical  students  and  an 
accelerated  course  of  schooling  for  the  medical 
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student.  It  might  be  advisable  for  the  State  Medical 
Association  to  recommend  to  the  West  Virginia 
Board  of  Regents  that  a stepped  up  teaching  pro- 
gram be  established  at  the  West  Virginia  University 
School  of  Medicine  so  that  classes  would  be  con- 
ducted 10  or  12  months  of  the  year  similar  to  the 
plan  established  during  World  War  II. 

If  this  accelerated  program  can  be  achieved  by 
other  methods,  try  it  first.  Creeping  socialized 
medicine  can  be  held  in  check  longer  if  the  medical 
profession  can  provide  the  services  which  the  public 
demands  at  the  time  it  is  requested.  Twenty  mil- 
lion Senior  Citizens  cannot  wait  when  they  need 
a physician  and  this  is  not  overlooked  by  politicians. 

Respectfully  submitted, 

Eldon  B.  Tucker,  M.  D. 

Chairman 

Thomas  B.  Blake,  M.  D. 

Myer  Bogarad,  M.  D. 

E.  Lyle  Gage,  M.  D. 

Richard  D.  Hamilton,  M.  D. 

Thomas  H.  McGavack,  M.  D. 

August  6,  1970. 


Necrology  Report 

The  following  is  a list  of  West  Virginia  physicians 
whose  deaths  have  been  reported  to  the  West  Vir- 
ginia State  Medical  Association  during  the  past 
year: 

1969 

Aug.  31 — William  James  Glass,  Sr. ...  . Sissonville 

Sept.  7 — Edward  Andrew  Litsinger  ..  Ripley 

Sept.  16 — Shirley  M.  Prunty Parkersburg 

Sept.  17 — Grady  Veer  Morgan Coral  Gables,  Fla. 

Sept.  24 — John  Patrick  Heagarty ..  Beckley 

Sept.  25 — Lyle  Alfred  Moser Eleanor 

Sept.  — George  Dennis  Vaughan  Richmond,  Va. 

Sept.  30 — Willington  Henry  Parker.  Miami,  Fla. 


Oct.  6 — Henry  Hurt  Hancock Union 

Oct.  13 — Ignatz  Marion  Kizinski Weirton 

Oct.  22 — William  Francis  Pomputius  Beckley 

Oct.  22 — William  Pollock  Black  . .Charleston 

Oct.  23 — Carlos  H.  Boetsch  Charleston 

Oct.  31 — Wayman  J.  Thompson,  Jr.  _ Charleston 

Nov.  25 — Elmore  M.  Clubb,  Jr.  .Weirton 

Nov.  27 — Roscoe  Floyd  Bryant  . . New  Haven 

1970 

Jan.  27 — James  Lester  Patterson  __  Wheelwright,  Ky. 

Feb.  1 — Oscar  O.  Eakle  Sutton 

Feb.  10 — James  M.  Barr  ____  Worthington 

Feb.  16 — William  L.  Haltom  Martinsburg 

Feb.  16 — Ward  Wylie  Salt  Sulphur  Springs 

Feb.  23 — LaVern  Lake  Swigart Williamson 

Feb.  23 — Burke  Megahan  Elm  Grove 

Feb.  25 — Leroy  Borum  Matthews  Charleston 

Mar.  29 — Ralph  Everett  Pence  South  Charleston 

Apr.  1 — Elias  B.  Thompson  Williamson 

Apr.  6 — Ivan  R.  Harwood Huntington 

Apr.  7 — George  D.  Hill  ....  ....  Camden-on-Gauley 
Apr.  17 — Leonard  O.  Schwartz .....  Wheeling 

Apr.  19 — John  Edward  Davis Welch 

Apr.  27 — William  P.  Sammons . Wheeling 

Apr.  28 — Robert  J.  Fleming  Morgantown 

Apr.  29 — Arkie  Basil  Bowyer  Charleston 

May  26 — James  Edward  Wilson,  Jr.  Clarksburg 

May  28 — Thomas  U.  Vermillion  Hampton,  Va. 

June  1 — Charles  B.  Rohr  Alum  Bridge 

June  23 — Richard  D.  Gill  Wheeling 

July  5 — Ralph  M.  Fisher  Weston 

July  7 — William  H.  Riheldaffer..  Birmingham,  Ala. 

July  26 — W.  Parke  Johnson Masontown 

July  30 — W.  Fred  Richmond  Beckley 

Aug.  15 — Audie  Otto  Kelly  Wallace 

Respectfully  submitted, 

William  H.  Lively, 

Executive  Secretary 

August  19,  1970. 
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Obituaries 


EXAMINING  & TREATMENT  TABLE 

BRINGS  POWERED  COMFORT  TO  BUSY  PHYSI- 
CIANS! The  Ritter  "75"  Examining  and  Treat- 
ment Table  has  been  designed  with  features  vitally 
important  to  the  physician  as  well  as  his  patients. 
The  Ritter  "75"  eliminates  bending  and  stooping. 
It  raises  . . . lowers  . . . tilts  at  the  touch  of  the 
exclusive  mobile  foot  control.  Top  sections  adjust 
with  ease  and  the  entire  table  provides  maximum 
efficiency  in  handling  patients  of  all  ages  and 
sizes.  AVAILABLE  IN  7 CUSHION  COLORS! 


bantam  , 


The  smallest  and  lowest  priced  Bovie  ever  pro- 
duced ...  a miniature  Bovie  electrosurgical  unit 
small  enough  for  wall  mounting  or  shelf  use  in  the 
doctor's  office.  Size  only  9"  x 12".  The  only  wall- 
mounted  unit  that  gives  you  two  distinct  spark- 
gap  generated  currents  . . . Electro-cutting  and 
Coagulation  . . . for  a full  range  of  minor  electro- 
surgical  procedures  helpful  in  daily  practice. 

HOSPITAL  & PHYSICIANS 
SUPPLY  CO. 

511  BROOKS  ST.  CHARLESTON,  W.  VA.  25301 


JOHN  BANKHEAD  BANKS,  M.  D. 

Dr.  John  B.  Banks  of  Charleston  died  on  August 
29  in  a St.  Albans  nursing  home.  He  was  78. 

Doctor  Banks  was  born  in  Indiana  and  received 
his  M.  D.  degree  in  1920  from  the  University 
of  Virginia  School  of  Medicine.  He  was  a Past 
President  of  the  University  of  Virginia  Medical 
Alumni  Association. 

He  had  resided  in  Charleston  for  40  years  and  was 
engaged  in  the  practice  of  surgery. 

A Fellow  of  the  American  College  of  Surgeons, 
Doctor  Banks  was  also  an  honorary  member  of  the 
Kanawha  Medical  Society,  the  West  Virginia  State 
Medical  Association  and  the  American  Medical  As- 
sociation. 

Survivors  include  two  sons,  John  B.  Banks.  Jr.,  of 
New  York  City,  and  Christopher  Noyes  Banks  of 
Charleston;  and  two  daughters,  Mrs.  Mary  Shires 
of  Charleston  and  Mrs.  Roxalana  Jesser  of  Mor- 
gantown. 

* * * * 

AUDIE  O.  KELLY  M.  D. 

Dr.  Audie  O.  Kelly,  a retired  Harrison  County 
physician  and  surgeon,  died  at  his  home  at  the 
community  of  Wallace  on  August  15  after  a period 
of  declining  health.  He  was  87. 

A native  of  the  Harrison  County  community  of 
Brown,  Doctor  Kelly  received  his  M.  D.  degree  from 
Baltimore  University  School  of  Medicine  in  1903.  He 
had  not  engaged  in  active  medical  practice  for  about 
20  years. 

Doctor  Kelly  was  an  honorary  member  of  the 
Harrison  County  Medical  Society,  the  West  Virginia 
State  Medical  Association  and  the  American  Medical 
Association. 

He  is  survived  by  his  widow,  Mrs.  Martha  Bennett 
Kelly;  a sister,  Mrs.  Hattie  Talkington  of  Clarks- 
burg; one  nephew  and  one  niece. 

* * * ■* 

CLEMMER  MARCUS  PECK,  M.  D. 

Dr.  Clemmer  Marcus  Peck,  a native  of  Powell- 
ton  in  Fayette  County,  died  on  August  26  in  Sara- 
toga, California.  He  was  49. 

Doctor  Peck  received  his  undergraduate  degree 
from  Hampden-Sydney  College  and  was  graduated 
from  the  University  of  Maryland  School  of  Medi- 
cine in  1946.  He  was  the  son  of  the  late  Dr.  and 
Mrs.  R.  S.  Peck. 

After  two  years  of  U.S.  Air  Force  service  during 
World  War  II,  when  he  attained  the  rank  of  Cap- 
tain, Doctor  Peck  practiced  in  Montgomery.  He 
left  West  Virginia  in  1952  to  go  to  Washington,  D.C. 

Doctor  Peck  was  a former  member  of  the  Fay- 
ette County  Medical  Society,  and  a member  of  the 
American  Thoracic  Society. 

Survivors  include  the  widow,  Mrs.  Ruth  Peck; 
three  sons,  Robert,  Marcus  and  David,  and  two 
daughters,  Becky  and  Patty,  all  of  Saratoga,  Cali- 
fornia; and  three  sisters,  Mrs.  W.  E.  Roming  of 
Minter,  Ohio,  Mrs.  Maurice  Eskins  of  Ravenswood 
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GROUP  INSURANCE 


Officially  sponsored  by 


WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $1,500  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR- 10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDONOUGH-CAPERTON -SHEPHERD-GOLDSMITH 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


NOW!  ALL  NEW 
FROM  CLAY-ADAMS- 

ACCU-STAT  Blood- 
Chemistry  System 

A new  direct-reading  filter  photometer  system, 
that  can  be  fully  calibrated,  and  features 
pre-measured  disposable  reagents. 

An  automatic  and  compact  blood-chemistry 
system  that  produces  accurate  and  reproducible 
blood-chemistry  determinations  simply  and 
rapidly. 

A blood-chemistry  system  that  offers  a complete 
systems  approach  to  blood-chemistry 
determinations  and  permanent  patient  records. 

A blood-chemistry  analyzer  that  is  perfect  for 
'stats'  and  whose  micro  capabilities  make  it 
ideal  for  pediatric,  geriatric,  burn  and  intensive 
care  patients. 

BENEFITS: 

Convenience  of  micro  technique 
Option  of  venous  or  capillary  blood 
Completely  calibratable  instrument 
Reagent  package  includes  standards  to  assure 
accuracy  and  precision 
Direct  reading  meter  in  constituent  values 
Test  modules  with  'built-in  memory'  saves 
recalibration  steps 

Simple  test  procedures  easily  learned  by 
personnel 

Instrument  engineered  for  additional  tests  as  they 
become  available 

Complete  patient  sample  identification  system 
Permanent  patient  record  system  provided 
Many  different  tests  can  be  run  interchangeably 
without  recalibration  of  instrument 
Solid  state  electronics 

System  capability  includes  the  following  tests: 

□ Hemoglobin  F]  True  Glucose  Q Cholesterol 

□ Bilirubin  f~]  Urea  Nitrogen  (BUN)  Q Uric  Acid 

□ Total  Protein  Q Alkaline  Phosphatase 

□ Albumin  □ Creatinine  □ Calcium 

□ SGOT  (Transaminase) 

Your  present  office  assistant  can  do  all  the  above 
tests  without  any  special  training. 

All  Reagent  Kits  contain  all  the  needed  equipment 
which  is  disposable  after  use. 

Write  us  today  for  a demonstration  in  your  office. 

THE  MEDICAL  ARTS  SUPPLY 
COMPANY 

706-16  Fourth  Avenue  Phone:  522-8341 

HUNTINGTON,  WEST  VIRGINIA 


OBITUARIES — ( Continued) 

and  Mrs.  Flora  Jacobson  of  Granada  Hills,  Cali- 
fornia. 

★ A A i* 

STANLEY  JOHN  SKAR,  M.  D. 

Dr.  S.  J.  Skar  of  Davis  died  in  an  Elkins  hospital 
on  July  29.  He  was  71. 

A native  of  Monongah,  Doctor  Skar  attended 
West  Virginia  University  and  received  his  medical 
degree  in  1926  from  the  George  Washington  Uni- 
versity School  of  Medicine.  He  was  a former  mem- 
ber of  the  old  Barbour-Randolph-Tucker  Medical 
Society  and  the  West  Virginia  State  Medical  Asso- 
ciation. 

Survivors  include  the  widow,  Blanche  Mazur 
Skar;  one  daughter,  Miss  Delores  Skar  of  Davis; 
four  brothers,  Walter  of  Fairmont,  Frank  of  Pitts- 
burgh, John  of  New  York  City  and  Anthony  of 
Monongah;  and  two  sisters,  Mrs.  Ann  Schilling  and 
Mrs.  Alice  Zarbarowski  of  Detroit. 


Scientific  Sections  and  Societies 
Elect  New  Officers 

Several  scientific  sections,  associations  and  soci- 
eties affiliated  with  the  West  Virginia  State  Medical 
Association  held  business  and/or  scientific  sessions 
during  the  Association’s  Annual  Meeting  at  The 
Greenbrier  in  August. 

Several  of  those  organizations  elected  officers  and 
in  some  meetings,  the  names  of  new  officers  chosen 
earlier  were  announced.  They  are  as  follows: 

Section  on  Orthopedic  Surgery — -Dr.  Nicholas  D. 
Zambos  of  Beckley,  President;  Dr.  James  Hugh 
Wiley  of  Morgantown,  Vice  President;  and  Dr.  A.  A. 
Abplanalp  of  Charleston,  Secretary. 

Section  on  Internal  Medicine — Dr.  James  T. 
Hughes  of  Ripley,  Chairman. 

Section  on  Neurology,  Neurosurgery  and  Psy- 
chiatry— Dr.  Thomas  S.  Knapp  of  Charleston,  Pres- 
ident; and  Dr.  Russell  L.  Heinlein  of  Charleston. 
Secretary. 

West  Virginia  Obstetrical  and  Gynecological  So- 
ciety— Dr.  Warren  D.  Elliott  of  Beckley,  President; 
Dr.  Charles  S.  Flynn  of  Bluefield,  Vice  President; 
and  Dr.  A.  J.  Villani  of  Welch,  Secretary-Treasurer. 

West  Virginia  Radiological  Society — Dr.  Berthold 
Goerlich  of  Elkins,  President;  Dr.  Joel  Allen  of 
Charleston,  Vice  President;  and  Dr.  Andrew  W. 
Goodwin  of  Charleston,  Secretary-Treasurer. 

West  Virginia  Society  of  Anesthesiologists — Dr. 
William  N.  Walker,  Jr.,  of  Bridgeport,  President; 
Dr.  David  E.  Yoho  of  Glen  Dale,  Vice  President: 
and  Dr.  Elbert  Leon  Linger  of  Clarksburg,  Secre- 
tary-Treasurer. 

Section  on  Pediatrics  (West  Virginia  Chapter, 
American  Academy  of  Pediatrics) — Dr.  Barbara 
Jones  of  Morgantown,  Chairman;  Dr.  R.  J.  Bailey 
of  Parkersburg,  Alternate  Chairman;  and  Dr.  Ruth 
Phillips  of  Morgantown.  Secretary-Treasurer. 

Section  on  Surgery — Dr.  Lewis  D.  Telle  of  Park- 
ersburg, Chairman. 

Section  on  Urology — Dr.  Harold  N.  Kagan  of 
Huntington,  President;  and  Dr.  A.  Thomas  McCoy  of 
Charleston,  Secretary-Treasurer. 
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Womans  Auxiliary 

to  the 

WEST  VIRGINIA  STATE  MEDICAL 
ASSOCIATION 

President-.  Mrs.  Robert  J.  Tchou,  Williamson 
President  Elect:  Mrs.  M.  Bruce  Martin,  Huntington 
Vice  President:  Mrs.  Charles  Harrison,  Clarksburg 
Eastern  Regional  Director:  Mrs.  Herbert  Stelling, 

Romney 

Northern  Regional  Director:  Mrs.  Louis  W.  Groves,  Jr., 
Richvvood 

Western  Regional  Director:  Mrs.  Salvador  Dlaz,  Huntington 
Southern  Regional  Director : Mrs.  J.  L.  Mangus,  Charleston 
Treasurer:  Mrs.  Charles  E.  Andrews,  Morgantown 
Recording  Secretary:  Mrs.  Harvey  Martin, 

White  Sulphur  Springs 

Corresponding  Secretary : Mrs.  A.  M.  MacKay, 

Forest  Hills,  Ky. 

Parliamentarian:  Mrs.  William  T.  Lawson,  Fairmont 


MINGO 

New  officers  were  installed  recently  at  a meeting 
of  the  Woman’s  Auxiliary  to  the  Mingo  County 
Medical  Society. 

Mrs.  Paul  E.  Walker  of  Williamson  was  installed 
as  President;  and  Mrs.  Robert  J.  Tchou,  who  is 
serving  as  President  of  the  State  Auxiliary,  assumed 
the  office  of  President  Elect.  Other  new  officers 
are  Mrs.  L.  Lake  Swigart,  Vice  President;  and  Mrs. 
A.  M.  Mackay,  Secretary-Treasurer. 

Tribute  was  paid  to  the  outgoing  officers  and 
emphasis  was  placed  on  the  power  of  accomplish- 
ment through  working  together  with  a spirit  of 
dedication,  loyalty  and  support  of  the  ideals,  pur- 
pose and  principles  of  medicine. — .Mrs.  Robert  J. 
Tchou. 


AHA  Council  On  Arteriosclerosis 
Meets  November  10-11 

The  American  Heart  Association’s  Council  on 
Arteriosclerosis  will  hold  its  1970  annual  scientific 
meeting  on  Tuesday  and  Wednesday,  November 
10-11,  in  Howard  Johnson’s  Motor  Lodge,  Atlantic 
City,  New  Jersey,  immediately  preceding  the  Heart 
Association’s  Scientific  Sessions  in  that  city.  The 
Council  sessions  are  open  to  all  and  members  and 
non-members  are  invited  to  attend. 


WANTED 

General  Practitioner  to  join  active 
group  in  large  non-ob.,  non-pediatric 
practice  with  large  industrial  compo- 
nent. Well  established.  New  building. 
X-ray — laboratory  facilities  — Cincin- 
nati area.  Future  bonanza  for  right 
person  willing  to  work. 

Contact  JHC,  The  West  Virginia 
Medical  Journal,  Box  1031,  Charles- 
ton, W.  Va.  25324. 


lanes 

Uransnlar 

tteranfor 


calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  “Calcium:  The  Ubiquitous 
and  Essential  Element"  and  for  samples. 


CARLTON 


Tenafly,  New  Jersey  07670 


Gone  with  the  wind 


County  Societies 


HARRISON 

Dr.  George  R.  Callender,  Jr.  of  Charleston,  Presi- 
dent of  the  West  Virginia  State  Medical  Association, 
addressed  a September  3 meeting  of  the  Harrison 
County  Medical  Society  at  the  Stonewall  Jackson 
Hotel  in  Clarksburg. 

More  than  40  members  of  the  Society  and  their 
guests  were  present.  Doctor  Callender  offered  an 
interesting  review  of  participation  by  the  county 
group  in  state  and  national  medical  associations; 
and  relationships  of  those  associations  with  public 
welfare  and  other  agencies. 


OUR  READERS  SPEAK- 

( Continued  from  Page  355) 

are  the  laws  of  the  land,  and  these  plus  local  and 
hidden  taxes  continue  to  reduce  personal  re- 
serves, we  must  adjust  to  the  situation  as  best 
we  can. 

Further  threats  of  enforced  Federal  regulation 
of  our  practices  are  in  the  air  and  it  behooves 
us  to  prepare  ourselves  by  perfecting  what  we 
do. 


Therefore,  let  us  cooperate  with  the  Peer  Re- 
view, keep  our  heads  unbowed,  and  since  we 
can’t  lick  ’em,  join  ’em  for  the  good  of  our 
patients. 

E.  Lyle  Gage,  M.  D. 

Bluefield 

Editor’s  Note:  Doctor  Gage  is  an  Associate  Editor 
of  The  Journal  but  wrote  the  above  letter  as  a 
private  practicing  physician. 

EKG  OF  THE  MONTH 

I would  like  to  compliment  you  and  Dr.  Ed- 
ward K.  Chung  on  the  monthly  feature  of  the 
Electrocardiogram  of  the  Month.  I have  found 
this  very  informative  and  interesting  and  hope 
that  it  will  continue  to  be  a regular  feature  of 
The  Journal. 

Please  convey  my  compliments  to  Doctor 
Chung. 

Lynwood  D.  Zinn,  M.  D. 

Clarksburg 

Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning  any 
change  in  address.  Notices  should  be  mailed 
to  Box  1031,  Charleston,  West  Virginia  25324. 


The  H ARDING  H OSPITAL 

A fully  Accredited  Private  Psychiatric  Hospital 

WORTHINGTON 

OHIO 

For  the  Diagnosis  and  Treatment  of  Psychiatric  Disordex-s 

and  with 

Limited  Facilities  for  the  Aging 

GEORGE  T.  HARDING,  M.  D.  D.  L.  HANSON 

Medical  Director  Administrator 

Phone:  Columbus  614-885-5381 
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CLASSIFIED 

WANTED — Authenticated  cases  of  “storm  door’’  in- 
juries, especially  lacerations  from  falling  through  or 
running  through  storm  door  glass.  Information  may 
be  used  to  influence  legislation  requiring  nonbreak- 
able  storm  doors  in  housing.  Please  send  patient’s 
home  town,  age,  date  and  types  of  injuries  to  Dr. 
Thomas  C.  Wilson,  Emergency  Room,  Raleigh  General 
Hospital,  Beckley,  West  Virginia  25801. 


FOR  SALE — An  NCR  Class  42  Posting  and  Bill- 
ing Machine.  Used  less  than  2 years.  Ideal  for 
office  and  small  clinic.  Keyboard  has  numerous 
usual  services;  turns  out  a neat  legible  manifold 
statement,  fee  slip,  ledger  card  and  daily  summary 
in  one  operation.  Cost  $3,000.  Contact  Dr.  William 
S.  Sadler,  6475  Farmdale  Road,  Barboursville,  W. 
Va.  25504. 


WANTED — Pediatricians  and  family  physicians, 
OEO  Rural  Health  Program.  Practice  limited  to 
hospital  and  clinics.  Salary,  $22,000  to  $24,000. 
Fringe  benefits.  Write  Medical  Director,  Moun- 
taineer Family  Health  Plan,  Inc.,  Box  1149,  Beck- 
ley,  W.  Va.  25801. 


WANTED — An  internist  and  one  or  two  general 
practitioners  in  Grafton.  New  hospital  under  con- 
struction, new  school  funded,  new  and  extensive 
recreational  facilities  and  new  industries.  Oppor- 
tunity unlimited  for  industrious  and  qualified  phy- 
sicians. Located  26  miles  from  WVU  Medical  Cen- 
ter. Contact  Dr.  Wallace  B.  Murphy,  Chief  of  Staff, 
Grafton  City  Hospital,  Grafton,  W.  Va.  26354. 


AVAILABLE — Medical  office,  3,500  square  feet 
and  fully  equipped  and  furnished.  Air-conditioned 
and  wall  to  wall  carpeting.  Complete  x-ray  and 
laboratory  furnished.  Contact  W.  Paul  Bradford, 
1201  Fifth  Street,  Moundsville,  W.  Va.  Phone: 
(304)  845-1350  or  845-4008. 


FOR  RENT— Office  space  directly  in  front  of  the 
emergency  room  at  Herbert  J.  Thomas  Memorial 
Hospital,  428  Division  Street,  South  Charleston 
25309.  1,200  square  feet.  Contact  Dr.  James  E. 

Boggs  (Phone:  346-5737)  cr  Dr.  Ralph  J.  Holloday 
(Phone:  768-7368). 


WANTED  IMMEDIATELY — General  practitioner 
for  a modern  40-bed  well-equipped  hospital.  In- 
come limited  only  by  desire  and  ability.  Write  or 
call  Administrator,  Hampshire  Memorial  Hospital, 
Romney,  W.  Va.  26757.  Phone  (304)  822-3514. 


WANTED — Credit  man  for  small  hospital  clinic 
group.  Must  have  practical  knowledge  of  all  third 
party  provider  services  and  possess  ability  to  per- 
sonally inform  and  negotiate  with  patients.  Salary 
will  depend  on  qualifications.  Write  MDW,  The 
West  Virginia  Medical  Journal,  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — General  practitioner  or  internist  to 
join  established  partnership  general  practice.  Local 
hospital,  population  3,000,  county  seat  with  drawing 
area  of  27,000.  Twenty-five  miles  from  University 
Medical  Center.  Drs.  Davis  & Gainer,  410  East 
Main  Street,  Kingwood,  W.  Va.  26537.  Phone  (304) 
329-0780  collect. 


FOR  SALE — Well-established  practice  of  internal 
medicine.  Fully  equipped  office  with  complete  x-ray 
and  Laboratory.  If  interested  in  equipment  only, 
please  write  for  detailed  description.  Gerald  J. 
Eder,  M.  D.,  1422  Morris  Court,  Huntington,  West 
Virginia  25701.  Phone  (304)  529-4421. 


FOR  SALE — Physician's  house,  including  office 
equipment.  Established  practice  with  an  easy 
yearly  income  of  $15,000  to  $20,000.  If  interested 
call  658-4471  or  write  Dr.  N.  F.  Sabbagh,  Ansted, 
W.  Va.  25812. 


WANTED — Board  certified  internists  or  those  in 
the  process  of  obtaining  certification.  If  you  qualify, 
please  write  Lonnie  L.  Crane,  The  Myers  Clinic, 
Philippi,  W.  Va.  26416. 

WANTED — GP  for  Northern  West  Virginia  town 
of  3,000.  Good  schools,  recreational  facilities  and 
shopping.  Fifteen-minute  drive  from  hospital.  Ex- 
cellent practice  opportunity.  Contact  Mr.  Claud  C. 
Kendall,  12  Jefferson  Street,  Mannington,  W.  Va. 
Telephone:  986-1242. 

AVAILABLE — Physician  seeking  full  or  part- 
time  employment  in  clinic,  hospital  or  as  associate 
in  practice.  Licensed  in  West  Virginia.  Contact 
EWF,  The  West  Virginia  Medical  Journal,  Box  1031, 
Charleston,  West  Virginia. 

PHYSICIANS  WANTED— Due  to  death  and  re- 
tirement, general  practitioners  and  all  varieties  of 
specialists  are  needed  in  Clarksburg  area.  Financial 
help  provided.  Contact  Dr.  Herman  Fischer,  Re- 
cruitment Committee  Chairman,  224  W.  Olive 
Street,  Bridgeport,  W.  Va.  26330. 

WANTED — A general  practitioner  to  locate  in  the 
growing  town  of  Fort  Ashby  (Mineral  County) 
West  Virginia,  situated  to  serve  the  communities  of 
Short  Gap,  Springfield  and  Green  Spring.  Excellent 
opportunity  for  an  ambitious  physician.  For  in- 
formation on  possible  assistance  in  establishing 
office  facilities,  contact  Doctor  Committee,  Fort 
Ashby  Lions  Club,  Fort  Ashby,  W.  Va.  26719. 


OB-GYN  RESIDENCY  — Approved  three-year 
program.  Position  available  for  first  year.  A pro- 
gram designed  to  prepare  for  complicated  obstetrics 
and  general  gynecologic  surgery.  Abundant  indig- 
ent experience.  Active  education  programs  in  the 
other  departments.  Contact  Director  of  Medical 
Education,  Memorial  Hospital,  3200  Noyes  Avenue, 
Charleston,  W.  Va.  25304. 


RESIDENCIES  AVAILABLE— Resident  positions 
available  in  the  following:  First  and  second  year 
positions  of  a fully  accredited  four-year  general 
surgery  residency.  One  position  available  in  the 
first  year  and  one  available  in  the  second.  Phone 
or  write  to  the  Director  of  Medical  Education, 
Memorial  Hospital,  Charleston,  W.  Va.  25304. 


WANTED — Two  general  practitioners  and  a pedi- 
atrician to  locate  in  a rapidly  growing  and  ex- 
tremely progressive  community;  excellent  recre- 
ational facilities;  within  driving  distance  of  the 
larger  metropolitan  areas;  modern  45-bed  general 
hospital,  fully  equipped  and  staffed;  qualified  gen- 
eral surgeon  in  residence.  Write  HRL,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — Internist  urgently  needed  in  a grow- 
ing northeastern  West  Virginia  community;  draw- 
ing area  is  approximately  23,000;  modern  hospital 
with  excellent  facilities;  office  space  available; 
guaranteed  annual  income;  centrally  located  for 
vast  recreational  facilities.  Write  RLH,  The  West 
Virginia  Medical  Journal,  P.  O.  Box  1031,  Charles- 
ton, W.  Va.  25324. 


WANTED — Physician  wanted  to  staff  emergency 
room  in  a new  hospital  in  Princeton.  Progressive 
and  growing  community  with  many  recreational 
facilities  in  the  area.  Contact  the  Administrator, 
Princeton  Memorial  Hospital,  1332  Mercer  Street, 
Princeton.  W.  Va.  24740. 
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Progress  in  Health  Care* 

Walter  C.  Bornemeier , M.  D. 


It  is  a pleasure  for  me  to  be  with  you  today 
to  share  with  you  some  thoughts  on  America’s 
medical  and  health  care  system. 

As  both  a physician  and  President  of  the  AMA, 
I am  forced  to  say  that  it  is  inadequate  to  meet 
all  the  needs  of  this  nation  of  200  million  souls. 
The  system  needs  a great  deal  of  improvement. 
And  it  will  be  improved.  But  I can  say  with 
assurance  that  it  will  never  improve  to  the  point 
that  you  or  I or  the  AMA  is  satisfied  with  it.  The 
reason  is  that  no  matter  how  good  medical  and 
health  care  gets,  the  level  of  expectations  al- 
ways runs  ahead  of  it. 

That  sounds  bad,  but  really  it’s  good.  We  who 
are  in  the  health  care  system  are  permanently 
discontented  with  the  medical  status  quo.  If 
we  hadn’t  been,  in  past  years,  people  would  still 
be  dying  of  smallpox,  diphtheria,  yellow  fever, 
tetanus,  typhus  and  polio,  to  mention  just  a few 
scourges  that  have  virtually  been  eliminated 
from  this  nation.  The  discontent  of  physicians 
with  what  they  are  able  to  do  assures  that  a 
person’s  life  will  be  healthier  and  better  than 
his  parents’  was  . . . and  that  his  children’s  will 
be  better  than  his. 

Challenges  of  Today 

The  biggest  challenges  of  today,  however,  go 
far  beyond  finding  cures  for  disease  ...  or  ways 
to  eradicate  disease.  The  scientific  problems  of 
medicine  remain  large.  But  they  are  almost  over- 
shadowed by  the  socio-economic  ones.  Let  me 
give  you  a few  examples. 

Not  long  ago,  the  AMA  identified  eight  of  the 
most  pressing  health  problems  confronting  our 
profession  and  the  nation.  Here  they  are: 

♦Presented  at  the  First  Session  of  the  House  of  Delegates, 
103rd  Annual  Meeting  of  the  West  Virginia  State  Medical 
Association,  The  Greenbrier,  White  Sulphur  Springs,  August 
19,  1970. 
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First,  the  acute  shortage  of  health  manpower. 
That  includes  physicians  and  all  other  profes- 
sionals, technicians  and  workers  in  the  health 
care  industry,  which  is  now  the  nation’s  third 
largest  employer  and  will  be  number  one  before 
the  end  of  the  ’70s. 

Second,  is  the  rising  cost  of  medical  and 
health  care. 

Third,  the  problem  of  financing  medical  and 
health  care,  including  all  possible  sources— the 
patient  himself,  private  insurance,  business  and 
labor  union  programs,  government  programs  and 
any  others  that  can  be  devised. 

Fourth  is  mental  health,  which  continues  to 
be  the  nation’s  number  one  health  problem  in 
terms  of  cost,  use  of  hospital  beds  and  human 
misery. 

Fifth— pollution  of  the  air,  water  and  land  of 
our  nation.  Let’s  take  a quick  look  at  this  one. 

It  is  a pleasure  to  come  to  this  area  which  is 
not  highly  industrialized  and  breathe  some  fresh 
air.  A friend  of  mine  says  he  gets  a bit  nervous 
when  he  can’t  see  that  there  is  air  to  breathe.  A 
few  weeks  ago  there  was  so  much  pollution  over 
the  eastern  portion  of  our  country  that  the 
health  department  in  New  York  City  warned 
people  to  stay  indoors  if  they  had  any  breathing 
difficulties.  Years  ago,  a mother  would  admonish 
her  children  to  go  out  and  get  some  fresh  air. 
Today  we  tell  our  people  to  go  inside  for  a 
breath  of  fresh  air. 
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The  headquarters  of  the  American  Medical 
Association,  where  discussions  about  health  go 
on  every  day,  is  located  in  Chicago,  the  second 
most  air-polluted  city  in  the  nation.  A city  that 
‘ boasts"  the  Calumet  River,  which  is  said  to  be 
the  most  polluted  body  of  water  on  earth,  it  is 
ironic  indeed  that  all  over  this  country,  meetings 
are  called  almost  daily  to  decide  how  physicians 
can  take  better  care  of  people.  But  those  people 
are  breathing  poisoned  air  and  drinking  water 
that  has  become  so  filthy  that  all  known  purifi- 
cation systems  can  barely  make  it  clean  enough 
for  human  consumption.  Much  is  being  done 
about  pollution  and  we  all  hope  that  the  efforts 
will  be  productive. 

Sixth  on  our  list,  alcoholism  and  drug  addic- 
tion. 

Seventh  is  health  care  of  the  poor  in  the  inner 
cities,  as  well  as  of  persons  in  isolated  rural 
areas  not  served  by  health  institutions  or  per- 
sonnel. 

And  eighth  is  malnutrition,  which  most  people 
confuse  with  hunger.  Since  it  also  includes  poor 
diet  and  poor  eating  habits,  it  is  a problem  that 
reaches  into  every  social  level  and  every  stratum 
of  income.  When  you  look  at  all  of  these  prob- 
lems, plus  others  that  could  be  listed,  you  must 
be  struck  by  the  realization  that  the  biggest 
problem— the  one  that  encompasses  all  the  others 
—is  that  none  of  them  can  be  solved  by  the 
medical  profession  alone.  In  every  case,  it’s  go- 
ing to  take  all  elements  of  society,  working  hand 
in  hand,  to  develop  a workable  solution.  That 
means  the  medical  profession  . . . and  the  nurses 
. . . other  health  care  professionals  . . . techni- 
cians and  semi-professionals  in  the  health  area 
. . . hospital  people  . . . federal,  state  and  local 
government  . . . industry  . . . business  . . . or- 
ganized labor  . . . and  educational  institutions. 

Shortage  of  Physicians 

I’m  not  going  to  go  through  all  eight  of  those 
problems  and  point  out  what  needs  to  be  done. 
Instead,  1 want  to  concentrate  on  just  two  of 
them  and  discuss  their  magnitude.  One  of  the 
most  obvious  problems  is  the  so-called  shortage 
of  physicians  and  other  health  personnel.  I say 
“so-called”  not  to  disguise  the  facts,  but  simply 
because  the  situation  is  a strange  one. 

Actually,  there  would  not  be  a shortage  of  pro- 
fessionals if  it  were  not  for  the  fantastic  growth 
of  demand  for  medical  and  health  care.  We 
have  more  physicians  today  than  ever  before. 
Their  number  has  grown  faster  than  the  popu- 
lation, so  the  ratio  of  physicians  to  total  people 
is  more  favorable.  The  same  is  true  of  dentists, 


nurses,  technicians  and  all  others  in  the  field. 
But  there  still  aren't  enough  of  these  highly 
skilled  people  to  take  care  of  the  multiplying 
needs  and  desires  of  the  nation.  More  people 
go  to  a doctor  more  often  today  than  they  ever 
dreamed  of  just  a few  years  ago.  They  go  to 
have  real  problems  solved.  And  they  also  go  by 
their  own  choice,  for  things  they'd  like  to  have 
done,  but  which  are  not  truly  necessary— such 
as  cosmetic  surgery,  removal  of  moles,  obesity 
control  and  a host  of  other  conditions  they  would 
have  ignored  a generation  ago. 

The  reasons  for  the  increased  use  of  medical 
and  health  care  are  many.  Number  -one  is  the 
greater  effectiveness  of  medical  science,  which 
can  do  more.  More  education  and  greater  aware- 
ness by  people  of  what  can  be  done.  More 
affluence  among  most  people,  making  it  possible 
for  them  to  have  whatever  they  want— in  health 
care  as  in  other  areas.  More  and  better  equip- 
ment has  increased  demand  and  has  made  de- 
livery more  efficient.  It  also  has  added  to  pollu- 
tion by  producing  undisposable  disposable  items. 
The  growth  of  private  insurance,  solving  many 
of  the  financial  problems  of  better,  more  com- 
plete care.  And  government  financing  programs, 
making  care  more  easily  available  to  people  who 
formerly  could  not  afford  to  pay  . . . and  hesi- 
tated to  seek  charity  care  except  in  dire  emer- 
gency. 

The  problem  of  developing  more  physicians 
can  only  be  solved  slowly,  no  matter  how  much 
is  done.  With  college,  medical  school,  internship 
and  residency,  it  takes  about  nine  to  14  years  to 
turn  out  a practicing  physician.  Really  isn’t  that 
too  long? 

A great  deal  is  being  done,  much  of  it  at  the 
urging  of  the  AMA,  and  because  of  public  de- 
mand. Medical  schools  are  studying  ways  to 
shorten  their  curriculum  without  sacrificing  qual- 
ity. New  schools  are  being  built— 24  of  them 
since  the  end  of  World  War  II.  Existing  schools 
are  expanding  their  enrollment.  We  are  now 
graduating  about  10,000  physicians  a year.  That 
is  not  enough.  By  1980  we  may  be  graduating 
20,000  per  year. 

Nobody  can  say  what  will  be  enough  because 
nobody  can  ever  guess  how  much  care  the  people 
of  this  nation  will  need— and  will  want— in  the 
years  ahead. 

An  Expensive  Undertaking 

But  building  or  enlarging  a medical  school  is 
terribly  expensive.  It  takes  action  by  state  legis- 
latures. It  takes  money  from  taxpayers— either 
through  their  states  or  their  federal  government. 
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Neither  the  medical  schools  nor  the  medical  pro- 
fession can  do  this  job  alone.  Many  state  legis- 
latures are  doing  their  part.  It  has  to  be  a project 
of  all  of  society.  The  University  of  Illinois  will 
more  than  double  its  enrollment  during  this  de- 
cade. A new  school  in  Springfield  will  have  the 
freshman  year  given  at  Southern  Illinois  Uni- 
versity. The  next  three  years  will  be  given  at 
the  two  hospitals  in  Springfield.  Rush  Medical 
College  is  being  revived.  All  across  the  country 
there  is  innovation,  speed-up. 

In  the  Pacific  Northwest  are  several  states  that 
have  no  medical  schools.  A project  called  WAMI 
is  being  developed— (Washington,  Alaska,  Mon- 
tana, Idaho).  Washington  has  a medical  school 
at  Seattle.  The  other  three  have  none.  In  all 
four  states,  the  first  two  years  of  medical  educa- 
tion will  be  given  at  the  colleges  or  universities 
that  have  large  basic  science  departments.  Then 
the  student  will  go  to  Seattle  for  three  months 
for  work  in  subjects  not  ordinarily  included  in 
university  curriculum.  Following  this,  the  stu- 
dent returns  to  his  home  area  and  gets  the  final 
two  years  at  the  hospitals  that  are  approved  by 
the  University  of  Washington  for  teaching  of  the 
junior  and  senior  years.  Additional  full  time 
instructors  — or  part-time  instructors  — will  be 
needed.  At  the  end  of  four  years,  Washington 
gives  the  M.  D.  degree  and  the  new  graduate 
proceeds  in  his  graduate  programs  wherever  he 
wishes,  preferably  in  his  home  area. 

This  is  an  example  of  a university  without 
walls.  If  this  works  well,  think  what  it  will  mean 
as  an  example  to  other  states.  There  are  many 
examples  of  progress  in  medical  education.  In 
addition  to  increasing  enrollment,  we  must  take 
a good  look  at  the  method  of  training  our  resi- 
dents. In  our  zealous  pursuit  of  excellence,  we 
have  developed  tunnel  vision;  all  we  can  see  is 
in-hospital  training.  If  we  take  a good  look,  we 
would  realize  that  what  we  need  is  doctors  who 
are  trained  to  care  for  people  outside  of  the 
hospital. 

No  wonder  health  care  is  so  costly— everyone 
has  to  go  to  a hospital  because  our  new  doctors 
haven’t  been  taught  how  to  take  care  of  a patient 
outside  of  the  hospital.  A young  pediatrician 
doesn't  even  know  how  to  answer  the  phone 
and  talk  to  a worried  mother  of  a sick  child. 
We  need  to  train  our  boys  and  girls  in  ambulatory 
care— to  take  care  of  people  with  shoes  on  in- 
stead of  making  experts  in  hospital  care. 

The  West  Virginia  Program 

The  West  Virginia  University  School  of  Medi- 
cine is  preparing  to  make  a move  in  the  direction 
of  education  in  ambulatory  care. 


Your  senior  medical  students  will  be  given  an 
option  for  slx  months  of  the  senior  year  in 
which  they  may  select  service  in  outlying  hos- 
pitals and  communities. 

I hope  some  of  this  service  might  be  with 
general  practitioners  so  the  student  may  learn 
that  the  family  practitioner  is  able  to  handle  al- 
most all  patients  who  present  themselves  for 
care. 

Under  today's  system  of  totally  in-hospital 
graduate  training,  a young  physician  is  poorly 
equipped  to  go  out  on  his  own  and  deliver  medi- 
cal care  on  an  ambulatory  basis. 

Maybe  all  specialty  training  should  be  based 
in  an  ambulatory  facility,  either  a group  or  with 
a solo  practitioner  in  programs  that  are  well 
supervised  by  the  Council  on  Medical  Education. 
This  would  produce  doctors  who  are  able  to  take 
care  of  illness  outside  of  the  hospital— a skill  that 
is  so  desperately  needed  in  this  day  of  high  costs. 

Health  Care  for  the  Poor 

Another  obvious  problem  is  health  care  for  the 
poor.  Certainly  the  health  of  people  who  must 
live  in  slums  is  not  good.  And  it  isn’t  likely  to 
get  any  better  until  a great  deal  is  done,  much 
of  which  they  must  do  for  themselves.  The  ques- 
tion we  are  asked  every  day  is,  “What  is  the 
medical  profession  going  to  do  about  it?”  The 
answer  is,  “Well  do  everything  we  can,  but  it 
won’t  be  nearly  enough  if  we  must  work  alone.” 
That  is  not  a denial  of  our  responsibilities.  It 
is  not  a refusal  to  do  what  we  know  must  be 
done.  It  is  a simple  statement  of  fact,  recognizing 
that  the  problems  of  the  poor  are  so  complex 
that  they  cannot  be  solved  by  any  one  profession, 
or  any  single  organization. 

Instead  of  looking  at  over-all  conditions,  many 
current  observers  of  the  slums  have  chosen  health 
as  the  primary  problem.  Indeed,  some  treat  it 
as  the  only  problem.  They  demand  that  the 
medical  profession  and  its  allies  in  the  health 
field  not  just  do  something— but  do  everything, 
immediately,  to  establish  good  health  among  all 
of  the  deprived  people  who  live  in  the  unspeak- 
able conditions  of  the  slums.  Expecting  the  medi- 
cal profession,  or  anybody  else,  to  single  out  one 
problem  in  the  big-city  slums  of  this  nation,  and 
to  solve  it  without  changing  all  of  the  conditions 
that  contribute  to  it,  is  the  same  as  asking  some- 
body to  build  a house  in  the  midst  of  a hurri- 
cane. Many  conditions  in  the  slums  contribute 
to  poor  health.  And  the  solution  to  the  health 
problems  of  those  unfortunate  people  cannot  be 
found  until  the  other  slum  conditions  also  have 
been  corrected. 
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We  cannot  build  our  house  until  the  hurricane 
has  passed.  But  we  want  to  do  our  part.  We 
want  to  be  society’s  partner.  We  want  to  work 
with  all  other  groups,  agencies,  organizations  and 
individuals  to  mount  an  attack  against  the  total 
problems  of  the  slums.  The  attack  cannot  be 
limited  to  the  problem  of  poor  health.  It  must 
simultaneously  confront  problems  of  housing, 
sanitation,  adequate  diet,  education,  motivation, 
employment  and  a host  of  others.  The  attacking 
army  cannot  be  limited  to  the  medical  profession 
and  its  health  allies.  It  must  combine  the  efforts 
and  resources  of  government  with  those  of  the 
health  field,  civic  groups,  educational  groups, 
religious  denominations,  philanthropic  organiza- 
tions, labor  unions,  employer  associations,  indus- 
tries and  all  other  elements  of  our  complex 
society. 

Priorities  must  be  established  and  all  of  our 
efforts  must  be  carefully  coordinated.  Solving 
any  single  problem  is  impossible  without  solving 
all  of  them.  Decent  housing  is  unreachable  to 
people  who  have  no  job.  A decent  job  is  un- 
attainable without  education.  Education  is  diffi- 
cult, if  not  impossible,  for  people  whose  mental 
alertness  is  dimmed  by  the  physical  weakness  of 
inadequate  diet.  The  availability  of  medical  care 
means  little  to  people  who  lack  the  knowledge 
and  the  motivation  to  take  good  care  of  them- 
selves and  live  in  a healthful  manner.  A great 
deal  is  being  done  by  the  medical  profession, 
working  with  governmental  and  private  agen- 
cies, to  make  medical  and  health  care  more 
easily  available  to  people  in  the  slums.  And  it 
has  been  going  on  for  many  years. 

That  brings  me  to  a brief  digression  in  order 
to  make  a very  important  point.  Throughout  our 
nation’s  history,  physicians  have  taken  care  of 
the  poor.  They  have  drastically  reduced  their 
fees,  or  they  have  made  no  charge  at  all  for 
people  who  were  unable  to  pay.  It  was  esti- 
mated—since  exact  figures  are  impossible— that 
in  one  year  of  the  last  decade,  as  much  as  a bil- 
lion dollars  in  medical  attention  and  hospital 
care  was  given  away  to  poor  people. 

That’s  the  way  the  medical  profession  has 
acted  as  long  as  there  has  been  a medical  pro- 
fession. Then  the  federal  government  passed 
the  Medicare  and  Medicaid  laws.  Medicare  paid 
for  certain  care  of  the  elderly,  regardless  of  their 
economic  situation.  Medicaid  provided  a com- 
bination of  federal,  state  and  local  payment  for 
care  given  to  the  poor— the  medically  indigent. 
It  was  the  federal  government— not  our  profes- 
sion—that  insisted  on  paying  for  the  poor. 

Yet  today,  physicians  all  over  the  country  are 
being  accused  of  fraud  and  worse  things  because 


they  are  accepting  government  money  for  taking 
care  of  people  under  those  laws.  Many  phy- 
sicians devote  all  or  most  of  their  practice  to 
the  care  of  the  poor.  We  are  grateful  to  these 
dedicated  doctors. 

Under  the  federal  laws  which  the  government 
passed,  those  physicians  are  receiving  a sub- 
stantial amount  of  federal  payment.  But  the  as- 
sumption by  some  is  that  any  physician  who  is 
being  paid  more  than  a certain  amount  of  money 
through  the  programs  is  automatically  guilty  of 
a dark  and  criminal  act.  It  makes  no  sense  to  me 
at  all  to  pass  a law  saying  you  will  pay  a pro- 
fessional for  what  he  has  been  doing  free,  or 
persuade  a physician  to  establish  a practice  in 
an  under  supplied  area  and  then  accuse  him  of 
wrongdoing  because  the  payments  are  made  for 
his  service. 

I hope  you  will  keep  that  thought  in  mind  as 
you  read  the  continuing  string  of  articles  appear- 
ing in  the  nation’s  press  implying  that  physicians 
who  treat  the  poor  are  either  stealing  from  then- 
patients,  cheating  the  government,  or  both.  Let 
me  say  here  that  we  do  have  a few  rascals  in 
the  profession.  Some  doctors  have  over-utilized 
the  program.  This  has  been  done  chiefly  out  of 
the  hospital.  In  the  hospital,  it  is  easy  to  spot 
abuse.  Out  of  the  hospital,  it  is  not  easy.  The 
government  should  give  us  the  names  of  doctors 
suspected  of  abusing  the  program,  so  our  county 
society  peer  review  committees  can  investigate. 

Recently,  a few  months  ago,  the  Senate  Finance 
Committee  Staff  Report  released  a lot  of  figures 
that  indicated  abuse.  They  would  not  give  us 
the  names  but  we  got  some  of  them  by  cross- 
reference.  Two  instances  in  Colorado  where  a 
doctor  was  accused  of  getting  several  hundred 
thousand  dollars  were  found  to  be  the  total 
amount  of  an  entire  hospital  staff  group  practice. 
All  bills  were  sent  by  the  medical  director,  who 
was  then  the  accused.  There  were  numerous 
similar  cases.  Actually,  the  percentage  of  abuses 
was  veiy  small.  Our  county  society  peer  review 
mechanisms  have  investigated  these  and  appro- 
priate measures  are  being  taken. 

I do  hope,  though,  that  I can  leave  one  major 
impression  with  you.  Our  medical  and  health 
care  system  in  this  nation  is  a good  one.  It  has 
not  broken  down.  It  is  not  falling  apart.  It  has 
made  mistakes— it  still  has  its  faults,  but  it  is 
moving  rapidly— it  is  getting  well.  It  is  not 
riddled  with  graft,  nor  festering  with  incom- 
petence. It  is  made  up  of  men  and  women  who 
are  proud  of  their  skills  and  dedicated  to  using 
them  for  the  betterment  of  their  fellow  man.  The 
system  is,  however,  understaffed.  It  is  crowded 
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with  patients,  for  whom  it  is  doing  the  best  pos- 
sible job.  It  performs  miracles  now  and  then- 
in  the  spectacular  cases  that  reach  the  news- 
papers. But  mostly  it  just  goes  along  its  way, 
doing  a yeoman  job  of  taking  care  of  millions  of 
people  who  need  help.  Removing  appendices, 
delivering  babies,  setting  broken  bones,  giving 
medicine  for  the  flu,  binding  up  wounds,  and 
curing  disease.  Little  or  none  of  that  generates 
national  notice. 

The  furor  comes  about— and  rightly  so— be- 
cause there  are  people  in  our  huge  nation,  in  its 
big  cities,  in  its  mountains,  in  its  rural  areas, 
whom  the  system  does  not  reach  as  often  as  it 


should.  There  are  people  to  whom  it  is  not  as 
easily  available  as  it  should  be.  Nobody  recog- 
nizes those  weaknesses  more  clearly  than  we 
physicians.  And  nobody  is  working  harder  to 
eliminate  those  exceptions  to  an  over-all  picture 
of  good  care  for  the  nation.  Along  with  many 
other  concerned  persons,  we  see  a situation  that 
must  be  changed.  It  is  one  that  can  be  changed. 
But  only  by  correcting  a great  many  non-medical 
circumstances  that  contribute  to  the  problem. 
And  those  changes  can  only  come  about  if  all  of 
us— everyone  here  and  throughout  the  nation— 
who  want  to  see  the  job  done  work  together, 
hand  in  hand,  to  get  it  done. 
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Otitic  Meningitis 

Philip  M.  Sprinkle,  M.  I).,  and  Anthony  J.  Oliverio,  M.  D. 


/^vtitic  meningitis  is  not  now  a common  illness. 

Such  fact  is  attributed  to  the  use  of  anti- 
biotics and  chemotherapeutic  agents.  General- 
ized otitic  meningitis  is  defined  as  a pyogenic 
infection  of  the  entire  brain  and  spinal  cord  with 
organisms  in  the  spinal  fluid,’  entrance  to  the 
meninges  having  been  gained  by  way  of  the  aural 
route. 

The  purpose  of  this  paper  is  to  report  a case 
of  otitic  meningitis  and  to  call  attention  to  the 
fact  that  the  problem  will  occur  in  this  era  of 
antibiotics. 

Case  Report 

A 35-year-old  white  male  was  admitted  to  the 
Clarksburg,  West  Virginia,  Veterans  Hospital  on 
November  26,  1968,  at  7 P.M.  in  a delirious  state. 
Two  weeks  prior  to  admission,  an  upper  respira- 
tory infection  with  right  otalgia  and  nasal  stuffi- 
ness had  developed.  On  the  day  prior  to  ad- 
mission, there  appeared  purulent  drainage  from 
his  right  ear.  On  the  day  of  admission,  he  was 
alert  until  noon  and  then  became  confused  and 
delirious  and  complained  of  a severe,  intractable 
headache.  He  was  admitted  to  the  Veterans  Hos- 
pital with  a temperature  of  104  F.,  pulse  of  88 
and  respirations  of  40  per  minute.  He  was 
combative,  confused  and  unaware  of  his  sur- 
roundings. 

Physical  examination  revealed  the  left  tym- 
panic membrane  to  be  intact.  The  right  canal 
contained  purulent  drainage  and  the  tympanic 
membrane  was  not  well  visualized.  The  re- 
mainder of  the  examination  was  unremarkable 
except  for  neurological  examination  which  re- 
vealed a toxic,  combative  male  who  responded 
only  to  painful  stimuli.  Reflexes  were  hyper- 
active. Babinski  reflexes  were  hyperactive.  Babin- 
ski  reflex  was  positive  on  the  left  and  equivocal 
on  the  right.  A spinal  tap  was  performed  which 
showed  an  opening  pressure  of  600  mm.  of  HO 
with  cloudly,  turbid  fluid  and  a cell  count  of 
180  white  cells  per  cu.  mm.  which  consisted  of 
95  polymorphonuclear  leukocytes.  Spinal  fluid 
sugar  was  30  mg.  per  cent,  protein  54  mg.  per 
cent  and  a Gram  smear  of  the  spinal  fluid  re- 
vealed Gram  positive  encapsulated  diplococci. 
A culture  of  the  right  ear  revealed  no  pathogens. 
Because  of  a history  of  penicillin  allergy,  he  was 
started  on  Kephlin  intravenously  two  Gm.  per 
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day,  and  Chloramphenicol  one  Gm.  every  six 
hours  intravenously. 

He  was  seen  in  consultation  by  the  West  Vir- 
ginia University  Hospital,  Division  of  Otolaryn- 
gology, and  bilateral  myringotomies  were  per- 
formed; purulent  material  was  suctioned  from 
the  right  middle  ear.  It  was  recommended  that 
the  patient  be  observed  for  48  hours  and,  if  no 
improvement  resulted,  a mastoidectomy  be  per- 
formed. The  patient’s  condition  did  not  improve 
and  he  was  transferred  to  West  Virginia  Uni- 
versity Medical  Center.  Neurosurgical  consul- 
tation was  obtained  and  examination  failed  to 
reveal  any  lateralizing  defects.  Both  optic  discs 
revealed  one  plus  papilledema.  It  was  felt  that 
the  patient  had  no  temporal  or  cerebellar  ab- 
scesses. Right  mastoidectomy  was  subsequently 
performed  with  drainage  of  a subdural  abscess. 
Neurological  consultation  was  obtained  and  a 
repeat  lumbar  puncture  was  performed,  reveal- 
ing a CSF  glucose  of  35  mg.  per  cent,  protein 
of  110  mg.  per  cent,  with  blood  sugar  of  116 
mg.  per  cent.  The  CSF  cell  count  was  196  per 
cu.  mm.  Also,  an  electroencephalogram  was  per- 
formed which  was  within  normal  limits. 

The  patient  improved  postoperatively  and  was 
subsequently  transferred  back  to  the  Veterans 
Administration  Hospital.  He  was  seen  in  follow- 
up at  the  Veterans  Hospital  and  had  made  a com- 
plete recovery. 

Diagnosis 

Headache,  meningismus  and  persistent  pyrexia 
constitute  the  pathognomonic  triad  of  menin- 
gitis. It  is  most  important  that  lumbar  puncture 
be  carried  out  without  delay  whenever  any  of 
the  above  named  symptoms  occur  in  the  course 
of  an  otitis  media,  be  it  acute  or  chronic.  Drowsi- 
ness or  coma  and  paralysis  are  late  signs  which 
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are  of  value  in  assessing  the  extent  of  the  dis- 
ease. The  ear  drainage  and  CSF  should  be  ex- 
amined for  cells  and  bacteriological  examination 
of  the  fluid  should  be  made.  This  examination 
includes  a direct  film  and  culture  of  the  deposit. 
The  CSF  protein  is  elevated  in  the  presence  of 
meningitis.  A low  glucose  content  is  indicative 
of  bacterial  activity. 

In  a series  of  32  cases  of  otogenic  meningitis 
reported  by  McLay* 1 2 3 4  (1956),  the  CSF  was  sterile 
in  69  per  cent.  In  1929  (in  the  period  before 
sulphonamides  and  antibiotics  were  available), 
Stewart,2  in  a review  of  114  cases  of  otogenic 
meningitis,  found  the  CSF  fluid  to  be  sterile  in 
eight  per  cent.  It  had  been  thought  that  the 
increase  in  the  number  of  cases  with  sterile  CSF 
might  be  due  to  administration  of  antibiotics  be- 
fore admission  to  the  hospital.  Such,  however, 
is  not  always  the  case. 

In  Stewart’s  series,  Group  A streptococcus  was 
present  in  19  per  cent  and  pneumococcus  in  63 
per  cent  of  cases. 

Treatment 

Treatment  of  otitic  meningitis  is  specific  anti- 
microbial therapy  parenterally  and  evacuation  of 
the  suppurative  focus.  Also,  any  fluid  and  elec- 
trolyte disturbance  must  be  corrected  and  re- 
peated neurological  examinations  and  constant 
vigilance  are  required  to  detect  any  developing 
intracranial  abscess.  Antibiotic  therapy  should 
be  started  at  once,  based  on  Gram  stained  smear 
of  centrifuged  spinal  fluid  sediment. 

The  conventional  therapy  has  been  Chloram- 
phenicol, penicillin  and  sulphonamide,  but  re- 
cently Ampicillin  as  the  sole  initial  therapy  has 


been  found  to  be  as  effective  in  the  treatment 
of  the  common  forms  of  bacterial  meningitis.5 
After  the  organism  has  been  identified,  the  ap- 
propriate antibiotic  may  be  substituted.  All 
therapy  should  be  given  intravenously  for  a 
minimum  of  five  days  and  thereafter  may  be 
given  either  IV  or  IM. 

In  acute  otitis  media  causing  the  meningitis, 
antibacterial  therapy  directed  at  the  meningitis 
usually  cures  the  otitis  media  and  if  the  ear  does 
not  return  to  normal  as  rapidly  as  expected,  mas- 
toidectomy should  be  carried  out. 

xAn  underlying  chronic  otitis  media  is  generally 
of  the  unsafe  type.  Associated  bone  disease  and 
cholesteatoma  which  form  a persistent  nidus  for 
bacteremia  will  remain  unresolved  by  antibac- 
terial therapy.  Surgical  removal  of  the  diseased 
tissue  is  indicated  but  surgery  can  be  safely  de- 
layed until  the  meningitis  is  under  control.  If, 
however,  organisms  resistant  to  all  drugs  are  cul- 
tured from  the  spinal  fluid  or  if  there  is  no  re- 
gression after  two  days  of  treatment  with  drugs 
to  which  the  organisms  are  reported  sensitive, 
mastoidectomy  should  be  seriously  considered 
before  the  patient’s  condition  deteriorates  further. 

Address  requests  for  reprints  to  Dr.  Philip  M.  Sprinkle, 
WVU  Medical  Center,  Morgantown,  W.  Va.  26506. 
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Medical  Malpractice:  A Lawyer's  View* 

William  E.  Knepper 


What  I have  to  say  to  you  today  could  prob- 
ably be  summarized  in  the  following  brief 
statement: 

If  you,  of  the  medical  profession,  want  to 
reduce  the  impact  of  malpractice  claims  on  your 
profession,  (1)  be  better  trained,  (2)  do  better 
work,  (3)  develop  better  personal  and  profes- 
sional relationships  with  your  patients,  and  (4) 
increase  your  efforts  in  the  fields  of  prevention 
of  patient  injuries,  early  discovery  of  them  and 
prompt  remedial  action. 

Don’t  think  I’m  discriminating  against  you  of 
the  medical  profession  when  I say  those  things. 
They  are  substantially  the  same  suggestions  I 
would  make  to  my  own  profession  or— for  that 
matter— to  most  other  professional  men  con- 
fronted with  similar  problems. 

We  are  told  that  the  health  industry  is  one 
of  the  three  largest  of  our  country’s  economic 
activities.  Whether  we  like  it  or  not,  the  trend  of 
our  society  is  to  provide  basic  medical  care  for 
all  Americans  from  conception  to  autopsy.  The 
people  of  this  nation  have  become  accustomed 
to  physical  examinations,  frequent  medication 
and  surgical  operations  almost  at  their  whim, 
and  they  are  not  about  to  accept  anything  less. 

Why,  then,  the  enormous  expansion  of  medical 
malpractice  claims  and  litigation  which  is  be- 
lieved to  exist  today?  Sixteen  years  ago,  in  the 
JAMA,  medical  malpractice  was  characterized  as 
“a  definite  occupational  hazard”  of  your  profes- 
sion. Today,  reliable  information  discloses  that 
there  is  more  professional  malpractice  litigation 
than  ever  before,  and  that  which  involves  physi- 
cians and  hospitals  leads  substantially.  At  least 
one  physician  out  of  every  six  will  be  sued  for 
malpractice  at  least  once  during  his  professional 
lifetime,  and  any  busy  doctor  is  fortunate  if  he 
goes  through  an  entire  calendar  year  without 
giving  some  attention  to  a threatened  malprac- 
tice claim.  Why  has  this  situation  come  to  pass? 

*Presented  at  a Seminar  on  Legal  Medicine,  103rd  Annual 
Meeting  of  the  West  Virginia  State  Medical  Association,  The 
Greenbrier,  White  Sulphur  Springs,  August  20,  1970. 
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It  is,  of  course,  axiomatic  that  without  some 
injury  to  a patient,  no  malpractice  claim  would 
ever  arise.  The  occasional  nuisance  claim  is  of 
no  consequence  in  the  vast  increase  in  medical 
malpractice  claims  in  recent  years.  It  is  true  that 
patients  have  suffered  injuries— and  by  the  thou- 
sands. But  the  real  question  is  whether  such 
injuries  were  reasonably  preventable. 

The  Special  Assistant  for  Malpractice  Research 
and  Prevention  in  the  United  States  Department 
of  Health,  Education  and  Welfare  recently 
wrote: 

“As  medical  science  and  technology  advances,  it 
is  inevitable  that  medical  procedures  will  pose 
greater  hazards  to  the  patient’s  welfare,  but  it  is 
not  unreasonable  to  expect  providers  of  health  ser- 
vices to  make  every  effort  to  reduce  the  risk  of  harm 
attributable  to  outright  negligence,  as  opposed  to 
unavoidable  accident.  . . . Since  malpractice  claims 
bear  a direct  relationship  to  the  quality  of  health 
care  being  provided,  their  present  numerical  in- 
crease is  at  least  suggestive  of  the  need  for  more 
concerted  efforts  to  reduce  the  frequency  of  errors 
or  omissions  in  medical  treatment.” 

Thus,  the  fact  of  negligent  injuries  is  the  pri- 
mary cause  of  malpractice  claims. 

It  is  probable  that  the  next  primary  cause  is 
poor  public  relations— not  only  a breakdown  in 
the  physician-patient  relationship,  but  the  evolu- 
tion of  a belief  among  people  generally  that  the 
physician  is  a wealthy,  successful,  impersonal, 
unsympathetic  person  who  can  cure  any  sickness 
he  sets  his  mind  to,  and  ought  to  be  made  to  pay 
if  he  fails  in  any  such  undertaking.  Unreason- 
able? Illogical?  Certainly!  But  the  American 
people  have  learned  to  expect  the  best,  and  many 
of  them  believe  they  must  have  it,  or  else! 

Furthermore,  the  publicity  given  by  the  press 
to  the  ever-increasing  costs  of  hospital  care  is  a 
contributing  factor.  We  are  told  that  $100  per 
day  is  the  approximate  cost  of  hospital  care  in 
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some  communities,  and  that  this  figure  may  in- 
crease ten-fold  if  inflation  continues  to  plague 
our  economy.  For  that  kind  of  money— whether 
the  patient  pays  it,  or  his  insurer  pays  it,  or  the 
government  pays  it— your  patient  thinks  he  is 
entitled  to  a guaranteed  cure. 

Of  course  those  payments  do  not  go  into  the 
pockets  of  physicians  alone,  but  the  discontented 
patient  and  his  unhappy  family  and  friends  have 
neither  the  knowledge  nor  the  desire  to  break 
down  those  costs  among  all  the  agencies  that 
share  in  them.  And  the  physician  takes  vicarious 
blame  for  high-priced  drugs  and  medicines,  in- 
adequately tested  pharmaceuticals  that  are  taken 
off  the  market  only  after  they  have  caused  sub- 
stantial harm,  the  difficulty  of  obtaining  nurses, 
both  registered  and  practical,  at  reasonable  rates 
when  a frightened  family  wants  their  help,  the 
shortage  of  hospital  facilities  despite  multi-billion 
dollar  government  grants,  the  increasing  costs  of 
health  insurance— and  the  list  is  almost  without 
end. 

The  patient  goes  to  the  doctor,  and  seeks  to 
hold  him  responsible  for  whatever  happens  from 
then  on.  As  the  plaintiffs’  attorneys  put  it— the 
doctor  is  a target  defendant.  He  is  right  out 
there  in  plain  sight  waiting  to  be  shot  at. 

Cause  of  the  Problem 

In  the  defense  of  such  a target  defendant  it 
is  essential  that  we  do  more  than  merely  contest 
the  allegations  of  malpractice  in  a particular  case. 
Just  as  in  medicine  you  seek  the  causes  of  disease 
in  an  effort  to  eliminate  them,  so  we  who  defend 
physicians  against  professional  liability  claims 
must  search  for  the  causes  of  this  problem  and 
determine  whether  we  can  eliminate  them  at 
their  source. 

While  the  spotlight  of  public  concern  casts  its 
beams  upon  medical  malpractice  from  time  to 
time,  it  is  a matter  of  record  that  most  efforts 
to  deal  with  this  problem  have  been  sporadic. 
The  medical  profession,  the  legal  profession,  the 
insurance  industry,  hospital  associations,  and 
government  agencies  at  various  levels  have  in 
the  past  pursued  limited  objectives  in  their  sev- 
eral fields— sometimes  working  at  cross  purposes 
with  each  other.  Now  Sen.  Abraham  Ribicoff’s 
Subcommittee  on  Executive  Reorganization  has 
concluded  that:  “The  situation  threatens  to  be- 
come a national  crisis.”  And  the  same  Subcom- 
mittee’s recent  report  has  pointed  out  that  “at 
present  no  one  affected  by  the  rise  in  malprac- 
tice suits  and  claims  has  been  able  to  deal  with 
this  problem  in  a manner  that  promises  to  alle- 
viate the  situation.” 


In  its  studies,  the  Ribicoff  Subcommittee 
recognized  the  public  relations  problem  to  which 
reference  has  been  made  as  one  of  major  con- 
sequence. Senator  Ribicoff  has  written: 

“(T)he  public  image  of  today’s  doctor  is  not 
what  it  used  to  be.  Medical  societies  and  associa- 
tions are  often  pictured  taking  unpopular  positions 
that  receive  great  attention.  The  ‘poor  image’  of  the 
profession  may  be  passed  on  to  the  individual  physi- 
cian when  he  sends  a bill  the  patient  thinks  is 
excessive. 

“Unfortunately  there  has  developed  in  this  nation 
in  recent  years  a negative  view  of  the  medical  com- 
munity that  physicians,  ironically,  have  helped  to 
create.” 

‘Loose  Talk’ 

Others  have  written  in  the  same  vein.  Albert 
Averbach,  who  specializes  in  representing  plain- 
tiffs seeking  damages  and  who  was  originally 
scheduled  on  this  program,  has  written  that, 
“First  and  foremost,  the  reason  that  so  many 
malpractice  suits  are  presently  commenced  is 
unquestionably  the  doctor’s  ‘loose  talk’.’’  Mr. 
Averbach  has  expressed  the  further  view  that, 
“The  most  important  factor  today  behind  the 
current  wave  of  disaffection  among  the  patients 
toward  the  treating  physician  and  surgeon  is  the 
doctor’s  own  public  image,  which  is  slipping.” 

Crawford  Morris,  of  Cleveland,  who  has  prob- 
ably defended  as  many  physicians  and  hospitals 
in  malpractice  cases  as  any  man  in  America, 
made  an  exhaustive  presentation  to  the  Senate 
Subcommittee  at  Senator  Ribicoff’s  request.  In 
that  presentation,  Mr.  Morris  described  the  doc- 
tor’s image  as  sadly  tarnished,  and  reported  the 
patient’s  attitude  in  these  words: 

“It  is  common  knowledge  today  that  almost  all 
doctors  are  making  enormous  amounts  of  money, 
refuse  to  make  house  calls,  play  golf  on  Wednesdays, 
drive  expensive  cars,  own  yachts,  hunting  lodges, 
and  apartment  houses.” 

Senator  Ribicoff  has  quoted  that  statement 
verbatim  in  a report  of  the  work  of  his  sub- 
committee. 

With  that  kind  of  a public  attitude  toward  the 
medical  profession  it  is  of  little  wonder  that 
physicians  have  become  the  target  defendants 
in  malpractice  actions. 

AMA  Professional  Liability  Survey 

At  this  point,  I think  it  appropriate  to  make 
special  reference  to  one  of  several  significant 
activities  being  conducted  by  the  American  Med- 
ical Association  to  explore,  define,  understand 
and  begin  to  deal  more  effectively  with  the  mal- 
practice problem. 

I am  referring  to  the  AMA  1970  Professional 
Liability  Survey,  conducted  by  the  AMA’s  Com- 
mittee on  Professional  Liability,  under  the  chair- 
manship of  your  own  Dr.  C.  A.  (Carl)  Hoffman. 
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I assume  most  of  you  are  familiar  with  the  find- 
ings derived  from  the  in-depth  interviews  con- 
ducted for  the  committee  with  physicians  holding 
key  medical  staff  appointments  in  hospitals  lo- 
cated in  15  states  including  California,  Illinois, 
New  York,  Ohio  and  Wisconsin. 

The  varying  points  of  view  expressed  by  those 
interviewed  were  of  particular  interest  to  me, 
in  that  some  of  them  appear  to  disclose  a some- 
what different  attitude  than  1 find  expressed  by 
the  Ribicoff  Subcommittee,  by  the  organized 
plaintiffs’  bar  which  prosecutes  malpractice  ac- 
tions for  plaintiffs,  and  by  lawyers  engaged  fir 
the  defense  of  malpractice  litigation.  Let  me 
note  a few  examples. 

—The  AMA  report  states  that  slightly  more 
than  half  of  the  physicians  and  hospital  admin- 
istrators interviewed  expressed  the  belief  that 
the  rate  of  increase  in  malpractice  claims  is 
noticeable  but  not  alarming.  The  others  were 
uncertain  or  believed  that  there  had  been  no  in- 
crease. 

—The  physicians  interviewed  thought  that 
present  insurance  premium  rates  were  high  but 
not  excessive.  A few  thought  the  cost  of  their 
insurance  was  a bargain. 

—Less  than  half  of  those  interviewed  thought 
that  the  comments  or  actions  of  other  physicians 
were  an  important  factor  in  causing  claims.  The 
remainder  thought  that  careless  comments  by 
physicians,  nurses  and  hospital  personnel  might 
be  a contributing  factor  but  not  necessarily  a 
substantial  factor. 

On  the  other  hand,  those  who  were  inter- 
viewed in  the  AMA  survey  were  quick  to  recog- 
nize and  emphasize  other  factors  that  are  gen- 
erally recognized  as  being  consequential  in  this 
field.  For  example: 

—Three  out  of  five  believed  that  the  threat  of 
malpractice  claims  caused  physicians  to  practice 
defensive  medicine  and  order  more  diagnostic 
tests  and  procedures  than  they  would  otherwise 
order. 

—Two  out  of  three  physicians  interviewed  ex- 
pressed the  opinion  that  lack  of  good  physician- 
patient  rapport  is  a significant  factor  in  pro- 
ducing claims.  A typical  response  is  illustrative. 
One  physician  said: 

“The  problem  is  that  the  patient  is  expecting  a 
no-fault  result.  If  he  isn’t  miraculously  cured  he 
feels  that  he  has  been  injured  and  is  entitled  to 
compensation.  I think  this  reflects  a change  in  the 
public  attitude  in  general.” 

In  that  connection,  some  of  those  interviewed 
believed  that  certain  personality  traits  of  physi- 
cians lead  to  claims,  and  hospital  administrators 


thought  they  could  identify  potential  malpractice 
defendants  by  their  behavior  in  the  hospital. 

Without  spending  any  more  time  today  in  dis- 
cussion of  that  excellent  and  informative  survey, 
1 think  it  is  proper  to  suggest  that  such  investi- 
gations represent  a significant  beginning  in  the 
program  that  only  your  profession  can  carry  out 
in  dealing  with  the  malpractice  problem.  I don’t 
think  some  of  those  interviewed  had  any  real 
conception  of  the  problem.  Others  were  of  the 
disposition  to  ignore  it,  and  maybe  it  would  go 
away.  But  the  very  fact  that  the  survey  was 
made,  and  that  dedicated  physicians  everywhere 
will  have  access  to  its  results,  is  bdund  to  be 
beneficial.  Such  a survey,  however,  is  not  the 
end.  It  is  merely  a beginning. 

Definition  of  the  Problem 

The  definition  of  the  problem  and  the  identifi- 
cation of  some  of  its  causes  are  easier  exercises 
than  the  making  of  a prescription  directed  to- 
ward its  cure.  However,  I suggest  to  you  that 
the  answer  does  not  lie  in  federal  controls.  Sen- 
ator Ribicoff  has  written: 

“There  is,  without  question,  a federal  role  in  the 
problems  arising  out  of  malpractice  claims  and 
litigation.  As  the  government  continues  to  provide 
payment  for  care  to  millions  of  Americans,  it  is 
absorbing  their  share  of  the  increasing  cost  of  mal- 
practice insurance  premiums.  Furthermore,  the 
government  has  a duty  to  review  the  quality  of 
care  for  which  it  is  paying.” 

To  me  that  is  merely  another  way  of  saying 
that  he  who  provides  the  funds  has  a right  to 
control,  and  when  the  government  foots  the  bill 
it  will  expect  to  call  the  shots. 

In  the  survey  made  under  the  auspices  of 
Doctor  Hoffman’s  committee,  those  interviewed 
were  asked  to  state  their  reactions  to  the  sug- 
gestion of  federal  involvement.  Two  out  of  three 
wanted  no  federal  participation.  One-sixth 
thought  that  some  participation  on  a restricted 
basis,  such  as  federal  reinsurance,  might  be  wel- 
come. That,  to  me,  would  be  merely  an  opening 
wedge,  which  would  inevitably  lead  to  more 
federal  involvement  with  the  passage  of  time. 
However,  if  the  encroachment  of  federal  power 
into  this  segment  of  our  private  enteqirise  system 
is  to  be  escaped,  the  medical  profession,  the  pri- 
vate insurance  industry,  the  trial  lawyers  for 
patients  and  physicians  alike,  and  all  others  con- 
cerned with  the  malpractice  problem  must  give 
it  their  preferred  attention  and  their  best  efforts. 
If  such  efforts  do  not  find  a solution,  then,  to  our 
sorrow,  we  shall  probably  wake  up  some  day  to 
discover  that  federally  underwritten  malpractice 
insurance— with  all  its  bureaucratic  controls— has 
become  a fact  of  life. 
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‘Liability  Without  Fault’ 

It  seems  to  be  inevitable  that  some  people  al- 
ways suggest  “liability  without  fault’’  as  a cure 
when  claims  of  a particular  type  begin  to  get 
out  of  hand.  Professors  Keeton  and  O’Connell 
announced  their  “basic  protection  plan”  to  com- 
pensate persons  injured  in  automobile  accidents 
nearly  10  years  ago,  and  have  published  pro- 
lifically  on  that  subject  since  1984.  Numerous 
others  have  written  pro  and  con  about  automo- 
bile compensation  plans,  and  the  legislative  halls 
have  resounded  with  the  arguments  on  both 
sides  of  the  question.  Jnst  this  month,  Massa- 
chusetts has  enacted  a partial  automobile  com- 
pensation law,  but  it  has  only  added  more  fuel 
to  the  flames  of  that  dispute. 

Now,  in  a recent  article  in  Trial  Magazine, 
Richard  P.  Bergen,  of  the  AM  A legal  staff,  has 
come  forth  with  some  suggestions  for  medical 
malpractice  compensation  based  on  liability  with- 
out fault.  He  asserts  that  he  is  speaking  only 
for  himself,  as  a lawyer,  and  not  as  a spokesman 
for  the  American  Medical  Association. 

Mr.  Bergen  would  pay  compensation  to  in- 
jured patients  based  on  the  needs  of  the  injured 
patient  and  his  family,  rather  than  on  proof  of 
fault.  He  would  spread  the  cost  of  such  pay- 
ments on  an  equitable  and  actuariallv  sound 
basis  among  the  patients,  the  physicians  and  the 
hospitals.  Then  he  would  restrict  the  opportuni- 
ties for  recovery  of  damages  by  patients  in  liabil- 
ity cases  and  would  allow  an  offset,  in  such  ac- 
tions, of  the  compensation  previously  paid  under 
his  plan. 

The  substitution  of  such  a program  of  limited 
gratuities  to  needy  injured  persons,  regardless  of 
fault,  has  a socialistic  sound  and  would  appear 
to  be  more  relevant  to  a system  of  Medicare 
or  Social  Security,  rather  than  to  claims  for  dam- 
ages. It  certainly  would  be  another  element  of 
the  welfare  universe  by  which  we  are  sur- 
rounded. Its  costs  could  be  expected  to  increase 
the  all  too  heavy  burden  now  imposed  on  phy- 
sicians and  hospitals,  which  would  probably  re- 
sult in  a raising  of  the  rates  charged  by  both 
for  then  services  to  patients. 

Mr.  Bergen’s  plan  would  not  eliminate  mal- 
practice litigation  and  probably  would  not  re- 
duce its  volume  to  any  appreciable  extent.  He 
proposes  that  liability  for  medical  negligence 
should  be  established  only  on  the  basis  of  clear 
and  convincing  evidence.  His  objective,  in  this 
regard,  is  to  escape  the  res  ipsa  loquitur  rule 
which  has  developed  as  a means  to  counter- 
balance the  so-called  “conspiracy  of  silence.” 
However,  it  is  fatuous  to  believe  that  either  the 


legislatures  or  the  courts  would  go  to  the  ex- 
treme suggested  by  Mr.  Bergen  in  this  respect. 

‘Collateral  Source’ 

On  the  other  hand,  Mr.  Bergen  proposes  that 
in  malpractice  litigation  the  so-called  collateral 
source  rule  be  discarded.  That  is  the  rule  which 
permits  a claimant  to  have  a double  recovery 
from  the  party  at  fault,  even  though  his  wages, 
medical  expenses  and  other  elements  of  his  loss 
have  already  been  paid  from  other  collateral 
sources.  In  this  respect,  Mr.  Bergen’s  point  is 
well  taken. 

Actuarial  studies  have  been  made  in  automo- 
bile liability  litigation  which  disclose  frequent 
inequitable  results  in  the  application  of  the  col- 
lateral source  rule.  It  is  reported  that  seven  or 
eight  out  of  every  ten  successful  claimants  will 
recover  at  least  twice  for  some  of  their  economic 
losses.  This  unfair  result  can  be  avoided  by 
legislation  to  allow  the  offsetting  of  benefits 
received  from  other  sources,  as  Mr.  Bergen  rec- 
ommends. 

Proposed  Group  Program 

The  Board  of  Trustees  of  the  American  Medi- 
cal Association  has  recognized  that  the  greatest 
opportunity  for  reducing  the  volume  of  liability 
claims  and  improving  the  loss  experience  ap- 
pears to  be  in  the  field  of  prevention,  early  dis- 
covery and  prompt  remedial  actions.  Steps  have 
been  taken  in  Los  Angeles,  among  other  places, 
and  are  in  process  through  the  A\1A  to  establish 
group  professional  liability  insurance  programs 
available  to  all  who  participate  in  organized 
medicine.  Those  are  important  strides  in  the 
right  direction. 

Some  leaders  of  the  plaintiff’s  bar,  notably 
Mr.  Averbach,  are  urging  that  arbitration  pro- 
cedures be  employed  to  remove  medical-hospital 
malpractice  cases  from  the  courts  and  have  them 
decided  by  panels  of  arbitrators.  In  California, 
at  least  one  medical  group  requires  all  patients 
to  agree  in  advance  to  arbitration  of  any  mal- 
practice claims  before  a board  of  three  arbitra- 
tors. It  is  reported  that  another  arbitration  pilot 
project  is  in  process  in  California.  I have  a feel- 
ing that  arbitration  is  not  the  complete  answer 
to  the  malpractice  problem,  but  certainly  some 
testing  and  experience  is  warranted  before  an- 
nouncing any  conclusions. 

Peer  Review  Programs 

In  the  AMA  survey,  there  were  questions  asked 
about  peer  review  programs.  The  report  shows 
that  there  was  agreement  that  the  effectiveness 
of  peer  review  performed  by  an  outside  group 
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would  depend  upon  the  qualifications  and  diplo- 
macy of  the  peers,  as  well  as  cooperation  by  the 
medical  staff.  The  type  of  peer  review  program 
involved  in  the  survey  is  designed  primarily  to 
improve  the  quality  of  patient  care  and  to  pro- 
vide continuing  medical  education,  although 
such  programs  can  reduce  the  incidence  of  mal- 
practice claims.  Such  programs  should  be  en- 
couraged, I think. 

There  is  another  type  of  peer  review  program 
specifically  designed  to  deal  with  professional 
liability  claims.  1 am  told  that  your  Association 
is  currently  investigating  the  establishment  of 
such  a plan  with  the  West  Virginia  Bar  Associa- 
tion. Such  plans  have  substantial  merit,  if  prop- 
erly established  and  if  the  participants  exercise 
a high  degree  of  good  faith  in  their  participation. 

I’m  sure  you  know  that  one  of  the  first  such 
doctor-lawyer  peer  review  plans  was  established 
in  1957  in  Pima  County,  Arizona,  where  Tucson 
is  located.  It  involves  a panel  of  nine  doctors 
and  nine  lawyers  which  reviews  a claim  by  a 
patient,  against  a physician  and  decides: 

( 1 ) Whether  there  is  reasonable  ground  to 
believe  malpractice  was  committed  by  the  phy- 
sician; and 

( 2 ) Whether  such  malpractice  directly  caused 
injury  to  the  patient. 

If  both  questions  are  answered  in  the  affirma- 
tive, the  medical  society  agrees  to  furnish  medi- 
cal experts  so  to  testify  on  behalf  of  the  patient 
at  a trial.  If  the  claim  cannot  be  settled,  suit  is 
filed. 

Conversely,  if  the  answer  to  either  question  is 
in  the  negative,  the  patient  is  so  informed,  and 
the  patient’s  attorney  agrees  not  to  undertake 
legal  action  “unless  personally  satisfied  that 
strong  and  overriding  reasons  compel  such  ac- 
tion to  be  taken  in  the  interests  of  his  client”  and 
not  “to  harass  or  gain  unfair  advantage  in  nego- 
tiation for  settlement”.  The  attorney  agrees  that 
before  bringing  suit,  he  will  weigh  the  conclu- 
sions of  the  panel  “in  the  greatest  professional 
good  faith.” 

A similar  program  is  presently  in  effect  in  the 
State  of  Virginia,  involving  the  Virginia  State 
Bar  and  The  Medical  Society  of  Virginia.  I’m 
informed  that  your  Association  is  particularly 
interested  in  this  plan. 

In  the  Tucson  area  the  Pima  County  Plan  has 
proved  highly  successful.  Its  success  is  attributed, 
in  part  at  least,  to  the  high  ethics  and  esprit  cle 
corps  of  the  local  bar  and  medical  society,  both 
of  which  are  relatively  small  and  know  each 
others  members  fairly  well. 


A similar  plan,  attempted  in  Seattle,  Washing- 
ton, was  not  successful,  according  to  reports. 

In  New  Mexico  a plan  similar  to  that  of  the 
Pima  County  Plan  has  been  reported  successful. 
Under  that  plan  the  patient  must  agree  in  ad- 
vance to  be  bound  by  the  findings  of  the  panel, 
or  expert  witnesses  will  not  be  supplied. 

Portland,  Oregon;  Northern  California;  the 
State  of  New  Jersey;  Cleveland,  Ohio;  and  my 
own  community  of  Columbus,  Ohio;  are  all  un- 
dertaking similar  plans,  the  results  of  which  re- 
main to  be  seen.  However,  the  endeavors  seem 
clearly  worthwhile. 

‘Informed  Consent’ 

In  approaching  my  conclusion,  I want  to  spend 
a few  minutes  on  the  subject  now  familiarly 
known  as  “informed  consent”.  The  law  has  al- 
ways required  a patient’s  consent  to  medical 
treatment,  but  in  the  last  decade  there  has  de- 
veloped the  doctrine  that  the  physician  has  an 
affirmative  duty  of  full  disclosure  so  that  the 
patient’s  consent  may  be  an  informed  consent. 
Thus,  in  theory  at  least,  the  patient  can  choose 
for  himself  what  treatment  he  desires  to  undergo 
and  what  risks  he  wants  to  run. 

The  dilemma  confronting  the  physician  on 
occasion  is  well  defined  in  a California  case, 
Salgo  v.  Leland  Stanford  Hospital  and  Dr.  Ger- 
bode,  154  Cal.  App.  2d  560,  317  P 2d  170  ( 1957). 
The  court  says: 

“(T)he  physician  must  place  the  welfare  of  his 
patient  above  all  else  and  this  very  fact  places  him 
in  a position  in  which  he  must  choose  between 
two  alternative  courses  of  action.  One  is  to  explain 
to  the  patient  every  risk  attendant  upon  any  surgi- 
cal procedure  or  operation,  no  matter  how  remote: 
this  may  well  result  in  alarming  a patient  who  is 
already  unduly  apprehensive  and  who  may  as  a 
result  refuse  to  undertake  surgery  in  which  there  is 
in  fact  minimal  risk;  it  may  also  result  in  actually 
increasing  the  risks  of  the  apprehension  itself.  The 
other  is  to  recognize  that  each  patient  presents  a 
separate  problem,  that  tire  patient’s  mental  and  emo- 
tional condition  is  important  and  in  certain  cases 
may  be  crucial,  and  that  in  discussing  the  element 
of  risk  a certain  amount  of  discretion  must  be  em- 
ployed consistent  with  full  disclosure  of  facts  neces- 
sary to  an  informed  consent  . . .” 

Conceding  that  this  dilemma  is  most  worrisome 
to  a physician,  it  is  still  essential  that  a patient’s 
consent  be  an  informed  one.  Hence,  Crawford 
Morris  says  that  he  tells  doctors: 

“Unless  there  is  a therapeutic  reason  not  to  in- 
form the  patient  of  the  risks  (so  as  not  to  unduly 
alarm  him),  make  as  simple  and  honest  a disclosure 
to  each  patient  as  Iris  fact  situation  warrants,  using 
as  your  rule  of  thumb:  The  greater  the  risk  of  the 
proposed  procedure,  the  greater  the  duty  to  inform. 

In  so  dealing  with  your  patients,  follow  the  golden 
rule:  Make  that  disclosure  you  would  want  made 
to  you  or  your  loved  ones  under  the  same  circum- 
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stances.  It  is  the  patient’s  body  and  his  life.  Let 
him  make  the  ultimate  decision  himself.  Reasons: 
(a)  it  is  good  humanity;  (b)  it  is  good  medicine; 
(c)  it  is  good  law;  and  (d)  it  may  have  a thera- 
peutic effect  of  forestalling  a malpractice  suit.” 

Conclusion 

On  that  note,  1 intend  to  conclude  these  re- 
marks. By  following  those  suggestions  in  all 
aspects  of  the  management  of  a patient’s  case, 
any  physician  can  do  much  to  relieve  himself 


of  potential  liability  for  malpractice.  You  are 
treating  human  beings— people.  Deal  with  them 
as  people  and  as  you  would  want  your  fellow 
physicians  to  deal  with  you  and  your  loved  ones 
in  their  care. 

If  you  are  reasonably  well-trained  and  com- 
petent and  will  take  the  time  and  make  the  effort 
to  follow  that  practice,  I predict  that  most  of 
your  malpractice  problems  will  be  little  ones. 


To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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A Reappraisal  of  Normal  Sinus  Rhythm 

Eduard  K.  Chung,  M.  D. 


'T'he  cardiac  rhythm  originating  from  the  pri- 
-*■  mary  pacemaker  (sinus  node)  is  termed 
sinus  rhythm.  Most  healthy  individuals  have 
sinus  rhythm,  but  many  patients  with  cardiac 
disease  also  may  have  sinus  rhythm.  Therefore, 
the  presence  of  sinus  rhythm  does  not  denote 
either  a normal  or  diseased  heart.  The  sinus 
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rates  in  normal  subjects  differ  among  age  groups. 
At  birth,  the  rate  is  between  110  and  150  beats 
per  minute,  and  it  gradually  becomes  slower 
approaching  the  rate  of  the  adult  population  by 
6 years.  The  sinus  rate  at  rest  in  the  majority 
of  the  adult  population,  is  usually  between  65 
and  85  beats  per  minute,  but  it  varies  from  in- 


dividual to  individual.  Nevertheless,  a rate  be- 
tween 60  and  100  beats  per  minute  is  arbitrarily 
considered  to  be  the  rate  of  a normal  sinus 
rhythm.  A sinus  rate  faster  than  100  beats  per 
minute  is  called  sinus  tachycardia,  whereas  a 
rate  slower  than  60  beats  per  minute  is  termed 
sinus  bradycardia. 
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The  rate  of  the  sinus  rhythm  is  influenced  by 
various  factors  including  cardioinhibitory  forces 
(vagal),  cardio-acceleratory  forces  (sympathe- 
tic), chemical  mediators,  posture  and  position, 
exercise  (either  emotional  or  physical),  various 
drugs,  cardiac  and  noncardiac  diseases,  environ- 
mental and  body  temperature,  and  the  metabolic 
and  nutritional  state.  Alteration  of  the  sinus  rate 
is  often  due  to  humoral  or  neurogenic  effects 
rather  than  to  actual  anatomical  alteration  in  the 
sinus  node,  even  in  diseased  hearts. 

Definition 

Specifically,  normal  sinus  rhythm  is  diagnosed 
only  when  the  following  five  criteria  are  present 
in  the  electrocardiogram  (Figure  1): 

( 1 ) P wave  of  sinus  origin  ( normal  mean 
axis  of  P wave). 

(2)  Constant  and  normal  P-R  interval  (0.12- 
0.20  second). 

(3)  Constant  P wave  configuration  in  a given 
lead. 

(4)  Rate  between  60  and  100  beats  per  min- 
ute. 

(5)  Constant  P-P  (or  R-R)  interval. 

(1)  P Wave  of  Sinus  Origin:  ( Normal  Mean 
Axis  of  P Wave ) Among  the  five  criteria  for  the 
diagnosis  of  normal  sinus  rhythm,  the  first  and 
the  most  important  step  is  to  prove  that  the  mean 
axis  of  the  P wave  is  within  normal  limits.  This 
is  done  because  a normal  mean  P wave  axis 
indicates  that  the  P wave  is  of  sinus  origin.  The 
mean  axis  of  the  P wave  may  be  determined  by 
utilizing  Einthoven’s  triangle  or  the  hexaxial  ref- 
erence frame. 

In  order  to  satisfy  the  criteria  for  a normal  P 
axis,  the  P wave  must  be  upright  in  lead  II  and 
inverted  in  lead  aVR.  Other  extremity  leads  ( I, 
III,  aVL,  and  aVF)  may  show  different  con- 
figurations of  the  P wave,  depending  upon  the 
direction  of  the  P axis. 


(2)  Constant  and  Normal  P-R  Interval : 
When  the  mean  axis  of  the  P wave  is  within 
normal  limits  (0  - — |- 90  degrees),  each  P wave 
should  be  followed  by  QRS  and  T complexes 
throughout  the  tracing  (Figure  1).  In  addition, 
the  P-R  interval,  which  is  the  A-V  conduction 
time  (the  interval  from  the  beginning  of  the  P 
wave  to  the  onset  of  the  QRS  complex),  should 
be  between  0.12  and  0.20  second  in  the  adult 
population.  In  children,  the  P-R  interval  tends 
to  be  shorter  than  that  of  adults,  primarily  be- 
cause of  the  faster  heart  rate. 

(3)  Constant  P Wave  Configuration  In  Each 
Given  Lead:  The  configuration  of  the  P wave 
must  be  constant  in  each  given  lead  in  order  to 
diagnose  normal  sinus  rhythm.  However,  ic 
should  be  noted  that  the  P wave  configuration 
may  change  with  respiration  in  some  leads,  par- 
ticularly leads  II,  III,  and  aVF.  In  this  circum- 
stance, the  configuration  of  the  QRS  and  T com- 
plexes also  will  be  altered  to  a similar  degree. 
This  alteration  of  configuration  due  to  respira- 
tion, needless  to  say,  will  be  eliminated  by 
momentary  breath-holding. 

(4)  Rate  between  60  and  100  Beats  Per  Min- 
ute: As  described  previously,  a sinus  rate  be- 
tween 60  (P-P  interval:  1.00  second)  and  100 
(P-P  interval:  0.60  second)  beats  per  minute  is 
arbitrarily  considered  as  normal  for  healthy  sub- 
jects. Thus,  the  sinus  rate  must  be  from  60  to 
100  beats  per  minute  in  normal  sinus  rhythm 
(Figure  1). 

(5)  Constant  P-P  (or  R-R)  Cycle:  Although 
it  has  been  said  that  a normal  sinus  rhythm 
should  have  a regular  rhythm,  the  P-P  ( or  R-R ) 
cycle  is  not  always  precisely  regular.  In  fact,  by 
precise  measurement,  the  caiuiac  cycle  is  often 
slightly  irregular  in  normal  sinus  rhythm.  There- 
fore, the  P-P  (or  R-R)  cycle  is  considered  to  be 
regular  when  the  shortest  and  longest  P-P  (or 
R-R)  intervals  vary  by  less  than  0.16  second.  If 
the  P-P  cycle  varies  more  than  0.16  second,  sinus 
arrhythmia  is  present. 


A great  part  of  courage  is  the  courage  of  having  done  the  thing  before. 

Ralph  Waldo  Emerson. 
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Reverdy  Jones,  M.  D.,  and  Ray  A.  Harron,  M.  D. 


Dr.  Reverdy  Jones 
Internist,  Fairmont,  West  Virginia: 

This  31-year-old  colored  male  was  first  seen 
in  August,  1966,  complaining  of  vague  indiges- 
tion. Physical  examination  and  laboratory  work- 
up including  x-rays  were  negative  except  for  the 
chest  film  in  Figure  1. 

Dr.  Ray  A.  Harron 

Radiologist,  Bridgeport,  West  Virginia: 

This  chest  film  shows  convexity  of  the  left 
cardiac  border,  possibly  elevation  of  the  left 
main  stem  bronchus.  Possibility  of  left  atrial  en- 
largement was  suggested. 

Doctor  Jones: 

The  patient  was  again  seen  in  March,  1970, 
for  a mild  upper  respiratory  infection.  Physical 


Figure  1 


examination,  EKG,  and  x-rays  were  again  all 
negative  except  for  the  barium  swallow  seen  in 
Figures  2 and  3. 

Doctor  Harron: 

These  films  show  a rounded  density  continuous 
with  the  left  cardiac  border  lying  slightly  an- 
teriorly. Fluoroscopy  at  this  time  showed  no 
intrinsic  pulsations,  only  transmitted  pulsation. 
Diagnostic  possibilities  of  thymoma,  dermoid 
cyst,  myocardial  tumor  or  a pericardial  cyst  were 
considered.  Because  of  the  total  clinical  picture 
a pericardial  cyst  was  favored. 

Doctor  Jones: 

At  surgery  a large  pericardial  cyst  measuring 
10.5  by  8.5  by  5.5  cm.  was  removed.  Pathological 
report  confirmed  the  diagnosis. 


Figure  2 
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Figure  3 


Figure  4 


Doctor  Harron: 

Figure  4 shows  the  postoperative  chest  with 
thoracotomy  defect  on  the  left  and  pleural  re- 
action at  the  left  base. 


Comment: 

Pericardial  cysts  are  usually  asymptomatic  al- 
though may  give  rise  to  pain  or  pressure  symp- 
toms. Surgery  may  be  indicated  because  of  in- 
creasing size  or  because  of  difficulty  in  making  a 
certain  diagnosis  preoperatively. 


Epilepsy  Found  in  Animals 

Scientists  are  now  able  to  begin  animal  studies  on  a deadly  form  of  epilepsy  called 
“Lafora’s  disease,”  reports  the  National  Society  for  Medical  Research.  Until  re- 
cently, researchers  could  not  identify  the  disease  in  an  animal  and  could  only  observe 
humans  and  conduct  tissue  studies  on  those  who  had  died  from  the  dreaded  illness. 

Lafora’s  disease  is  relatively  rare,  said  the  Society,  but  it  is  much  more  serious  than 
ordinary  epilepsy  because  it  results  in  death  in  five  to  ten  years.  It  first  appears  in 
adolescence  and  produces  severe  muscle  spasms  and  seizures.  Scientists  at  Washington 
State  University  at  Pullman  have  discovered  the  disease  in  poodles  and  bassett  hounds, 
“.  . . which  will  enable  a comparison  of  the  brain  tissue  of  these  animals  with  humans 
for  the  first  time  and  also  enable  investigation  of  the  disease  in  a controlled,  precise 
manner.  This  will  undoubtedly  be  a great  contribution  to  an  eventual  method  of  con- 
trolling the  disease  in  both  man  and  animals,”  they  said. 
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24th  AMA 

Clinical  Convention  in 

Boston,  (^Massachusetts 
November  29-December  2, 1970 


WHAT’S  NEW  IN  MEDICINE?  Numerous  scientific  ses- 
sions at  the  AMA  24th  Clinical  Convention  will  provide 
the  answers  • Clinical  Immunology  • Clinical  Gy- 
necology • Pollution  and  the  Physician  • 3 Post- 
graduate Courses  in  Anesthesia,  Burns,  and  Fluid 
* and  Electrolyte  Balance  • 9 Luncheon  Round 
Tables  • Renal  Failure  • Coronary  Heart 
Disease  • Drug  Dependence  • Complete 
. program  contained  in  October  19,  1970 

L JAMA.  Use  the  housing  and  registration 
forms  in  JAMA  and  the  American  Med- 
ical Newsto  register  in  advance.  24th 
Clinical  Convention,  American 
Medical  Association,  Boston, 

_ ^ Massachusetts,  November  29- 

‘ _ L-  December  2,  1970. 

:.L-'  f ' ■? 
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THE  WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
THE  WEST  VIRGINIA  THORACIC  SOCIETY 

and 

THE  WEST  VIRGINIA  UNIVERSITY  MEDICAL  CENTER 

are  pleased  to  announce 

“The  Fourth  Annual  Mid-Winter 
Conference 
On  Chest  Diseases” 

(A  Symposium  on  Air  Pollution) 
at  the 

Daniel  Boone  Hotel 

Corner  Washington  & Capitol  Streets 
Charleston,  West  Virginia 

Sunday,  January  31,  1971 
10  A.  M.  to  4 P.  M. 

PROGRAM  will  cover  types  of  air  pollutants,  including  particulates,  sulphur  oxides,  car- 
bon monoxide  and  others,  and  their  effects  on  health;  with  some  review  of  topographical  and 
meteorological  conditions  as  they  relate  to  the  air  pollution  problem  in  West  Virginia. 

FACULTY  will  include  a distinguished  panel  representing  the  fields  of  medicine  and 
meteorology  from  university,  public  health  and  other  professional  settings. 

PROGRAM  CO-CHAIRMEN:  Ralph  H.  Nestmann,  M.  D.,  and  Joseph  T.  Skaggs,  M.  D., 

Charleston. 

REGISTRATION  FEE:  A fee  of  $10.00  will  be  charged  all  registrants  except  nurses, 

medical  students,  interns  and  residents.  Fee  includes  admittance  to  group  luncheon.  Advance 
registration  is  requested.  Checks  should  be  made  payable  to  “WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION.” 

ACCREDITATION:  Attendance  at  course  will  be  acceptable  for  credit  toward  “The 

Physician’s  Recognition  Award”  of  the  American  Medical  Association.  Application  is  being 
made  to  the  American  Academy  of  General  Practice  for  accreditation. 

NOTE:  The  scientific  session  on  January  31,  1971,  will  be  preceded— on  Saturday, 

January  30— by  a 1:30-4:30  P.  M.  conference  geared  for  a lay  audience,  with  this  program 
also  to  be  held  at  the  Daniel  Boone  Hotel.  There  will  be  NO  registration  fee  for  this 
conference. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  wishing  to  spend  the  night  in  Charles- 

ton should  communicate  directly  with  the  reservation  manager  of  the  hotel  or  motel  where 
they  wish  to  stay. 

For  advance  registration,  please  complete  the  following  form  and  mail  to:  WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION,  POST  OFFICE  BOX  1031,  CHARLESTON,  WEST 
VIRGINIA  25324. 


Please  register  me  for  the  Fourth  Annual  Mid-Winter  Conference  on  Chest  Diseases  in 
Charleston  on  Sunday,  January  31,  1971.  My  $10.00  registration  fee  is  (is  not)  enclosed. 


Name  ( please  print) 


Specialty 


Address 


City 
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NATIONAL  HEALTH  INSURANCE  NOW? 

The  elected  representatives  of  the  people  of  this  nation  have 
decreed  that  comprehensive  health  care  is  a right  of  all 
citizens  regardless  of  the  ability  to  pay.  The  legislators,  how- 
ever, have  never  seen  fit  to  appropriate  sufficient  funds  to 
provide  comprehensive  medical  care  even  for  those  unable  to 
afford  this  service. 

Governmental  medical  care  programs  at  present  are  so 
fragmented  among  so  many  agencies  as  to  make  it  almost 
impossible  to  render  continuous  medical  care.  If  they  were  to 
be  united  and  paid  the  actual  cost  of  obtaining  medical  services, 
including  transportation,  this  major  economic  factor  affecting 
the  supply  of  medical  services  to  the  ghetto  and  low  income 
rural  areas  would  be  essentially  eliminated. 

Certainly  if  we,  the  people,  cannot  afford  continuous  com- 
prehensive medical  care  for  the  indigent,  medically  indigent 
and  aging  population,  we  are  most  certainly  unable  to  finance 
comprehensive  health  care  for  all. 

The  Medicare  law  created  a severe  health  manpower  short- 
age due  in  part  to  the  increase  in  the  demand  for  services  and 
in  part  to  the  uncontrolled  overutilization  of  services  available. 

A National  Health  Insurance  (NHI)  program  would  create 
even  more  manpower  shortages  at  this  time — compounding  the 
problem  of  obtaining  medical  services  for  all,  but  particularly 
for  those  in  the  ghetto  and  low  income  rural  areas  of  this 
nation. 


George  R.  Callender,  Jr.,  M.  D.,  President 
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EDITORIALS 


Three  years  ago  representatives  from  Alderson- 
Broaddus  College  and  Broaddus  Hospital  ap- 
peared before  the  Council  of  the  West  Virginia 

State  Medical  Associ- 
PHYSICIAN'S  ASSISTANT  ation  and  asked  for 
PROGRAM  AT  A-B:  the  support  of  the  As- 

A PROGRESS  REPORT  sociation  in  establish- 
ing an  experimental 
baccalaureate  degree  program  for  the  education 
of  physician’s  assistants.  The  Council  granted 
this  request  and  has  worked  with  the  College 
since  that  time  by  furnishing  members  to  serve 
on  the  Advisory  Council  for  the  program  and 
on  the  Committee  on  Curriculum  Development. 

The  work  of  structuring  the  curriculum  was 
time  consuming  and  arduous  since  there  were 
no  guidelines  to  follow  in  developing  an  inte- 
grated program  such  as  the  one  proposed.  The 
Advisoiy  Council  sought  and  received  consulta- 
tion from  several  nationally  known  medical  edu- 
cators, including  three  from  the  West  Virginia 
University  School  of  Medicine.  Those  from  the 
Association  and  the  University  continue  to  serve, 
as  the  senior  year  of  the  program  takes  final 
form. 

The  idea  of  increasing  the  productivity  of 
physicians  by  providing  them  with  highly  trained 
assistants  is  not  new,  for  certain  groups  of  phy- 
sicians who  have  a large  amount  of  technical 
work  to  do,  such  as  radiologists  and  pathologists, 


have  had  such  assistants  for  many  years.  How- 
ever, the  idea  of  having  assistants  especially 
trained  to  assist  doctors  who  have  a minimal 
amount  of  technical  work  as  part  of  their  prac- 
tice is  new.  Whether  an  assistant  can  be  trained 
to  do  well  some  of  the  time  consuming  tasks  of 
these  physicians,  such  as  taking  histories  and 
doing  screening  types  of  examinations,  is  the 
main  question  to  be  answered.  To  teach  stu- 
dents to  do  functions  such  as  these  means  that 
they  must  have  enough  courses  in  general  medi- 
cine and  surgery  to  give  them  breadth  as  well 
as  reasonable  depth  of  medical  thought  in  their 
approach  to  the  patient  and  his  disease.  In 
addition,  the  students  should  have  supervised 
clinical  experiences  either  during  their  college 
days  or  through  an  internship  after  graduation. 
The  Advisory  Council  has  chosen  to  include 
clinical  experience  as  part  of  the  four-year  col- 
lege course  and  most  of  the  students  will  be 
receiving  it  in  cooperating  hospitals,  clinics  and 
physician’s  offices.  A number  of  these  clinical 
clerkships  will  be  given  in  West  Virginia.  A few 
will  be  given  outside  the  State.  Interested  phy- 
sicians and  institutions  are  now  being  sought. 

The  planning  phase  of  this  experimental  pro- 
gram was  financially  undergirded  by  the  Com- 
monwealth Fund  of  New  York  City’.  The  Fund 
recently  extended  its  support  by  an  additional 
three-year  grant  of  $285,000.  This  will  enable 
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tlie  College  to  complete  the  development  of  their 
pioneering  baccalaureate  curriculum  in  this  new 
professional  field.  In  its  press  release  about  the 
grant,  Quigg  Newton,  president  of  the  Fund 
stated:  “This  grant  to  Alderson-Broaddus  Col- 
lege represents  a limited  extension  of  the  Com- 
monwealth Fund’s  major  interest  in  medical  edu- 
cation in  that  the  Physician’s  Assistant  program 
seeks  to  demonstrate  that  new  categories  of 
health  professional  care  can  be  trained  to  per- 
form the  less  judgmental  patient-care  tasks  that 
now  consume  so  much  of  the  doctor’s  time  and 
energy. 

“Hopefully,  through  the  use  of  professional 
help  of  this  kind  the  country’s  hard-pressed 
supply  of  physicians  can  make  better  use  of  their 
time,  knowledge,  and  skills  in  the  care  of  patients 
who  require  attention  and  services  that  only  a 
physician  can  give. 

“The  Alderson-Broaddus  program,  which  in- 
cludes affiliation  with  medical  and  hospital  re- 
sources of  West  Virginia,  is  also  a test  of  the 
premise  that  small  colleges  of  good  quality  can 
become  effective  centers  for  the  education  of 
these  Physician’s  Assistants.” 

The  West  Virginia  State  Medical  Association 
is  thus  taking  part  in  this  venture  by  helping 
to  guide  and  give  direction  to  an  innovative  and 
experimental  program  started  in  its  own  State, 
one  which  may  help  solve  some  of  the  pressing 
problems  in  the  delivery  of  health  care.  The 
Program  has  been  successful  thus  far  and  now 
has  an  enrollment  of  80  students,  18  of  whom 
are  in  their  third  year.  As  the  Physician’s  Assis- 
tant program  continues  to  accomplish  its  objec- 
tives, the  Association  can  feel  that  it  has  had  a 
significant  part  in  developing  a unique  and 
pioneering  concept  in  extending  medical  care.— 
Guest  Editorial  by  IIu  C.  Myers,  M.  D.,  Philippi. 


Editor’s  Note:  For  the  most  recent  develop- 

ment in  this  program,  please  see  item  in  the 
General  News  section  dealing  with  a new  Mellon 
Foundation  grant  for  Alderson-Broaddus. 


The  official  life  of  a President  of  the  West 
Virginia  State  Medical  Association  is  a busy  one 
and  he  who  accepts  this  high  office  puts  his 
private  life  and  medical  prac- 
ACTIVITIES  OF  tice  in  escrow  for  the  term  of 
THE  PRESIDENT  the  office.  Attendance  at  other 
state  conventions  becomes  a 
must,  for  there  he  learns  more  of  the  problems 
facing  all  doctors,  and  he  learns  techniques  for 
managing  his  own  Association. 


Attendance  at  various  committee  meetings 
within  his  State  Association  is  essential  from  both 
the  standpoint  of  knowing  what  these  committees 
are  doing  about  the  problems  placed  in  their 
hands,  and  principally  in  reporting  their  work 
to  the  component  societies.  The  personal  ap- 
pearance of  the  President  delivering  a message 
to  county  societies  is  the  best  possible  means  of 
promoting  better  understanding  between  mem- 
bers and  their  state  and  national  organizations. 

That  Dr.  George  R.  Callender,  Jr.,  is  aware  of 
his  responsibilities  and  has  already  begun  his 
arduous  task  is  demonstrated  by  his  itinerary 
for  his  first  and  second  months  in  office,  which 
included  attendance  at  the  Kentucky,  Indiana 
and  Pennsylvania  State  Medical  meetings;  ad- 
dresses to  five  county  societies,  and  conferences 
at  West  Virginia  University;  Buffalo,  New  York, 
and  Jackson’s  Mill. 


During  a session  of  the  House  of  Delegates  at 
the  State  Medical  Association’s  103rd  Annual 
Meeting  the  delegates  voted  an  important  change 
in  the  Constitution,  to  wit: 
HOUSE  REFORM?  Past  Presidents  are  no  longer 
permitted  a vote  in  the  pro- 
ceedings in  the  House  of  Delegates  unless  elec- 
ted to  serve  as  delegates  from  their  county' 
societies.  There  is  little  argument  that  this  re- 
form was  long  overdue.  It  can  be  presumed  that 
the  presiding  officer  will  continue  to  grant  the 
privilege  of  the  floor  to  the  ex-officers  so  that 
the  Association  will  not  be  deprived  of  the  wis- 
dom of  the  past. 

However,  age,  experience  and  past  position 
are  not  particular  attributes  in  the  present  out- 
look of  medicine  and  have  little  to  offer  in  de- 
termining our  medical  destiny.  Bright  new  ideas 
are  necessary  to  improve  our  quality  of  medical 
care,  directly  to  our  patients  or  indirectly  via 
the  rash  of  intermediaries  with  which  we  are 
engulfed. 

To  any  physician  attending  a session  of  the 
House  of  Delegates  of  the  West  Virginia  State 
Medical  Association,  it  must  be  a shocker  to  note 
the  absence  of  so  many  delegates.  Some  societies 
and  delegates  are  apathetic  toward  the  House, 
feeling  its  actions  have  little  relevancy  toward 
their  professional  problems.  This  merely  indi- 
cates poor  communication. 

Any  physician  who  has  attended  a House  of 
Delegates  meeting  in  another  state  must  have 
noted  the  almost  100  per  cent  attendance,  the 
long  and  arduous  sessions  and  the  prolonged 
debate  and  conscientious  concentration  that  are 
given  to  their  pertinent  problems. 
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Some  of  the  reforms  suggested  by  our  dele- 
gates were:  (1)  roll  call  and  published  atten- 
dance of  same  in  the  Proceedings  of  the  House; 
(2)  an  established  quorum;  (3)  determination 
by  component  societies  in  advance  that  their 
elected  representatives  will  attend  the  conven- 
tion and  the  meetings  of  the  House;  and  (4) 
some  change  in  the  present  arrangement  of  hold- 
ing House  meetings  before  the  convention  and 
during  the  final  hours  of  the  convention  which 
necessitates  a longer  and  more  expensive  stay 
than  many  delegates  feel  they  can  afford. 

Several  states  now  hold  their  House  of  Dele- 
gates meeting  at  a time  and  place  apart  from 
the  scientific  meeting.  Apparently  this  change 
has  developed  better  attendance  and  more  dis- 
cussion within  the  House. 

Maybe  the  status  quo  is  still  acceptable,  but 
in  this  era  of  rapid  change  and  revolution,  it  is 
well  for  us  to  reexamine  our  policies  and  proce- 
dures to  be  sure  that  we  are  in  step  with  medical 
progress. 


In  the  September  issue  of  The  Journal  there 
appeared  an  article  and  editorial  on  peer  review 
showing  us  how  a procedure  of  peer  review  can 
be  instituted  in  West  Virginia— 
PEER  REVIEW  providing  the  plan  of  the  Com- 
mittee on  Medical  Education 
and  Hospitals  is  adopted,  accepted  and  financed 
by  the  Regional  Medical  Program. 

Peer  review  is  a mechanism  whereby  the  clin- 
ical standards  of  a practicing  physician  can  be 
appraised  by  a member  of  equal  standing  in  the 
same  medical  community  and  whereby  such 
standards  can  be  evaluated  according  to  the 
norm  of  that  particular  area.  Obviously,  one 
does  not  expect  to  find  the  same  level  of  medical 
excellence  in  remote  country  practice  without 
lab  and  x-ray  facilities  that  would  be  customary 
in  a teaching  hospital. 

Some  method  of  medical  probity  has  been 
recommended  by  all  the  large  societies  of  or- 
ganized medicine.  In  the  future,  it  will  be  de- 
manded by  third  party  medicine. 

Many  safeguards  have  to  be  embodied  in  the 
guidelines  of  review  before  there  will  be  general 
acceptance.  There  must  be  confidentiality  and 
ethical  integrity  of  the  reviewer.  Most  of  the 
examinees  would  prefer  the  review  to  be  done 
by  a physician  of  their  choice.  The  interpretation 
of  a layman,  however  intelligent  and  discreet, 


will  be  viewed  by  some  physicians  as  a real 
obstacle  to  success  of  the  project. 

With  a general  clamor  for  such  review  from 
many  agencies,  one  wonders  how  frequent  such 
an  appraisal  must  be  done.  Will  this  present 
process  of  the  West  Virginia  State  Medical  Asso- 
ciation be  acceptable  to  II.  E.  W.  and  all  other 
intermediaries?  Is  the  information  so  obtained 
available  to  government,  insurance  carriers,  etc., 
or  shall  any  third  party  be  able  to  demand  an- 
other evaluation? 

It  seems  that  everybody  is  getting  into  the 
act  of  peer  review  and  it  may  now  have  passed 
beyond  the  voluntary  stage  proposed  by  the  gov- 
ernment. So  again  we  are  in  a hassle  between 
government  and  organized  medicine  in  our  ef- 
forts to  develop  a form  of  review  which  is  satis- 
factory, acceptable  and  not  an  affront  to  phy- 
sicians. 

When  government  subsidizes  the  treatment  of 
the  sick  you  may  be  sure  government  will  estab- 
lish control  of  all  facets  of  medical  care.  In 
effect  this  is  now  true  in  the  administration  of 
Medicare  and  audit  and  review  committees  act 
according  to  the  guidelines  of  the  HEW  inter- 
mediary. In  any  approved  hospitals  there  are 
audit  and  review  committees  which  establish 
standards  of  medical  procedure  to  which  all 
staff  members  must  adhere  rigidly. 

Sen.  Wallace  F.  Bennett  of  Utah  has  intro- 
duced an  amendment  to  the  Social  Security- 
Amendments  of  1970  which  would  establish  Pro- 
fessional Standards  Review  Organizations.  He 
said,  “I  believe  that  physicians  properly  organ- 
ized and  with  the  proper  mandate  are  capable 
of  conducting  an  effective  review  program  and 
1 believe  my  amendment  woidd  provide  the 
necessary  means  by?  which  organized  medicine 
could  assume  responsibility  for  that  review.”  The 
Bennett  amendment  has  been  altered  several 
times  and  the  actual  details  of  the  final  draft 
are  not  available. 

The  AMA  opposes  the  amendment  and  while 
the  outcome  is  in  doubt,  government  in  the  past 
has  generally  prevailed  over  objections  of  the 
AMA.  It  does  seem  it  would  be  desirable  to 
leave  peer  review  to  responsible  medical  organ- 
izations. Various  systems  should  be  tried  before 
settling  into  a final  and  ultimate  process. 

Medical  societies  and  individual  physicians 
should  make  their  wishes  known  to  our  AMA 
Delegates  before  the  Clinical  Convention  in  Bos- 
ton in  late  November. 
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WVU  Liaison  Committee  Weighs 
Medical  Education  Challenges 

The  future  of  medical  education  at  both  under- 
graduate and  postgraduate  levels,  and  the  role  of 
West  Virginia  University’s  Medical  Center  in  meet- 
ing the  challenges  ahead,  received  a thorough  re- 
view at  a meeting  in  Morgantown  late  in  September. 

Members  of  the  State  Medical  Association’s  WVU 
Liaison  Committee  had  an  opportunity  to  express 
to  Dr.  Frank  W.  McKee,  newly  appointed  Dean  of 
the  WVU  Medical  School,  and  to  other  Medical 
Center  staff  members,  interests  and  concerns  stem- 
ming from  individual  areas  of  practice. 

Dr.  E.  F.  Heiskell,  Jr.,  of  Morgantown,  the  Com- 
mittee Chairman,  announced  at  the  outset  that 
there  would  be  no  agenda  for  the  meeting,  and 
he  urged  that  an  air  of  informality  be  the  order  of 
the  day.  He  then  introduced  Dr.  McKee  for  remarks 
that  led  into  a variety  of  subject  areas. 

Doctor  McKee  reviewed  his  past  experience  in 
administrative  and  other  positions  at  medical  schools 
and  clinical  hospitals.  He  said  he  first  began  to 
think  in  depth  about  the  delivery  of  health  care 
in  less  populated  areas  during  a year  as  Medical 
Director  of  the  Rochester,  New  York,  Regional  Hos- 
pital Council,  where  he  had  liaison  responsibilities 
with  staffs  of  several  small  hospitals  in  an  11- 
county  area. 

Recognizing  the  responsibility  of  WVU’s  Medical 
School  to  the  state’s  citizens,  Doctor  McKee  said 
that  “it  is  incumbent  upon  us  at  the  school  to  put 
the  needs  and  health  requirements  of  the  state  at 
the  top  of  our  list.” 

He  said  he  was  quite  anxious  to  be  involved  in 
the  state’s  health  problems;  and  to  shape  Medical 
School  programs  toward  supplying  necessary  per- 
sonnel and  cooperation  in  whatever  areas  Com- 
mittee members’  interests  might  lie. 

Doctor  McKee  further  told  the  approximately  25 
persons  present  that  the  Medical  School  can  use  all 
the  help  it  can  obtain.  He  said  he  would  be  anxious 
to  receive  from  the  Committee  any  thoughts  about 
how  the  School  also  can  be  helpful  to  it;  to  the 
medical  profession,  and  to  the  patients  who  repre- 
sent the  group  ultimately  to  be  served. 

When  a student  is  graduated  from  medical  school, 
Doctor  McKee  added,  he  is  as  close  as  he  ever  will 
be  to  preparation  for  general  practice — with  future 
years  to  determine  what  he  actually  does  in  the 
field  of  medicine.  The  WVU  program  accordingly 


is  designed,  the  Dean  said,  to  produce  an  essentially 
undifferentiated  physician,  and  then  let  him  pursue 
whatever  course  he  sees  as  best  for  him  in  circum- 
stances in  which  he  later  finds  himself.  . 

Curriculum  Changes  Discussed 

Much  of  the  discussion  at  the  meeting  centered 
about  curriculum  revisions  at  the  Medical  School, 
and  the  new  Selective  Experience  Program  which 
allows  fourth-year  students  to  spend  up  to  24  weeks 
receiving  training  in  11  “teaching”  hospitals  in  the 
state.  Doctor  McKee  said  the  program  permitting 
students  to  go  to  these  hospitals,  and  hopefully  later 
into  other  practice  situations,  will  be  an  exposure 
of  great  importance  not  only  for  students  and  physi- 
cians, but  also  for  Medical  School  staff  that  must 
continually  be  ready  to  alter  programs  to  meet  the 
needs  of  particular  times. 


as  the  State  Medical  Association’s  West  Virginia  University 
Liaison  Committee  met  with  several  members  of  the  WVU 
Medical  Center  staff  in  Morgantown.  Standing  (left  to  right) 
are  Dr.  George  R.  Callender,  Jr.,  of  Charleston,  President  of 
the  State  Medical  Association;  and  Dr.  Charles  E.  Andrews, 
Provost  for  Health  Sciences  at  the  Medical  Center.  Seated 
(left  to  right)  are  Dr.  Frank  Wr.  McKee,  Dean  of  the  WVU 
Medical  School,  and  Dr.  E.  F.  Heiskell,  Jr.,  of  Morgantown, 
Clinical  Professor  of  Surgery  at  the  Medical  Center  and 
Chairman  of  the  Liaison  Committee. 

In  answer  to  a series  of  questions  from  Dr.  George 
R.  Callender,  Jr.,  of  Charleston,  President  of  the 
State  Medical  Association,  Dr.  Roland  E.  Schmidt 
said  the  Medical  School  staff  recognizes  there  are 
certain  areas  of  medicine  that  do  not  lend  them- 
selves best  to  hospital  based  experience.  Doctor 
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Schmidt,  Associate  Professor  of  Pediatrics  and  Act- 
ing Assistant  Dean  for  Curriculum  at  the  Medical 
School,  explained  that  areas  in  which  more  office 
practice  might  be  desirable  include  pediatrics;  fam- 
ily practice;  dermatology;  ophthalmology  and  oto- 
laryngology. He  added,  however,  that  the  Medical 
School  staff  needs  suggestions  from  persons  outside 
the  Medical  Center  complex  regarding  the  format 
in  which  it  can  expand  or  develop  programs.  He 
also  said  that  certain  fields,  such  as  obstetrics,  might 
be  suitable  for  development  of  certain  core  experi- 
ence in  other  hospitals  for  third-year  medical  stu- 
dents. 

Dr.  Charles  E.  Andrews,  Provost  for  Health  Sci- 
ences at  WVU,  agreed  that  some  development  of 
third-year  clerkships  in  hospitals  might  be  a logical 
way  to  go,  particularly  as  medical  school  enrollment 
increases.  But  he  noted  that  there  are  certain  basic 
objectives  to  be  achieved  in  each  year  of  medical 
school,  and  that  this  must  be  considered  in  any 
change  in  curriculum  for  the  third-year  students. 

Dr.  David  Z.  Morgan,  Assistant  Dean  of  the  Medi- 
cal School  and  Chairman  of  the  West  Virginia  Joint 
Council  on  Teaching  Hospitals,  asked  Committee 
members  to  provide  the  Council  with  suggestions 
for  new  projects  or  programs  that  might  fall  in  that 
group’s  area  of  responsibility.  He  said  the  Council’s 
Executive  Committee  will  meet  early  in  October, 
with  the  next  full  Council  session  set  for  December. 

Students  Stimulate  Hospital  Staffs 

Doctor  McKee  reiterated  that  the  presence  of 
students  in  hospitals  will  have  a major  impact  on 
general  medical  education.  He  said  they  would 
provide  a stimulus  for  hospital  staffs  as  they  assume 
new  responsibilities  for  instruction  and  training. 
Doctor  Schmidt  reported  that  the  Medical  School 
had  not  received  a single  unfavorable  report  to  date 
from  any  student  with  regard  to  the  Selective  Ex- 
perience Program  launched  this  year. 

In  answer  to  another  question  from  Doctor  Cal- 
lender, Doctor  Andrews  said  there  were  no  current 
plans  for  a Chair  of  Continuing  Education  at  the 
Medical  School,  although  some  new  positions  have 
been  included  in  the  1971-72  budget  request.  Doctor 
Andrews  explained  that  the  Medical  Center  stance 
before  Legislative  Finance  Committees  generally 
has  been  that  the  undergraduate  program  must  be 
developed  first  to  effective  and  desirable  levels. 

Doctor  McKee  cautioned  that  continuing  educa- 
tion is  “not  something  to  be  done  with  the  left 
hand.”  Such  a program  requires  a full-time  director 
and  a solid  foundation  of  knowledge,  he  said.  Doctor 
McKee  expressed  hope,  however,  that  the  Medical 
School  would  be  able  to  move  into  continuing  edu- 
cation as  “another  important  area  in  which  we  have 
responsibility.” 

During  a discussion  of  budget  matters,  Doctor 
McKee  said  that  management  of  a medical  educa- 
tion program  calls  for  the  “same  caution  and  pru- 
dence we  show  in  our  own  personal  lives.”  He 
said  he  felt  the  WVU  Medical  School  was  solvent, 
(Continued  on  Page  404) 


State  Heart  Association  Elects 

Doctor  Cornwell  President 

Dr.  Forest  A.  Cornwell,  Project  Director-Health 
Director  of  Mountaineer  Family  Health  Plan,  Inc., 
at  Beckley,  has  been  elected  President  of  the  West 
Virginia  Heart  Association. 


Named  President  elect  at  the  Association’s  annual 
meeting  at  Pipestem  Resort  late  in  September  was 
Dr.  Thomas  J.  Tarnay,  Assistant  Professor  of  Sur- 
gery at  the  West  Virginia  University  Medical  Center 
in  Morgantown. 

Dr.  Harold  Sellinger  of  Charleston  is  the  new 
Vice  President. 

Among  special  awards  made  at  the  meeting  were 
two  to  Dr.  Morris  H.  O’Dell,  Charleston  thoracic 
surgeon,  and  Mrs.  O’Dell  as  medical  and  non- 
medical “Outstanding  Volunteers  of  the  Year.” 

This  marked  the  first  time  that  these  Association 
awards  have  been  won  by  a husband-wife  team. 

Doctor  Cornwell,  former  Chairman  of  the  West 
Virginia  State  Medical  Association’s  Section  on  Pedi- 
atrics, is  a native  of  Dallas,  Texas.  He  received 
his  B.  S.  degree  in  medicine  and  his  M.  D.  degree 
from  the  University  of  Kansas. 

After  serving  his  internship  in  the  U.  S.  Naval 
Hospital  at  Bainbridge,  Maryland,  Doctor  Cornwell 
practiced  as  a pediatrician  in  Texas  before  coming 
to  Beckley  in  April,  1956.  He  served  at  Miners 
Memorial  Hospital,  Beckley  Appalachian  Regional 
Hospital  and  the  Southern  West  Virginia  Clinic  be- 
fore becoming  affiliated  with  the  health  plan  agency. 

Doctor  Tarnay  received  his  A.  B.  degree  from 
Cornell  University  and  his  M.  D.  degree  from  Co- 
lumbia University’s  College  of  Physicians  and  Sur- 
geons. He  is  certified  by  the  American  Boards  of 
Surgery  and  Thoracic  Surgery.  He  served  last  year 
as  Vice  President  of  the  Heart  Association. 

Those  named  to  the  Association’s  Board  of  Direc- 
tors for  three-year  terms  include  Drs.  William  M. 
Carter  and  Herbert  Pomerance  of  Charleston;  Ed- 
ward M.  Carter,  Robert  J.  Marshall,  Herbert  E. 
Warden  and  Lowell  Mouser,  Morgantown;  John  E. 
Stone,  Huntington;  A.  C.  Thompson,  Elkins,  and  H. 
Draper  Warren,  Beckley. 


Forest  A.  Cornwell,  M.  D. 


Thomas  J.  Tarnay,  M.  D. 
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Beckley  Surgeon  To  Head 
State  Cancer  Society 

Dr.  I.  Braxton  Anderson,  a Beckley  surgeon,  is 
the  new  President  of  the  West  Virginia  Division  of 
the  American  Cancer  Society.  He  has  been  affiliated 

with  the  organization’s 
Raleigh  County  Society 
since  1953,  and  has 
served  as  chairman  of 
that  group’s  Service 
Committee. 

The  West  Virginia  Di- 
vision also  elected  Dr. 
Robert  L.  Leadbetter  of 
Charleston  as  its  vice 
president,  and  renamed 
Mrs.  D.  N.  Thomas  of 
Weirton  as  Chairman  of 
the  Board. 

Doctor  Anderson  is  a 
member  of  the  American 
Medical  Association,  the 
West  Virginia  State  Medical  Association,  the  Raleigh 
County  Medical  Society,  the  American  College  of 
Surgeons  and  the  International  College  of  Surgeons. 


wvu  Liaison  Committee 

(Continued  from  Page  403) 

at  the  moment.  Support  of  faculty  there  is  about 
evenly  divided  between  funds  provided  by  the  state, 
and  money  from  internal  operations  supplemented 
by  a $400,000  special  project  grant  from  the  U.  S. 
Department  of  Health,  Education  and  Welfare.  Doc- 
tor McKee  said  that  whether  that  grant  would  be 
continued  was  uncertain. 

Medical  Education  Is  Costly 

The  Dean  said  that  if  there  is  an  expectation  the 
WVU  Medical  School  will  continue  with  a progres- 
sive and  high-quality  education  program,  some  ad- 
ditional resources  will  be  needed.  He  added  that 
“if  you  want  to  get  into  . . . heart  transplants  and 
other  new  things,  that’s  great.  But  let’s  see  the 
money  first.”  Doctor  Andrews  earlier  had  com- 
mented that  the  Medical  School  in  effect  offered  a 
basic  program,  with  no  financial  margin  for  new 
undertakings. 

Doctor  McKee  also  was  critical  of  exhortations 
in  Washington,  D.  C.,  for  enrollment  increases.  Such 
increases,  he  emphasized,  are  enormously  expensive, 
with  no  school  in  the  United  States  currently  able 
to  operate  with  only  resources  provided  by  stu- 
dents. He  said  that  the  WVU  program  must  be 
geared  to  keep  enrollment  and  the  educational  pro- 
gram in  balance  not  only  with  student  resources, 
but  also  those  from  endowment  and  other  areas. 

Doctor  Andrews  asked  Committee  members  if 
they  were  aware  of  the  out-patient  central  appoint- 
ment system  now  in  operation  at  the  Medical  Cen- 
ter. He  said  he  felt  this  has  operated  better  than 
anything  else  the  center  has  tried  in  some  time. 


An  office  to  be  called  by  a physician  is  listed,  with 
a nurse  available  to  take  the  necessary  information, 
make  the  appointment,  confirm  these  arrangements 
with  the  physician  and  remind  the  patient  of  the 
appointment  time. 

Group  Practice  Pros  and  Cons 

A general  discussion  of  news  media  attention  to 
trends  toward  delivery  of  health  care  through  a 
group  or  hospital  type  of  practice  brought  a number 
of  questions.  Doctor  Callender  asked  if  there  is  a 
current  tendency  on  the  part  of  a student  completing 
medical  school  to  look  toward  affiliation  with  groups 
and  associations  instead  of  going  into  private  prac- 
tice. 

Doctor  Heiskell  said  he  felt,  on  the  basis  of  his 
personal  experience  and  association  with  senior  stu- 
dents in  large  numbers,  that  there  is  such  a trend. 
He  added  that  students  looking  for  group  practice 
use  a word  that  has  an  “aura  completely  unbeliev- 
able.” The  word  is  “comprehensive”  when  used 
with  respect  to  care,  Doctor  Heiskell  explained, 
but  he  said  students  are  shocked  when  they  are 
asked  if  they  are  prepared — after  their  long  medical 
education — to  spend  three-fourths  of  their  time  giv- 
ing physical  examinations  to  well  people. 

He  suggested,  also,  that  students  have  not  given 
much  thought  to  whether  group  practice  is  as  secure 
as  it  might  appear  to  be,  or  whether  they  really 
want  such  things  as  income  controlled  by  someone 
else.  Doctor  Heiskell  said  he  felt  the  thought  of 
going  out  into  rural  areas  where  they  would  be 
the  only  doctors  is  devastating  to  many  students. 

Doctor  McKee  said  that  schools  of  medicine  should 
not  be  in  roles  of  trying  to  influence  students  into 
going  into  any  particular  kind  of  practice.  Doctor 
Morgan  suggested  that  doctors  too  often  tend  to 
downgrade  their  own  profession,  and  fail  to  get 
across  to  their  students  and  the  public  what  fun 
and  independence  are  enjoyed  in  the  practice  of 
medicine.  This  feeling,  he  added,  rubs  off  on 
students. 

Hospital  Association  Names 
New  Executive  Officer 

Bruce  J.  Carter,  a 35-year-old  native  of  Iowa, 
has  assumed  duties  as  Executive  Vice  President  of 
the  West  Virginia  Hospital  Association.  He  suc- 
ceeds William  R.  Huff,  who  resigned  early  this 
year  and  now  is  Administrator  of  St.  Jude’s  Hospital 
in  Montgomery,  Alabama. 

Mr.  Carter  was  introduced  to  the  Hospital  Asso- 
ciation’s general  membership  during  an  annual 
meeting  late  in  October  in  White  Sulphur  Springs. 

For  the  last  six  years,  Mr.  Carter  has  been  Asso- 
ciate Director  of  the  Ohio  Hospital  Association.  He 
holds  a Master’s  Degree  in  Business  Administration 
from  Cornell  University,  and  also  has  completed 
graduate  work  in  the  field  of  hospital  administration 
at  Sloan  Institute  at  Cornell. 


I.  B.  Anderson,  M.  D. 
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Mellon  Foundation  Provides  Grant 
For  A-B  Health  Building 

Alderson-Broaddus  College  has  received  a $100,000 
grant  from  the  Richard  King  Mellon  Foundation  to 
help  finance  construction  of  a new  Nursing-Allied 
Health  Science  Building  on  its  campus  at  Philippi. 

The  grant,  the  first  from  the  Mellon  Foundation, 
will  be  used  for  a portion  of  the  building  to  be 
used  by  the  Physician’s  Assistant  Program.  College 
trustees  wrote  President  Richard  E.  Shearer,  in  con- 
nection with  the  gift: 

“The  trustees  acknowledge  that  the  Physician’s 
Assistant  Program  at  Alderson-Broaddus  is  the  first 
undergraduate-degree  program  in  the  United  States 
to  train  this  new  category  of  health  professionals, 
and  this  grant  represents  . . . recognition  of  the 
initiative  taken  by  Alderson-Broaddus  College  in 
developing  a new  educational  pattern  designed  to 
improve  health  care  in  this  country  . . 

President  Shearer  said  the  objective  of  the  Phy- 
sician’s Assistant  Program  is  “to  train  adequately  a 
new  member  of  the  health  science  team  to  work 
under  the  direction  of  a physician,  in  effect  ex- 
panding the  physician’s  services  to  patients  by 
working  through  an  aide.” 

Dr.  Hu  Myers,  of  Myers  Clinic  in  Philippi  and 
Chief  of  Staff  at  Broaddus  Hospital,  added  that  the 
“program  will  broaden  and  elevate  the  quality  of 
health  care  by  relieving  busy  physicians  of  some  of 
their  routine  work.” 


New  Medical  Director  Appointed 
For  Hancock-Brooke  Program 

Dr.  Rex  A.  Pittenger  will  succeed  Dr.  David  C. 
Norris  as  Director  of  Medical  Services  for  the 
Hancock-Brooke  Mental  Health  Service,  David  O. 
Miller,  Executive  Director  of  the  program,  has  an- 
nounced. 

The  Mental  Health  Service  is  an  agency  of  the 
Weirton,  Wellsburg  and  Follansbee  Community 
Chests. 

Doctor  Pittenger  is  Director  of  the  Staunton  Clinic 
of  the  University  of  Pittsburgh  and  Associate  Pro- 
fessor of  Psychiatry  at  Pitt’s  School  of  Medicine. 
He  is  the  author  of  publications  related  to  psychi- 
atric evaluations. 

After  receiving  an  A.  B.  degree  from  DePauw 
University  in  Greencastle,  Indiana,  Doctor  Pittenger 
attended  Yale  Divinity  School  and  then  worked  in 
a parish  in  Woodbury,  Connecticut,  from  1942  until 
1945. 

He  received  his  M.  D.  degree  from  the  University 
of  Minnesota  in  1949,  and  certification  by  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  in  1955. 
Doctor  Pittenger,  Director  of  the  Staunton  Clinic 
since  1955,  also  was  the  first  Administrator  in  1968 
of  the  Allegheny  County,  Pennsylvania,  Mental 
Health  and  Mental  Retardation  Program. 


Vanderbilt,  Louisville  Professors 
To  Address  State  Surgeons 


Faculty  members  from  the  Vanderbilt  University 
School  of  Medicine  and  the  University  of  Louisville 
will  be  among  speakers  for  the  fall  meeting  of  the 
West  Virginia  Division  of  the  American  College  of 
Surgeons  November  13  and  14  at  Mont  Chateau  in 
Morgantown. 


John  H.  Foster,  M.  D. 


Allan  M.  Lansing,  M.  D. 


The  program  will  include  a banquet  on  Friday 
evening,  November  13.  Dr.  Herbert  G.  Dickie,  Jr., 
of  Wheeling  is  President  of  the  West  Virginia  group. 

Dr.  John  Hoskins  Foster,  Professor  of  Surgery 
in  the  Vanderbilt  School  of  Medicine,  will  speak  on 
“Renovascular  Hypertension:  Diagnosis  and  Treat- 
ment,” and  on  “Elective  Resection  versus  Expected 
Treatment  of  Abdominal  Aortic  Aneurysm.” 

Speaking  on  “Iliofemoral  Venous  Thrombectomy” 
and  “Evaluation  of  the  Ischemic  Limb”  will  be  Dr. 
Allan  M.  Lansing,  Professor  of  Surgery  at  the  Uni- 
versity of  Louisville. 

Others  participating  in  the  program  will  include 
Dr.  Walter  Klingensmith  of  Beckley;  Dr.  Charles 
Hershey  of  Wheeling;  Dr.  John  Harrah  of  Charles- 
ton; Dr.  Schrae  LaPlante  of  Morgantown,  and  these 
other  faculty  and  staff  members  at  the  West  Vir- 
ginia University  Medical  Center  in  Morgantown: 

Dr.  E.  F.  Heiskell,  Jr.,  Clinical  Professor  of  Sur- 
gery; Dr.  Milton  Hales,  Professor  and  Chairman  of 
Pathology;  Dr.  Margaret  Albrink,  Professor  of  Medi- 
cine; Dr.  David  Jones,  Professor  of  Anatomy  and 
Surgery;  Dr.  Thomas  Tarnay,  Assistant  Professor 
of  Surgery;  Dr.  Mabel  Stevenson,  Assistant  Profes- 
sor of  Pathology,  and  Dr.  Tom  J.  Altizer,  Resident 
in  Orthopedic  Surgery. 

Additional  information  about  the  November  13-14 
meeting  can  be  obtained  from  Dr.  Alvin  L.  Watne, 
Professor  of  Surgery,  School  of  Medicine,  WVU 
Medical  Center,  Morgantown  26506. 


Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the 
insignia  of  the  West  Virginia  State  Medical 
Association,  is  kept  on  hand  at  all  times  at 
the  headquarters  offices  in  Charleston.  The 
price  of  each  emblem  is  $5.00  postpaid. 


November,  1970,  Vol.  66,  No.  11 


405 


Automation  Leads  to  New  Role 
For  Clinieal  Laboratory 

Recent  developments  and  new  techniques  in  auto- 
mation have  had  far-reaching  effects  in  the  clinical 
laboratory  field.  With  the  introduction  of  new  sys- 
tems and  many  new  procedures,  the  clinical  labora- 
tory has  become  an  increasingly  vital  part  of  the 
medical  profession.  It  has  been  estimated  that  ap- 
proximately one-half  billion  clinical  laboratory 
tests  are  performed  in  the  United  States  each  year, 
and  that  by  1975  the  rate  will  double. 

With  the  increased  demand  for  quicker  and  more 
complex  services,  many  laboratories  have  felt  keenly 
the  need  to  develop  uniform  standards  of  perfor- 
mance. As  a consequence,  quality  control  measures, 
long  a mainstay  of  business  and  industry,  have  been 
applied  with  considerable  success  in  the  laboratory 
field.  An  integral  part  of  such  a program  involves 
the  extensive  use  of  external  quality  control  (pro- 
ficiency testing).  Survey  testing  by  a central  facility 
can  provide  valuable  assistance  in  promoting  im- 
proved laboratory  efficiency. 

Dr.  N.  H.  Dyer,  West  Virginia’s  Health  Director, 
reports  that  the  State  Hygienic  Laboratory  has  re- 
cently offered  a voluntary  proficiency  testing  pro- 
gram, free  of  charge,  to  many  of  the  hospital  and 
independent  clinical  laboratories  within  the  state. 

The  main  objectives  of  such  a program  are:  (1) 
to  provide  measures  of  reproductive  potential  for 
a given  method  among  individual  laboratories;  (2) 
to  provide  a measure  for  comparison  of  results 
among  participating  laboratories;  (3)  to  measure 
the  precision  of  performance  of  laboratory  proce- 
dures; and  (4)  to  determine  future  training  needs 
for  laboratory  personnel. 

Working  within  the  framework  of  guidelines  in 
the  Clinical  Laboratories  Improvement  Act  of  1967 
and  current  regulations  governing  independent  lab- 
oratories under  the  Medicare  Program,  the  State 
Laboratory  has  established  a program  of  voluntary 
laboratory  improvement.  In  addition  to  proficiency 
testing,  this  will  involve  training  courses,  frequent 
consultation,  laboratory  visitation  and  individual 
bench  training.  This  current  program,  Doctor  Dyer 
adds,  has  been  designed  as  a supplement  to  existing 
proficiency  testing  programs  in  the  nation,  such  as 
those  offered  by  the  College  of  American  Pathology 
and  the  American  Association  of  Bioanalysts. 

Full-scale  testing  was  begun  in  July,  1970,  with 
27  laboratories  throughout  the  state  participating 
in  an  initial  survey  in  hemoglobinometry.  For  the 
remaining  months  of  1970,  planned  areas  of  testing 
will  include  clinical  chemistry  hematology  and 
bacteriology.  As  the  need  develops  and  as  facilities 
and  materials  become  available,  an  expanded  pro- 
gram will  be  implemented. 

Response  to  the  early  phases  of  the  program  has 
been  favorable.  The  27  laboratories  currently  en- 
rolled represent  approximately  one-fifth  of  all  lab- 
oratories in  the  state.  The  Health  Department  hopes 
that  the  calendar  year  1971  will  bring  an  even 
greater  number  of  laboratories  into  the  program. 


23rtl  Rural  Health  Conference 
Provides  Varied  Program 

Approximately  300  persons  directed  renewed  at- 
tention to  medical  care  and  related  needs  in  West 
Virginia’s  communities  at  the  23rd  annual  Rural 
Health  Conference  October  1 at  Jackson’s  Mill. 

The  conference  again  was  sponsored  as  a public 
service  by  the  West  Virginia  State  Medical  Associa- 
tion with  those  present  including  representatives  of 
state  and  county  health  agencies,  agricultural  ex- 
tension services,  home  demonstration  councils  and 
local  Farm  Bureaus. 

Cooperating  with  the  Medical  Association’s  Rural 
Health  Committee  in  arranging  and  conducting  the 
program  were  the  West  Virginia  Home  Demon- 
stration Council,  the  State  Department  of  Health, 
the  West  Virginia  Farm  Bureau  and  West  Virginia 
University’s  Cooperative  Extension  Service. 

With  Dr.  Martha  J.  Coyner  of  Harrisville,  Chair- 
man of  the  Rural  Health  Committee,  presiding,  the 
program  began  with  a review  of  “Contemporary 
Drug  Abuse — Its  Risks  and  Complications,”  by 
three  students  from  the  WVU  School  of  Pharmacy. 

Tom  Robinette  of  Bluefield,  Tom  Mclntire  of  Par- 
kersburg and  Stephen  Brooks  of  Mullens  used  a 
slide  presentation  effectively  in  their  discussion  of 
drugs  falling  into  the  general  categories  of  de- 
pressants and  stimulants,  and  of  marijuana. 

Dr.  Roland  E.  Schmidt,  Professor  of  Pediatrics 
and  Acting  Assistant  Dean  for  Curriculum  at  WVU’s 


Medical  care  and  other  needs  in  West  Virginia’s  com- 
munities concern  these  two  physicians  pictured  at  the  23rd 
annual  Rural  Health  Conference.  Dr.  Roland  E.  Schmidt 
(left).  Acting  Assistant  Dean  for  Curriculum  at  the  West 
Virginia  University  School  of  Medicine,  told  the  conference 
about  a new  program  under  which  senior  medical  students 
now  may  spend  part  of  their  fourth  and  final  year  in  selected 
community  hospitals.  At  the  right  is  Dr.  N.  H.  Dyer,  West 
Virginia’s  Health  Director,  whose  Department  is  among 
agencies  cooperating  with  the  State  Medical  Association  in 
sponsorship  of  the  annual  conference. 
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School  of  Medicine,  followed  with  an  explanation  of 
program  changes  under  which  senior  medical  stu- 
dents now  spend  part  of  their  fourth  and  final  year 
at  selected  community  hospitals  in  the  state  and 
receive  University  credit. 

The  afternoon  program  opened  with  an  address 
by  Dr.  George  R.  Callender,  Jr.,  of  Charleston,  Pres- 
ident of  the  West  Virginia  State  Medical  Associa- 
tion. 

After  identifying  a number  of  economic  and  other 
problems  which  he  said  often  lead  to  inadequate 
medical  care  and  other  services  in  rural  areas, 
Doctor  Callender  urged  support  of  budget  requests 
by  governmental  agencies  who  operate  medical  and 
health  care  programs. 

Mrs.  Raymond  Ewing,  R.N.,  of  Charleston  de- 
scribed a program  called  “Health  Talkabouts”  rep- 
resenting new  efforts  to  stress  preventive  care  as  a 
step  toward  easing  rural  health  problems. 

The  program  has  found  health  personnel  visiting 
hollows  and  other  relatively  isolated  areas  to  talk 
about  such  things  as  first  aid,  safety,  care  of  the 
sick  at  home  and  signals  indicating  possible  in- 
stances of  cancer.  These  sessions  have  reached  to 
date  more  than  1,000  children  and  adults  in  20 
communities  in  the  state. 

A report  on  the  recent  West  Virginia  Nutrition 
Survey  by  Mrs.  Margaret  Ferguson,  Director  of  the 
State  Department  of  Health’s  Nutrition  Bureau, 
concluded  the  formal  conference  program. 

Mrs.  Ferguson  presented  various  charts  and 
graphs  depicting  survey  results  measured  to  date, 
and  indicated  that  some  information  remained  to 
be  put  into  final  form.  She  also  made  available  to 
all  conference  participants  detailed  summaries  of 
the  survey. 


Univ.  of  Va.  Medical  School 
Announces  PG  Program 

A varied  program  of  postgraduate  medical  edu- 
cation has  been  arranged  by  the  University  of  Vir- 
ginia School  of  Medicine  for  the  current  academic 
year. 

The  fall  series  of  Thursday  afternoon  lectures  be- 
gan on  September  24  and  will  continue  through 
November  19. 

On  November  13-14,  there  will  be  a program  on 
“Problems  of  the  Newborn — 1970”  which  will  be  fol- 
lowed by  an  Asthma  Conference  on  December  11. 

The  Eighth  Annual  Medical  Seminar  will  be  held 
February  17-19,  1971,  at  the  Homestead  in  Hot 
Springs,  Virginia,  and  this  will  be  followed  by  the 
Virginia  Section  Meeting  of  the  American  College  of 
Physicians  on  February  20. 

Student  Cancer  Day  is  slated  for  March  5,  and  the 
Spring  Series  of  Thursday  afternoon  lectures  begins 
on  March  4 and  will  continue  through  April  29. 

A Course  in  Electrocardiography  and  Vectorcardi- 
ography will  be  offered  March  25-27,  to  be  followed 
by  the  Swineford  Allergy  Conference  on  April  2. 
The  final  event  will  be  an  Intensive  Respiratory 
Care  Workshop  for  Physicians,  May  13-15. 

Additional  information  and  programs  may  be  ob- 
tained by  contacting  Continuing  Education  Program, 
Box  333,  University  of  Virginia  Medical  Center, 
Charlottesville,  Virginia  22901. 


Tuberculosis  Group  Elect  Officers 

The  West  Virginia  Tuberculosis  and  Respiratory 
Disease  Association  elected  Robert  H.  Havens  of 
Parkersburg  as  its  President  at  its  50th  Annual 
Meeting  in  Fairmont  late  in  September.  Dr.  Joseph 
T.  Skaggs  of  Charleston  was  named  as  Vice  Presi- 
dent, with  Miss  Lela  House  of  Parkersburg  chosen 
as  Secretary  and  Winton  R.  Houck  as  Treasurer. 


Here  are  key  participants  in  West  Virginia’s  23rd  annual  Rural  Health  Conference.  In  the  left  photo,  three  students  from 
West  Virginia  University’s  School  of  Pharmacy  pose  with  Dr.  Martha  Jane  Coyner  of  Harrisville  prior  to  the  forenoon  session. 
The  students  (left  to  right),  Tom  Robinette  of  Bluefield,  Tom  Mclntire  of  Parkersburg  and  Stephen  Brooks  of  Mullens, 
conducted  an  interesting  discussion  on  “Contemporary  Drug  Abuse — Its  Risks  and  Complications.”  Doctor  Coyner,  who  pre- 
sided at  the  conference,  is  Chairman  of  the  West  Virginia  State  Medical  Association’s  Rural  Health  Committee.  In  the  photo 
at  the  right,  Dr.  George  R.  Callender,  Jr.,  of  Charleston,  the  State  Medical  Association's  President,  talks  with  two  others  who 
appeared  with  him  on  an  informative  afternoon  program — Miss  Margaret  Ferguson  (left),  Director  of  the  State  Health  De- 
partment’s Nutrition  Bureau;  and  Mrs.  Raymond  Ewing,  R.  N.  of  Charleston. 
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AMA's  24tli  Clinical  Convention 
Opens  Nov.  29  in  Boston 

The  24th  Clinical  Convention  of  the  American 
Medical  Association  November  29  to  December  2 in 
Boston,  Massachusetts,  is  expected  to  attract  7,500 
physicians,  guests,  medical  students,  residents, 
nurses,  other  allied  health  professionals  and  indus- 
trial and  scientific  exhibitors. 


Richard  E.  Flood,  M.  D.  Frank  J.  Holroyd,  M.  D. 


Simultaneously  with  the  scientific  program,  the 
AMA’s  House  of  Delegates  will  hold  one  of  its  two 
yearly  meetings  at  the  Statler-Hilton  Hotel.  The 
West  Virginia  State  Medical  Association’s  Delegates 
are  Drs.  Frank  J.  Holroyd  of  Princeton  and  Richard 
E.  Flood  of  Weirton.  Alternate  Delegates  are  Drs. 
Albert  C.  Esposito  of  Huntington  and  Thomas  G. 
Reed  of  Charleston. 

Also  in  conjunction  with  the  Convention,  the  12th 
National  Conference  on  the  Medical  Aspects  of 
Sports  will  be  held  at  the  Sheraton-Boston  Hotel 
on  November  29  under  auspices  of  the  AMA’s  Com- 
mittee on  the  Medical  Aspects  of  Sports.  Dr.  Richard 
W.  Corbitt  of  Parkersburg  is  a member  of  that 
Committee. 

The  November  29  opening  day  will  be  devoted 
to  registration  and  to  viewing  and  studying  scien- 
tific and  industrial  exhibits  at  Boston’s  John  B. 
Hynes  Civic  Auditorium.  The  study  program  will 
get  down  to  intensive  work  early  Monday  morning, 
November  30,  and  continue  without  letup  through 
December  2. 

Each  w'orking  day  Monday  through  Wednesday, 
December  2,  will  begin  at  7:30  A.M.  with  a special 
postgraduate  course.  The  courses  will  be  on  three 
separate  themes:  “Anesthesia  and  Immediate  Post- 
operative Care;”  “Fluid  and  Electrolyte  Balance,” 
and  “Treatment  of  Burns.” 

Beginning  at  9:00  A.M.  each  day,  physicians  will 
be  able  to  select  among  three  general  scientific  ses- 
sions each  morning  period,  and  three  more  each 
afternoon,  for  a total  of  18.  Each  will  cover  one 
aspect  of  medical  care. 

Study  will  continue  through  the  lunch  period, 
with  three  luncheon  round  tables  scheduled  each 
day  for  three  days  at  the  Sheraton-Boston  Hotel. 


They  will  feature  informal  question-and-answer 
type  study. 

Headings  for  the  general  scientific  sections  cover 
such  topics  as  Surgery  of  the  Gastrointestinal  Tract; 
Coronary  Heart  Disease — One  Team’s  Approach; 
Applied  Genetics;  Problems  in  Pediatric  Surgery; 
Pollution  and  the  Physician;  Drug  Dependence- 
Causes,  Recognition,  Management  and  Prevention. 

Medical  Practice  in  the  Future;  Respiratory 
Pathophysiology  and  Pulmonary  Failure;  Clinical 
Immunology;  Clinical  Gynecology;  Renal  Failure; 
Adolescents'  Medical  Care;  Present  Day  Problems 
in  Obstetrics,  and  Cerebral-Vascular  Disease:  New 
Concepts. 


MCV  Announces  PG  Schedule 
For  1970-71 

The  Department  of  Continuing  Education  of  the 
Medical  College  of  Virginia  Medical  School  has 
announced  several  postgraduate  programs  which 
will  be  held  in  the  coming  months. 

The  schedule  includes  the  following  events: 

November  5-6,  1970 — Forty-second  Annual  Mc- 
Guire Lecture  Series  on  “Burns.” 

February  16-19,  1971 — The  Alton  D.  Brashear 
Postgraduate  Course  in  Head  and  Neck  Anatomy. 

February  25-26,  1971  — Twenty-fourth  Annual 

Stoneburner  Lecture  Series  on  “Adolescent  Pedi- 
atrics.” 

March  14-18,  1971 — Postgraduate  Course  in  Radi- 
ology (to  be  held  in  Williamsburg,  Virginia). 

March  19,  1971 — Emily  Gardner  Lectureship  in 
Pediatrics. 

April  16-17,  1971 — Postgraduate  course  in  “Car- 
diac Pacing,”  sponsored  by  the  American  College 
of  Cardiology  and  the  Medical  College  of  Virginia 
(to  be  held  in  Williamsburg,  Virginia). 

Programs  may  be  obtained  as  they  become  avail- 
able by  writing  to  Department  of  Continuing  Edu- 
cation, School  of  Medicine,  Medical  College  of  Vir- 
ginia, Richmond,  Virginia  23219. 


Dr.  C.  A.  Hoffman  Named  To  Head 
New  Bine  Shield  Group 

Dr.  C.  A.  Hoffman  of  Huntington  is  President  of 
the  newly  organized  Blue  Shield  of  Southern  West 
Virginia,  Inc.  Dr.  Albert  C.  Esposito  of  Huntington 
and  Wilson  Anderson,  Charleston  attorney,  are 
Vice  Presidents,  with  Dr.  Ralph  H.  Nestmann  of 
Charleston,  the  Secretary-Treasurer. 

The  non-profiit  organization  represents  a merger 
of  Blue  Shield  groups  in  Huntington  and  Charles- 
ton, including  Medical  Care,  Inc.,  in  Huntington  and 
Medical  Services,  Inc.,  in  Charleston. 

The  new  corporation  expects  to  serve  185,000 
members  and  to  pay  about  $3  million  a year  in 
benefits  in  providing  medical  care  by  physicians 
and  podiatrists  in  and  out  of  hospitals. 
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Nursing  Education  Trust  Awards 
Eight  Scholarships 

Officers  of  the  West  Virginia  Professional  Nursing 
Education  Trust  have  announced  the  award  of 
grants  to  eight  students  to  assist  them  in  their 
professional  nursing  programs. 

Trustees  renewed  the  second  grant  for  two  stu- 
dents, Mary  Constance  Coleman,  a junior  at  Wheel- 
ing Hospital;  and  Levena  May  Henderson,  a senior 
at  Ohio  Valley  General  Hospital,  also  in  Wheeling. 

The  six  new  grants  were  awarded  to: 

Joe  Anne  Gee  of  Madison,  a junior,  and  Sandra 
Sue  Nichols  of  St.  Albans,  a freshman,  of  St.  Mary’s 
Hospital  School  of  Nursing  in  Huntington;  Mrs. 
Susan  Rexroad  of  Fisher,  who  will  complete  her 
Associate  Degree  program  at  Fairmont  State  College; 
Mrs.  Billie  Vaught  Taylor  of  Athens,  who  will  com- 
plete her  Associate  Degree  program  at  Bluefleld 
State  College;  Bettie  Fae  Wood  of  Ansted,  a junior 
at  Alderson-Broaddus  College  in  Philippi;  and  Pa- 
tricia Ann  White  of  Enterprise,  who  will  complete 
her  Associate  Degree  program  at  Salem  College. 

More  than  $27,000  has  been  awarded  during  the 
past  12  years  to  55  professional  nursing  students 
through  the  trust.  Income  has  been  in  the  form  of 
contributions  from  businesses,  religious  groups, 
professional  nurses  and  friends  of  nursing. 

The  latest  grants  were  announced  by  Mr.  H.  P. 
Porter,  Charleston  attorney  and  Chairman  of  the 
Trust,  and  Miss  Nancy  K.  Martin  of  Moundsville, 
President  of  the  sponsoring  West  Virginia  Nurses 
Association. 


Looking  Back  10  Years  . . . 


Members  of  the  State  Medical  Association's  Public  Service 
Committee  posed  for  the  cameraman  during  a meeting  held 
in  Charleston  10  years  ago.  Pictured  from  left  to  right  are: 
Dr.  Everett  H.  Starcher,  then  of  Logan  and  now  residing  in 
Ripley;  the  late  Dr.  Charles  L.  Goodhand  of  Parkersburg, 
who  was  serving  as  Chairman;  and  Dr.  John  T.  Chambers  of 
Charleston. 


Regional  Health  Council 
Renames  Doctor  Hale 

The  Southern  West  Virginia  Regional  Health 
Council  has  re-elected  Dr.  Daniel  Hale  of  Princeton 
as  its  Chairman  and  Dr.  Ross  E.  Newman  of  Mullens 
as  Vice  Chairman  at  an  annual  meeting  held  in 
Beckley. 


The  Council,  with  Dr.  N.  Allen  Dyer  as  its  Execu- 
tive Director,  is  in  its  third  year  of  a demonstration 
program  in  comprehensive  health  care,  with  15 
separate  projects  already  initiated  in  a nine-county 
area. 

The  Council  also  re-elected  Rodney  L.  Webb  of 
Beckley  as  its  Secretary,  and  renamed  all  Executive 
Committee  members. 


Ohio  County  Society  Sets 
Seminar  for  Nov.  5 

The  Ohio  County  Medical  Society  has  scheduled 
its  Fort  Henry  Seminar  for  November  5 in  Oglebay 
Park’s  Glessner  Auditorium,  with  the  subject  for 
the  2:00  P.  M.  program  to  be  “You,  Your  Ulcer  and 
the  Patient.” 

Speakers  will  include  Dr.  Robert  Zollinger,  Pro- 
fessor of  Surgery  at  Ohio  State  University;  Dr. 
James  Roth,  Professor  of  Medicine  at  the  University 
of  Pennsylvania;  Dr.  Richard  Marshak,  Chief  of 
Radiology,  Mount  Sinai  Hospital,  New  York  City; 
Dr.  J.  Roy  Lancaster,  Associate  Professor  of  Sur- 
gery, West  Virginia  University  Medical  Center  in 
Morgantown,  and  Dr.  William  E.  Anderson,  Asso- 
ciate Professor  of  Medicine  at  WVU. 

The  meeting  has  been  aproved  for  four  hours  of 
credit  by  the  American  Academy  of  General  Prac- 
tice. 

A social  hour  and  dinner  will  be  held  from  5:00 
to  7:00  P.  M.,  to  be  followed  by  a discussion  period 
in  which  all  visiting  speakers  will  participate. 

Further  information  about  the  seminar  may  be 
obtained  from  Dr.  R.  S.  Robbins,  Ohio  Valley 
General  Hospital,  Wheeling.  Doctor  Robbins  is 
President  of  the  Ohio  County  Medical  Society. 


Daniel  Hale,  M.  D. 


Ross  E.  Newman,  M.  D. 
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MLB  Licenses  65  Physicians 
To  Practice  in  State 

The  Medical  Licensing  Board  of  West  Virginia 
licensed  the  following  44  physicians  by  direct  ex- 
amination to  practice  medicine  in  the  State  of  West 
Virginia  at  a meeting  held  at  The  Capitol  in 
Charleston,  June  16-18,  1970: 

Adi,  Adla,  Charleston 
Asli,  Reza  Parivash,  Wheeling 
Azer,  Magdi  Selim,  Charleston 
Baldia,  Liveo  Barrera,  New  York,  N.  Y. 

Barrera,  Francisco  Reposar,  Fairmont 
Bhatti,  Tajammul  Hussein,  Charlottesville,  Va. 
Brooks,  James  Locke,  III,  Perryopolis,  Pa. 
Carrion,  Carlos  Alfredo,  Phoenix,  Arizona 
Chang,  Tong  Hyun,  Philippi 

Crosby,  Thomas  William,  Morgantown 
Dia,  Elias  Luis  Duran,  Virginia  Beach,  Va. 

Eye,  Earl  Howard,  Jr.,  Franklin 
Fortner,  Thomas  Edward,  Charleston 
Friera,  Esteban  G.,  Romney 
Garmestani,  Ali  Asghar,  Huntington 
Gordon,  Alan  Gray,  Charleston 
Hawkins,  Richard  Allen,  Morgantown 
Knapp,  Mary  Frances,  Morgantown 

Lazaro,  Jaime  Esteban,  Huntington 
Lee,  Alberto  Chua,  Charleston 
Lee,  David  Paul,  Charleston 
Lorenzo,  Robert  Lee,  Camillus,  N.  Y. 

Mace,  Robert  Morgan,  Webster  Springs 
Maliska,  Jerry  A.,  Grundy,  Va. 

McCauley,  Roger  Lee,  Star  City 
McNeer,  Michael  Dennis,  Morgantown 
Medina,  Roldan  Garrido,  Uniontown,  Pa. 

Naegele,  Donald  Francis,  Morgantown 
Nguyen,  Loc  Quang,  Weirton 
Poulos,  Nicholas,  Wheeling 
Ramanan,  Sundaran  Venkata,  Morgantown 
Ruffner,  Joseph  David,  Jr.,  Durham,  N.  C. 
Shauer,  Alan  Bruce,  Arlington,  Va. 


Siha,  Victor  Labib,  Louisville,  Ky. 

Snead,  Orlando  Carter,  III,  Durham,  N.  C. 
Soriano,  Reynaldo  Cruz,  McMechen 
Stevenson,  James  Marcus,  Morgantown 
Tukel,  Resat  S.,  Smithers 
Uy,  Isidro  Pua,  South  Charleston 
Uy,  Manuel  Tan,  Madison 
Verzosa,  Vincente  Sievert,  Beckley 
Vincent,  Alfred  James,  Glen  Dale 
Withersty,  David  James,  Morgantown 
Yassim-Fard,  Hossein,  Wheeling 

The  following  21  physicians  were  licensed  by 
reciprocity  to  practice  medicine  in  the  State  of 
West  Virginia  at  a meeting  held  July  6,  1970: 

Baltimore,  Charles  Littleburg,  Jr.,  Man 
Bucs,  Roger  George,  Morgantown 
Carter,  Roy  George,  Morgantown 
Clark,  John  Wilson,  Hagerstown,  Md. 

Duffield,  George  Dyer,  Charleston 
Eden,  James  Arthur,  Raleigh,  N.  C. 

Ghiz,  Robert  LeRoy,  Charleston 
Harrah,  John  Dae,  Charleston 

Johnson,  Lowell  Erik,  Morgantown 
Kallam,  George  Byron,  Irving,  Texas 
Kibelstis,  John  Alexander,  Morgantown 
Meadows,  John  Otway,  Morgantown 
Meloy,  John  Harold,  Morgantown 
Mossburg,  William  Lee,  Morgantown 
Panayotova,  Marie  Luisa,  Fairmont 
Pomerance,  Herbert  Hart,  Charleston 

Reisenweber,  Harvey  Donaldson,  Martinsburg 
Wells,  Margaret  Staggers,  Morgantown 
Whieldon,  John  Albert,  Columbus,  Ohio 
Nerhood,  Robert  Clarke,  Morgantown 
Thompson,  Horace  Birtrude,  Jr.,  Morgantown 
Brown,  Francis  Duane,  Glen  Dale 

The  Fall  meeting  of  the  MLB  was  held  at  The 
Capitol  in  Charleston  on  October  5,  1970,  for  the 
purpose  of  licensing  physicians  by  reciprocity  to 
practice  medicine  in  the  State  of  West  Virginia. 


A regular  meeting  of  the  Central  West  Virginia  Medical  Society  brought  visitors  from  the  State  Medical  Association  and 
West  Virginia  University;  and  the  election  of  new  officers.  In  the  left  photo  are  Dr.  Rigoberto  Ramirez  of  Buckhannon, 
outgoing  President  of  the  Central  West  Virginia  Society;  Dr.  George  R.  Callender,  Jr.,  of  Charleston,  President  of  the  State 
Medical  Association;  Dr.  Frank  W.  McKee,  Dean  of  the  West  Virginia  University  School  of  Medicine;  and  Dr.  J.  C.  Huffman 
of  Buckhannon,  a Past  President  of  the  State  Medical  Association.  In  the  right  photo.  Dr.  C.  R.  Davisson  of  Weston,  elected 
as  the  new  Central  West  Virgiina  Society  President,  talks  with  Dr.  Joseph  B.  Reed  of  Buckhannon,  who  was  re-elected 
Secretary-Treasurer.  Dr.  Earl  L.  Fisher  of  Gassaway  was  elected  Vice  President. 
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New  Slide  Set  Covers 
Stroke  Treatment 

Current  knowledge  of  the  practical  treatment  of 
patients  with  stroke  is  summarized  in  a set  of  30 
color  slides  and  accompanying  script  prepared  by 
the  American  Heart  Association’s  Committee  on 
Medical  Education. 

Designed  to  assist  the  physician  in  distinguishing 
between  proper  candidates  for  surgical  intervention 
and  medical  management,  the  slides  cover  medical 
treatment  of  stroke  through  management;  drug 
therapy  and  rehabilitation;  surgical  treatment  of  ac- 
cessible extracranial  lesions,  and  other  conditions 
to  be  considered  for  surgery. 

Entitled  “The  Stroke  Syndrome:  Medical  and 
Surgical  Treatment,”  sets  of  the  slides  may  be  ob- 
tained through  local  Heart  groups  or  through  AHA’s 
National  Office,  44  E.  23rd  Street,  New  York,  New 
York  10010. 


Family  Physicians’  Group 
Takes  New  Name 

The  nation’s  second  largest  medical  group  has 
voted  to  change  its  name  of  23  years.  The  American 
Academy  of  General  Practice,  national  association 
of  family  physicians,  now  will  become  known  as 
the  American  Academy  of  Family  Physicians. 

The  action,  which  will  take  a year  to  develop 
fully,  was  taken  by  the  Academy’s  Congress  of  Dele- 
gates in  the  final  session  of  the  group’s  annual  meet- 
ing at  the  Fairmont  Hotel  in  San  Francisco.  It 
immediately  preceded  election  of  Dr.  J.  Jerome 
Wildgen,  Kalispell,  Montana,  as  President  Elect. 
Doctor  Wildgen  will  become  President  in  Septem- 
ber, 1971,  at  the  organization’s  meeting  in  Miami 
Beach. 

Dr.  William  E.  Lotterhos,  Jackson,  Mississippi,  is 
the  academy’s  current  President. 

According  to  Mac  F.  Cahal,  Executive  Director, 
the  name  change  was  an  important  step  in  the  con- 
tinuing move  to  revitalize  the  nation’s  primary 
health  care  forces. 

“This  truly  is  a significant  thing  because  it  shows 
that  doctors  everywhere,  including  our  members, 
are  beginning  to  be  comfortable  with  the  concept 
of  family  practice,  the  new  primary-care  specialty 
that  is  obviously  beginning  to  take  hold,”  Mr.  Cahal 
said.  “We’ve  tried  to  do  this  a number  of  times 
before  but  only  now,  when  the  specialty  has  become 
a reality  and  the  first  examinations  given,  has  this 
become  possible. 

Mr.  Cahal  said  the  new  name  more  accurately 
reflects  what  the  organization  represents.  He  added, 
however,  that  it  will  not  become  official  until  the 
next  meeting  of  the  Congress  (normally,  the  fall  of 
1971)  because  it  requires  a change  in  the  constitu- 
tion and  90  days  notice  to  delegates.  He  explained 
that  the  organization’s  Board  of  Directors  had  been 
empowered  by  the  Congress  of  Delegates  to  “utilize 
the  new  name  in  the  interim  as  it  see  fit,”  though, 
so  that  the  organization  can  proceed  to  use  the 
new  name  with  due  speed. 


Dr.  A.  C.  Esposito  To  Become  Head 
of  Southern  Medical  Assn. 

Dr.  Albert  C.  Esposito  of  Huntington  will  be  in- 
stalled as  President  of  the  Southern  Medical  Asso- 
ciation on  Wednesday,  November  18,  during  the 
SMA’s  64th  Annual  Meeting  in  Dallas,  Texas. 

Doctor  Esposito,  a Past 
President  of  the  West 
Virginia  State  Medical 
Association,  will  succeed 
Dr.  J.  Leonard  Goldner 
of  Durham,  North  Car- 
olina. 

The  SMA  has  several 
thousand  members  in  the 
District  of  Columbia  and 
the  states  of  Georgia, 

Virginia,  Alabama,  Ar- 
kansas, Florida,  Ken- 
tucky, Louisiana,  Mary- 
land, Mississippi,  Mis- 
souri, North  Carolina, 

Oklahoma,  South  Car- 
olina, Tennessee,  Texas  and  West  Virginia. 

More  than  20  SMA  sections  will  offer  scientific 
programs  during  the  Dallas  meeting.  Special  events 
will  include  an  SMA  Student  Seminar  arranged 
primarily  for  official  Medical  Student  Representa- 
tives who  will  be  attending  the  annual  meeting. 

Doctor  Esposito,  a native  of  Pittsburgh,  received 
a B.  S.  degree  from  the  University  of  Pittsburgh 
and  his  M.  D.  degree  in  1938  from  the  Loyola 
School  of  Medicine  in  Chicago. 

A Diplomate  of  the  American  Board  of  Ophthal- 
mology, he  has  lectured  at  medical  meetings  in  this 
country  and  abroad.  Among  his  professional  associ- 
ations is  fellowship  in  the  American  College  of 
Surgeons  and  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology. 

Doctor  Esposito  also  currently  is  an  Alternate 
Delegate  of  the  State  Medical  Association  to  the 
American  Medical  Association. 


New  Pamphlet  Updates 
Heart  Attack  Advice 

An  illustrated  publication  intended  to  reinforce 
the  physician’s  explanations  and  advice  to  heart 
attack  patients  has  been  revised  by  the  American 
Heart  Association.  It  is  available  for  office  distribu- 
tion to  patients  through  local  heart  groups  or  the 
AHA  Central  Office,  44  E.  23rd  Street,  New  York, 
New  York  10010. 

Originally  printed  in  1956,  the  “Heart  Attack” 
leaflet  lists  possible  causes  of  coronary  thrombosis, 
tells  in  simple  terms  what  the  condition  is,  and  dis- 
cusses angina  pectoris.  Line  drawings  show  the 
coronary  arteries  and  indicate  what  occurs  during 
recovery  from  a heart  attack.  A section  is  devoted 
to  instructions  for  helping  a heart  attack  victim. 


Albert  C.  Esposito,  M.  D. 
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AMA  Moves  to  Strengthen 
Administrative  Structure 

The  Board  of  Trustees  of  the  American  Medical 
Association,  acting  unanimously  on  recommenda- 
tions by  Dr.  Ernest  B.  Howard,  the  Association’s 
Executive  Vice  President,  has  taken  new  steps 
aimed  at  strengthening  its  administrative  structure. 

Doctor  Howard  announced  a series  of  personnel 
shifts  following  the  Board’s  action  at  its  meeting 
in  Chicago,  September  11-12. 

The  executive  realignment  placed  Richard  S.  Wil- 
bur, M.  D.,  in  the  new  position  of  Deputy  Executive 
Vice  President.  For  the  past  year,  Doctor  Wilbur 
has  been  Assistant  Executive  Vice  President. 

Two  Assistant  Executive  Vice  Presidents  have 
been  named,  Doctor  Howard  said.  They  are  Wil- 
liam R.  Barclay,  M.  D.;  and  Joe  D.  Miller. 

Doctor  Barclay  has  been  Director  of  the  AMA’s 
Division  of  Scientific  Activities  since  the  first  of  the 
year.  In  his  new  position,  he  will  supervise  activi- 
ties of  the  Division  of  Scientific  Activities;  Scien- 
tific Publications;  and  Medical  Education. 

Joe  D.  Miller,  former  Director  of  the  Division  of 
Public  Affairs,  will  supervise  Divisions  of  Manage- 
ment Services;  Communications;  Public  Affairs; 
and  the  reconstituted  Division  of  Medical  Practice. 

That  Division,  formerly  the  Division  of  Health 
Service,  focuses  on  methods  of  organization,  de- 
livery and  financing  of  health  care.  Its  responsi- 
bilities for  research  on  health  care  systems  and  the 
physician  population  have  been  shifted  to  a newly 
created  Center  For  Health  Services,  Research  and 
Development,  reporting  directly  to  the  Office  of  the 
Executive  Vice  President. 

Chris  N.  Theodore,  Director  of  the  Division  of 
Health  Service  until  the  reorganization,  will  head 
the  new  Center. 

Other  changes  at  the  divisional  director  level: 

Charles  S.  Lauer,  Communications  Division  direc- 
tor, has  assumed  the  new  position  of  General  Sales 
Manager. 

Mr.  Lauer  and  Mr.  Theodore,  who  became  divi- 
sional directors  in  1969,  assumed  these  positions 
following  agreement  with  Doctor  Howard  that  an 
effort  would  be  made  to  return  them  to  the  fields  of 
their  primary  interest — advertising  sales  and  re- 
search, respectively — as  soon  as  this  becomes  fea- 
sible. 

Four  new  division  directors  have  been  named: 

— Whalen  M.  Strobhar,  to  succeed  Miller  as  Direc- 
tor of  the  Division  of  Public  Affairs.  He  has  been 
employed  by  the  AMA  since  1965,  most  recently 
as  Assistant  Director  of  the  Division  he  will  now 
head. 

— Bernard  P.  Harrison,  to  be  Director  of  the 
Division  of  Medical  Practice,  replacing  Mr.  Theo- 
dore. Mr.  Harrison  has  been  director  of  the  AMA’s 
Legislative  Department. 

— Frank  D.  Campion,  to  succeed  Mr.  Lauer  as 
Director  of  the  Communications  Division.  Mr.  Cam- 


pion, former  Bureau  Chief  for  Life  in  Chicago 
and  Los  Angeles,  has  been  a public  relations  execu- 
tive with  the  New  York  Stock  Exchange  for  the 
past  two-and-a-half  years. 

— David  W.  Powers,  to  be  Director  of  the  Division 
of  Management  Services.  He  replaces  Russell  H. 
Clark,  who  has  discontinued  his  activities  as  divi- 
sional director.  Mr.  Powers  has  been  director  of  the 
AMA’s  Field  Service  Department  in  the  Division 
of  Public  Affairs. 


PG  Course  in  Ophthalmology 
Set  in  Cleveland  Dee.  9-10 

A postgraduate  course  in  “Current  Concepts  in 
Ophthalmology”  is  scheduled  at  the  Cleveland  Clinic 
Educational  Foundation  on  December  9-10.  The 
course,  accredited  by  the  American  Medical  Asso- 
ciation, will  be  presented  by  staff  members  of  the 
Foundation,  assisted  by  guest  speakers. 

The  participating  Foundation  faculty  will  include 
Dr.  Froncie  A.  Gutman  and  Dr.  James  E.  Nousek, 
Jr.,  both  of  the  Department  of  Ophthalmology;  Dr. 
Roscoe  J.  Kennedy,  Department  of  Ophthalmology, 
Emeritus;  and  Dr.  Walter  J.  Zeiter,  Director  of 
Education. 

Guest  speakers  will  be  Dr.  Miles  A.  Galin,  Pro- 
fessor and  Chairman,  New  York  Medical  College, 
New  York  City;  Dr.  John  W.  Henderson,  Depart- 
ment of  Ophthalmology,  University  Hospital,  Ann 
Arbor,  Michigan;  Dr.  A.  Edward  Maumenee,  Pro- 
fessor and  Director,  The  Wilmer  Institute,  Johns 
Hopkins  Hospital,  Baltimore,  Maryland;  and  Dr. 
Robert  R.  Sexton,  Professor,  Ophthalmology  Depart- 
ment, Southwestern  Medical  School,  Dallas,  Texas. 

Further  information  about  this  course,  for  which 
the  registration  fee  is  $60,  may  be  obtained  from 
the  Education  Secretary  at  the  Cleveland  Clinic 
Educational  Foundation,  2020  East  93rd  Street, 
Cleveland,  Ohio  44106. 

Set  for  January  13  and  14,  1971,  at  the  Educa- 
tional Foundation  is  a postgraduate  course  in  gen- 
eral surgery,  also  carying  a registration  fee  of  $60. 

Guest  speakers  for  that  program  will  include  Dr. 
Oliver  H.  Beahrs,  Head,  Section  of  Surgery,  Mayo 
Clinic,  Rochester,  Minnesota;  Dr.  Bernard  Fisher, 
Professor  of  Surgery  at  the  University  of  Pitts- 
burgh School  of  Medicine;  Dr.  Charles  B.  Ripstein, 
Director  of  Surgical  Services,  Brookdale  Hospital 
Center,  Brooklyn,  New  York;  and  Dr.  Robert  M. 
Zollinger,  Professor  of  Surgery  at  the  Ohio  State 
University  School  of  Medicine  in  Columbus,  Ohio. 


Change  of  Address 

Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning  any 
change  in  address.  Notices  should  be  mailed 
to  Box  1031,  Charleston,  West  Virginia  25324. 
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New  Association  Members 

Dr.  Augusto  Aguirre,  St.  Joseph’s  Hospital,  Par- 
kersburg (Parkersburg  Academy).  Doctor  Aguirre, 
a native  of  Colombia,  received  his  M.D.  degree  in 
1963  from  the  University  of  Caldas  in  Colombia. 
He  interned  at  University  Hospital  in  Manizales, 
Colombia,  and  served  residencies  at  the  Univer- 
sity of  Maryland  and  Ohio  State  University.  His 
specialty  is  pathology. 

★ ★ ★ ★ 

Dr.  Charles  H.  Bonnesen,  III,  109  N.  Main  Street, 
Wheeling  (Ohio).  Doctor  Bonnesen,  a native  of 
Wheeling,  was  graduated  from  West  Virginia  Uni- 
versity and  received  his  M.D.  degree  in  1963  from 
the  WVU  School  of  Medicine.  He  interned  and 
served  a residency  at  Ohio  Valley  General  Hospital 
and  served  for  two  years  with  the  Medical  Corps  of 
the  United  States  Navy.  His  specialty  is  radiology. 

★ ★ ★ ★ 

Dr.  Thomas  O.  Dotson,  The  Greenbrier  Clinic, 
White  Sulphur  Springs  (Greenbrier  Valley).  Doctor 
Dotson,  a native  of  Rainelle,  was  graduated  from 
West  Virginia  University  and  received  his  M.D. 
degree  in  1964  from  the  WVU  School  of  Medicine. 
He  interned  at  Charleston  Memorial  Hospital  and 
served  a residency  at  WVU  Hospital  in  Morgantown. 
His  specialty  is  internal  medicine. 

★ ★ ★ * 

Dr.  Emiliano  Feliciano,  St.  Mary’s  Hospital,  Hun- 
tington (Cabell).  Doctor  Feliciano,  a native  of  the 
Philippines,  received  his  M.D.  degree  in  1959  from 
the  University  of  Santo  Tomas.  He  interned  at  Mt. 
View  General  Hospital  in  Tacoma,  Washington,  and 
served  residencies  at  hospitals  in  Ohio,  Pennsyl- 
vania and  Michigan.  He  is  engaged  in  general 
practice. 

★ ★ ★ ★ 

Dr.  Shoukry  L.  Francis,  P.  O.  Box  50,  Beckley 
(Raleigh).  Doctor  Francis,  a native  of  Cairo, 
Egypt,  received  his  M.  D.  degree  in  1952  from  the 
Faculty  of  Medicine  in  Cairo.  He  interned  at  East 
Tennessee  Baptist  School  in  Knoxville,  Tennessee, 
and  served  residencies  at  Memorial  Hospital  in 
Charlotte,  North  Carolina,  and  St.  Joseph’s  Infirmary 
in  Atlanta.  His  specialty  is  urology. 

★ ★ ik  it 

Dr.  Ah  A.  Garmestani,  1611  13th  Avenue,  Hun- 
tington (Cabell).  Doctor  Garmestani,  a native  of 
Iran,  received  his  M.  D.  degree  in  1960  from  Tehran 
University  School  of  Medicine.  He  interned  at 
Queens  General  and  Coney  Island  Hospitals  in  New 
York,  and  served  residencies  at  Coney  Island  Hos- 
pital, Mayo  Clinic,  and  Charleston  General  and 
Charleston  Memorial  hospitals.  His  specialty  is 
general  and  plastic  surgery. 

* * * * 

Dr.  Ward  W.  Maxson,  3101  MacCorkle  Avenue, 
S.  E.,  Charleston.  Doctor  Maxson,  a native  of 


Stoughton,  Wisconsin,  was  graduated  from  Salem 
College  and  received  his  M.  D.  degree  in  1961  from 
the  University  of  Michigan  School  of  Medicine.  He 
interned  at  the  U.S.P.H.S.  Hospital  in  Baltimore 
and  served  residencies  at  the  U.S.P.H.S.  Hospital  in 
Detroit  and  at  Charleston  Memorial  Hospital.  His 
specialty  is  obstetrics  and  gynecology. 

★ ★ ★ ★ 

Dr.  Lionel  J.  Nair,  909  Gorman  Avenue,  Elkins 
(Tygart’s  Valley).  Doctor  Nair,  a native  of  Burma, 
received  his  M.  D.  degree  in  1963  from  the  Uni- 
versity of  Mysore  Medical  College  in  India.  He 
interned  at  the  Albert  Einstein  College  of  Medicine 
in  New  York,  and  served  residencies  at  hospitals  in 
Ohio,  New  York,  Charleston  General  Hospital  and 
the  WVU  Hospital.  His  specialty  is  urology. 

★ ★ ★ ★ 

Dr.  S.  Gopal  Raju,  VA  Hospital,  Beckley 
(Raleigh).  Doctor  Raju,  a native  of  India,  received 
his  M.D.  degree  in  1959  from  the  Mysore  College 
of  Medicine  in  India.  He  interned  at  the  General 
Hospital  in  Binghamton,  Newr  York,  and  served 
residencies  at  hospitals  in  New  York,  North  Dakota 
and  the  Beckley  Appalachian  Regional  Hospital. 
His  specialty  is  general  surgery. 

★ ★ ★ ★ 

Dr.  Ernesto  B.  Rodis,  St.  Mary’s  Hospital,  Hun- 
tington (Cabell).  Doctor  Rodis,  a native  of  the 
Philippines,  received  his  M.  D.  degree  in  1962  from 
the  University  of  Santo  Tomas  School  of  Medicine. 
He  interned  at  Mercy  Hospital  in  Pittsburgh  and 
served  residencies  at  that  Hospital  and  the  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  in  New 
York.  His  specialty  is  general  surgery. 

★ ★ ★ ★ 

Dr.  Y.  J.  Song,  The  Myers  Clinic,  Philippi  (Ty- 
gart’s Valley).  Doctor  Song,  a native  of  Japan, 
received  his  M.  D.  degree  in  1960  from  the  Seoul 
National  University  in  Korea.  He  interned  at  Good 
Samaritan  Hospital  in  Cincinnati  and  served  a resi- 
dency at  the  WVU  Hospital.  His  specialty  is  inter- 
nal medicine. 

★ ★ ★ ★ 

Dr.  Manuel  T.  Uy,  P.  O.  Box  307,  Madison. 
Doctor  Uy,  a native  of  the  Philippines,  received  his 
M.  D.  degree  in  1956  from  the  University  of  Santo 
Tomas.  He  interned  at  the  General  Hospital  in 
Ottawa,  Canada,  and  served  residencies  at  the 
Ottawa  Civic  Hospital  and  at  hospitals  in  New  York 
and  New  Jersey.  His  specialty  is  internal  medicine. 

★ "k  ★ ★ 

Dr.  Vincente  S.  Verzosa,  Beckley  Medical  Arts, 
Beckley  (Raleigh).  Doctor  Verzosa,  a native  of  the 
Philippines,  received  his  M.  D.  degree  in  1961  from 
the  Far  Eastern  University  School  of  Medicine.  He 
interned  at  Overlook  Hospital  in  Summit,  New  Jer- 
sey, and  served  residencies  at  hospitals  in  Ohio 
and  Pennsylvania.  He  previously  was  located  in 
North  Dakota  and  his  specialty  is  internal  medicine. 
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AMA  Board  Gives  Doctor  Hoffman 
New  Council  Assignment 

Dr.  C.  A.  Hoffman  of  Huntington,  candidate  for 
President  Elect  of  the  American  Medical  Associa- 
tion, has  been  given  additional  duties  in  the  national 

organization  by  Dr.  Max 
H.  Parrott,  the  AMA 
Board  Chairman. 

Dr.  Parrott  named 
Doctor  Hoffman  among 
his  appointees  to  a new 
Council  on  Long  Range 
Planning  and  Develop- 
ment established  by  the 
AMA’s  House  of  Dele- 
gates at  its  annual  meet- 
ing in  Chicago  in  June. 

Doctor  Hoffman,  a 
Past  President  of  the 
West  Virginia  State 
Medical  Association, 
currently  is  Secretary- 
Treasurer  of  the  AMA  and  Secretary  of  that  or- 
ganization’s Board  of  Trustees. 

Along  with  developing  long-range  objectives  for 
the  AMA,  the  Council  will  serve  as  a focal  point 
for  planning  activities  throughout  the  organization. 


Sports  Medicine  Conference 
At  AMA  Meeting 

The  12th  National  Conference  on  the  Medical 
Aspects  of  Sports  wil  be  held  in  Boston,  Massachu- 
setts, at  the  Sheraton-Boston  Hotel,  on  Sunday, 
November  29. 

The  Conference  is  sponsored  by  the  American 
Medical  Association’s  Committee  on  the  Medical 
Aspects  of  Sports  and  is  a feature  of  the  AMA 
Clinical  Convention.  Dr.  Richard  W.  Corbitt  of 
Parkersburg,  a Past  President  of  the  West  Virginia 
State  Medical  Association,  is  a member  of  the 
sponsoring  AMA  Committee. 

A wide  range  of  subjects  of  interest  to  those 
serving  school  and  college  athletic  programs  will 
be  covered.  Included  will  be  forums  and  discussion 
sections  relating  to  research  in  sports,  aquatic 
sports,  football  rules  and  injuries,  psychology  in 
sports,  girls  in  sports,  and  emergency  and  public 
health  aspects  of  sports. 

Dr.  Francis  D.  Moore,  Professor  of  Surgery  at 
Harvard  Medical  School,  will  speak  on  “Sailing  Into 
Trouble”  at  the  conference  luncheon.  The  evening 
program  will  feature  demonstrations  on  preventive 
and  therapeutic  taping,  and  musculo-skeletal  aspects 
of  pre-participation  examinations. 

Additional  information  about  the  program  may 
be  obtained  from  the  Committee  on  the  Medical 
Aspects  of  Sports,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 
and  district  medical  meetings  scheduled  in  the 
coming  months. 

1970 

Nov.  5 — Ft.  Henry  Seminar,  Wheeling. 

Nov.  10-17 — Am.  Heart  Assn.,  Atlantic  City. 

Nov.  16-19 — Sou.  Med.  Assn.,  Dallas. 

Nov.  20-24 — Int.  Col.  of  Surg.,  Las  Vegas. 

Nov.  29-Dec.  2 — AMA  Clinical,  Boston. 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago. 

Dec.  6-8 — Am.  Soc.  of  Hema.,  San  Juan^  P.  R. 

Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 


1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  18-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Jan.  31 — 4th  Mid-Winter  Conf.  on  Chest  Diseases, 
Charleston. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-24 — Am.  Acad,  of  Allergy,  Chicago. 

Feb.  20-27 — Am.  Soc.  of  Clin.  Path.  & Col.  of  Am. 
Path.,  Las  Vegas. 

March  6-11 — Am.  Acad,  of  Orth.  Surg.,  San  Fran- 
cisco. 

March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  26-28 — Am.  Soc.  of  Int.  Med.,  Denver. 

March  28-April  2 — ACP,  Denver. 

March  29-April  3 — Am.  Col.  of  Rad.,  St.  Louis. 

April  18-22 — Am.  Assn,  of  Neu.  Surg.,  Houston. 
April  26 — May  1 — Am.  Acad,  of  Neurology,  New 
York. 

April  26-28 — Am.  Assn,  for  Thoracic  Surg.,  Atlanta. 
April  28-May  1 — W.  Va.  Chap.,  ACS,  White  Sulphur 
Springs. 

April  29 — May  1 — Am.  Ped.  Soc.,  Atlantic  City. 
April  29-May  2 — W.  Va.  Chap.,  AAGP,  Wheeling. 

May  1-5 — Am.  Psy.  Assn.,  Washington. 

May  3-7 — Am.  Col.  of  Ob.  & Gyn.,  San  Francisco. 
May  10-14 — Ohio  Medical,  Columbus. 

May  16-19 — Am.  Thoracic  Soc.,  Los  Angeles. 

May  16-20 — Am.  Derm.  Assn.,  Sky  Top,  Pa. 

May  16-20 — Am.  (Jrol.  Assn.,  Chicago. 

June  17-18 — Am.  Rheumatism  Assn.,  New  York. 
June  20-24 — AMA,  Atlantic  City. 

June  22-23 — Am.  Diabetes  Assn.,  San  Francisco. 

Aug.  19-21 — 104th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Aug.  23-26 — Am.  Hosp.  Assn.,  Chicago. 

Sept.  9-11 — Am.  Assn,  of  Ob. -Gyn.,  Hot  Springs,  Va. 
Sept.  13-17 — Int.  Conf.  on  Coal  Workers  Pneumo- 
coniosis, New  York  City. 

Sept.  20-24 — Am.  Acad,  of  Oph.  and  Otol.,  Las 
Vegas. 

Sept.  21-23 — Ky.  Medical,  Louisville. 

Oct.  1-8 — AAGP,  Miami  Beach. 

Oct.  16-21 — Am.  Acad,  of  Ped.,  Chicago. 

Oct.  16-20 — Am.  Soc.  of  Anes.,  Atlanta. 

Oct.  18-22 — ACS,  Atlantic  City. 

Oct.  24-28 — Am.  Col.  of  Chest  Phys.,  Philadelphia. 
Nov.  3-6 — Am.  Soc.  of  Cyt.,  Washington. 

Nov.  9-16 — Am.  Heart  Assn.,  Anaheim,  Calif. 

Nov.  28-Dec.  1 — AMA  Clinical,  New  Orleans. 


C.  A.  Hoffman,  M.  D. 


414 


The  West  Virginia  Medical  Journal 


s 

Westbrook 

Psychiatric  Hospital,  Inc. 

Richmond, 

Virginia 

FOUNDED 

1911 

PSYCHIATRY 

NEUROLOGY 

REX  BLANKINSHIP,  M.  D. 

GERALD  W.  ATKINSON,  M.  D. 

Chairman,  Advisory  Group 

Associate  in  Neurology 

JOHN  R.  SAUNDERS,  M.  D. 
Medical  Director 

CHILD  PSYCHIATRY 

THOMAS  F.  COATES,  JR.,  M.  D. 

GILBERT  SILVERMAN,  M.  D. 

Assistant  Medical  Director 

Associate  in  Child  Psychiatry 

OWEN  W.  BRODIE,  M.  D. 
Associate  in  Psychiatry 

ADMINISTRATION 

M.  M.  VITOLS,  M.  D. 

ROBERT  H.  CRYTZER 

Associate  in  Psychiatry 

Administrator 

* 

... 

l 

THE  WHEELING  CLINIC 


EOFF  AT  16th  STREET 

WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
Hugh  R.  Holtrop,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 
Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 
Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Kathleen  Nickerson 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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WVU  Medical  Center 
- News  - 


Dr.  Herman  Turndorf  is  the  new  Professor  and 
Chairman  of  Anesthesiology  at  West  Virginia 
University  School  of  Medicine,  and  Chief  of  the 
Anesthesiology  Service  at  University  Hospital.  He 

succeeds  Dr.  N.  W.  B. 
Craythorne,  now  at  the 
University  of  Cincinnati 
College  of  Medicine. 

A native  of  Paterson, 
New  Jersey,  the  39-year- 
old  new  chairman  is  a 
graduate  of  Oberlin  Col- 
lege and  the  University 
of  Pennsylvania  School 
of  Medicine. 

Following  an  intern- 
ship and  a residency  in 
anesthesiology  at  the 
Hospital  of  the  Univer- 
sity of  Pennsylvania, 
Doctor  Turndorf  served 
from  1959  to  1961  as  Associate  Director  of  the  De- 
partment of  Anesthesiology  at  the  U.  S.  Naval  Hos- 
pital, Portsmouth,  Virginia. 

He  has  held  several  teaching  and  hospital  ap- 
pointments. He  was  Assistant  Anesthetist  at  Har- 
vard Medical  School  and  Massachusetts  General 
Hospital  from  1961  until  1963,  when  he  joined  the 
staff  of  The  Mount  Sinai  Hospital  in  New  York  as 
Assistant  Director  of  Anesthesiology  and  Coordi- 
nator of  Clinical  Affairs. 

He  was  named  Associate  Attending  Anesthesiolo- 
gist at  that  hospital  in  1966  and  Clinical  Professor 
of  Anesthesiology  at  Mount  Sinai  School  of  Medi- 
cine of  The  City  University  of  New  York,  positions 
he  held  until  he  came  to  WVU.  In  addition,  he  has 
been  a preceptor  since  1964  for  the  American 
Society  of  Anesthesiologists  Medical  Student  Pro- 
gram. 

He  has  served  on  the  Neuro-Sciences  Faculty  and 
the  Curriculum,  Research  Activities  and  Legal 
Advisory  Committees  at  Mount  Sinai  and  is  Chair- 
man of  the  Committee  on  Audio-Visual  Teaching, 
American  Society  of  Anesthesiologists. 

Doctor  Turndorf,  who  was  certified  by  the 
American  Board  of  Anesthesiology  in  1962,  is  a 
Fellow  of  the  American  College  of  Anesthesiolo- 
gists, the  American  College  of  Chest  Physicians  and 
the  American  College  of  Clinical  Pharmacology  and 
Chemotherapy.  His  other  memberships  include  the 


Herman  Turndorf,  M.  D. 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


American  Thoracic  Society  and  the  International 
Anesthesia  Research  Society. 

Surgeons  Present  Papers 

Papers  presented  by  two  members  from  West 
Virginia  University’s  Medical  Center  helped  make 
up  the  1970  Scientific  Program  of  the  Halsted 
Society’s  recent  Annual  Meeting  at  Cashiers,  North 
Carolina. 

The  WVU  participants  were  Dr.  Alvin  Watne, 
Professor  of  Surgery,  who  last  year  was  elected  to 
membership  in  the  select  group  of  educators  in 
surgery  and  allied  branches  in  the  United  States 
and  Canada;  and  Dr.  Byron  M.  Bloor,  Professor  of 
Neurological  Surgery  and  a member  of  the  Halsted 
Society  since  1964. 

Doctor  Watne  spoke  on  “Colonic  Mucosa  Replica- 
tion and  Metabolism  in  Patients  with  Gardner's 
Syndrome.”  The  presentation  described  results  of 
comparative  studies  done  on  segments  of  abnormal 
colon  removed  at  surgery  and  maintained  by  vessel 
perfusion  as  well  as  incubated  in  culture  dishes. 
DNA  synthesis  was  evaluated  and  the  findings  may 
represent  an  early  change  in  mucosal  replication  of 
patients  who  will  develop  cancer.  Co-authors  of  the 
work  with  Doctor  Watne  are  Dr.  William  Bernie 
of  New  York,  formerly  of  the  Medical  Center,  and 
Dr.  Bernard  Zimmermann,  Professor  and  Chairman 
of  the  Department  of  Surgery  in  the  WVU  School 
of  Medicine  and  President  Elect  of  the  Halsted 
Society. 

Doctor  Bloor’s  subject  was  “The  Effect  of  In- 
creased Intracranial  Pressure  on  Cerebrovascular 
Hemodynamics.”  His  collaborator  in  research  and 
co-author  of  the  paper  is  Dr.  Harry  M.  Lowell, 
fourth-year  resident  in  neurological  surgery  at  the 
Medical  Center. 

The  Halsted  Society  was  founded  in  1924  to 
perpetuate  the  teachings  of  Dr.  William  Stewart 
Halsted,  Professor  of  Surgery  from  the  opening  of 
Johns  Hopkins  University  School  of  Medicine  in 
1893  until  his  death  in  1922.  His  contributions  in 
surgical  techniques  and  the  education  of  surgeons, 
namely  in-hospital  residency  training,  paved  the 
way  for  many  of  the  brilliant  achievements  of 
modern  surgery. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
individual  psychotherapy,  group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  con- 
vulsive therapy,  drugs,  social  service  work  with  families,  family  therapy,  and  an  extensive  and 
well  organized  activities  program,  including  occupational  therapy,  art  therapy,  music  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The  treatment  program  of  each 
patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may  be  realized. 
High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds. 
The  School  Program  is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited 
through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  city  of 
Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Cordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.  D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 
Chief  of  Clinical  Services  Assistant  Professor  of  Psychiatry 

and  Medical  Director 

Area  Code  704-254-3201 


BLUEFIELD  SANITARIUM  CLINIC 

525  BLAND 

STREET 

BLUEFIELD, 

W.  YA. 

SURGERY 

OBSTETRICS  & GYNECOLOGY 

General: 

e.  w.  McCauley,  m.  d. 

HAMPTON  ST.  CLAIR.  M.  D 

CHARLES  S.  FLYNN.  M.  D. 

R.  S.  GATHERUM.  JR..  M.  D. 

FREDERICK  T.  EDMUNDS,  M.  D. 

LAWRENCE  D.  MULLINS,  M.  D. 

M.  S.  HAJJAR,  M.  D. 

T.  KEITH  EDWARDS,  M.  D. 

Thoracic  and  Cardiovascular: 

R.  W.  NEILSON,  JR.,  M.  D. 

INTERNAL  MEDICINE 

JAMES  P.  THOMAS,  M.  D. 

J.  R.  SHANKLIN,  M.  D. 

Orthopedic: 

KARL  E.  WEIER,  M.  D. 

H.  F.  WARDEN,  JR..  M.  D. 

R.  R RAUB.  M.  D. 

C.  D.  PRUETT,  M.  D. 

NAK  K.  SHIM,  M.  D. 

R.  O.  ROGERS.  JR.,  M.  D. 

Neurosurgery: 

PATHOLOGY 

E.  L.  GAGE.  M.  D. 

DAVID  F.  BELL,  JR..  M.  D 

WM.  F.  HILLIER,  M.  D. 

JOHN  J.  BRYAN,  M.  D. 

E.  L.  GAGE.  JR,.  M.  D. 

Urology: 

ROENTGENOLOGY 

S.  G.  DAVIDSON,  M.  D. 

T.  B.  BAER,  M.  D. 

GEORGE  C.  KING,  M.  D 

STEVE  J.  MISAK.  M.  D. 

BRENNAN  PURKALL,  JR.,  M.  D. 

Eve.  Ear.  Nose  & Throat: 

F.  D.  WHITE,  M.  D. 

ANESTHESIOLOGY 

DAVID  H.  GATHERUM,  M.  D. 

PEDIATRICS 

GRADY  McRAE.  M.  D. 

BUSINESS  MANAGER 

E.  M.  SPENCER.  M.  D. 

JAMES  L.  FOSTER 
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The  Month 

in  Washington 


The  American  Medical  Association  emphasized 
that  the  quality  of  medical  care  should  not  be 
sacrificed  for  the  sake  of  economy  in  government 
health  care  programs. 

Dr.  William  O.  LaMotte,  Jr.,  of  Wilmington, 
Delaware,  chairman  of  the  AMA’s  Council  on  Leg- 
islation, repeatedly  stressed  the  importance  of  as- 
suring high  quality  care  in  testimony  at  a Senate 
Finance  Committee  hearing  on  proposed  changes  in 
Medicare  and  Medicaid. 

He  also  pointed  out  the  advantages  of  the  AMA’s 
plan  for  review  of  physicians’  services  aimed  at 
holding  down  costs  over  an  alternative  proposal  be- 
fore the  Committee.  The  AMA  supported  a provi- 
sion of  the  proposed  legislation  that  would  provide 
for  physical  therapy  services  but  opposed  including 
chiropractic  services  under  Medicare. 

Doctor  LaMotte  said  that  there  should  be  pilot 
projects  before  a “Health  Maintenance  Organiza- 
tion” program  is  started  nationwide.  A HMO  would 
provide  both  hospitalization  and  physicians’  services 
for  Medicare  patients  for  a set  per  capita  amount. 

“There  are  questions  regarding  in-fact  cost  sav- 
ings, as  well  as  the  quality  of  health  care  which 
may  be  provided  when  there  are  economic  incen- 
tives to  providers  to  reduce  utilization,”  the  AMA 
spokesman  said.  “We  wish  to  assure  that  Medicare 
patients  uniformly  receive  the  best  quality  care. 

Doctor  LaMotte  also  questioned  the  desirability 
of  a provision  that  would  restrict  payments  to  in- 
stitutions. 

“Will  this  section  create  different  classes  of  serv- 
ices based  upon  the  ability  or  desire  of  patients  to 
pay  for  additional  services?”  Doctor  LaMotte  asked. 
“A  goal  of  Medicare  was  to  make  available  to  all 
persons  over  65  the  same  level  of  health  care  avail- 
able to  other  individuals.  Has  that  goal  now  been 
changed?” 

He  assured  the  Committee  that  the  nation’s  physi- 
cians as  a group  “share  the  concern  of  the  public 
and  the  Congress”  concerning  rising  health  care 
costs.  But,  he  said,  the  AMA  must  oppose  a provi- 
sion that  would  substitute  an  arbitrary  statutory 
limitation  on  physicians’  fees  for  the  “reasonable” 
fee  now  allowed.  He  said  cost  factors  were  too 
complex  for  such  a simple  solution,  and  that  the 
arbitrary  limitation  would  make  the  medical  pro- 
fession the  only  sector  of  the  nation’s  economy 
under  price  or  wage  controls. 

Bennett  Amendment  Modified 
As  for  utilization  or  peer  review,  Doctor  LaMotte 
said  the  AMA  objects  “most  forcefully”  to  a pro- 


•  From  the  Washington  Office  of  the  American 
Medical  Association. 


vision  of  the  pending  legislation  that  would  have 
non-medical  groups  act  as  review  teams  and  pass 
judgment  on  medical  services. 

Following  Doctor  LaMotte’s  testimony,  the  Com- 
mittee modified  somewhat  the  professional  review 
amendment  sponsored  by  Sen.  Wallace  F.  Bennett 
of  Utah,  second-ranking  Republican  on  the  Com- 
mittee, after  he  earlier  heard  an  AMA  spokesman 
advocate  the  peer  review  principle. 

The  modified  version  relaxed  a requirement  for 
preadmission  clearance  to  hospitals  for  elective  sur- 
gery to  leave  the  matter  of  such  a requirement  up 
to  review  agencies.  But  the  Committee  version 
would  permit  the  Secretary  of  Health,  Education 
and  Welfare  to  enter  into  agreements  with  organi- 
zations or  agencies  other  than  state  medical  societies 
for  administering  the  review  programs  in  areas  of 
300  or  more  physicians.  The  AMA  contended 
strongly  that  the  responsible  agencies  should  be 
only  state  medical  societies. 

Meade  Whitaker,  Tax  Legislative  Counsel  for  the 
Treasury  Department,  asked  the  committee  to  add 
a provision  to  the  legislation  that  would  require 
health  insurance  companies  and  carriers  to  report 
unassigned  payments  to  physicians  and  other  pro- 
viders of  health  care.  Unassigned  payments  go 
directly  to  patients  to  be  given  by  them  to  their 
physicians.  A similar  proposal  was  knocked  out  of 
last  year’s  tax  reform  legislation  by  a House-Senate 
Conference  Committee. 

The  AMA — along  with  the  carriers  and  HEW — 
have  opposed  mandatory  reporting  by  carriers  of 
unassigned  payments  on  the  grounds  that  it  would 
be  difficult  and  costly  to  furnish  the  data  and  that, 
in  many  instances,  the  patient  might  not  have 
passed  along  the  payment  to  the  physician.  This 
last  circumstance  unfairly  would  put  on  the  physi- 
cian the  burden  of  proving  that  he  did  not  receive 
such  income. 

Administration  Opposition 

The  Nixon  Administration  came  out  strongly 
against  the  cradle-to-grave  comprehensive  national 
health  insurance  legislation  sponsored  by  Sen.  Ed- 
ward M.  Kennedy,  Democrat  of  Massachusetts,  and 
supported  by  organized  labor  leaders. 


xviii 


The  West  Virginia  Medical  Journal 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Radiology: 

Karl  J.  Myers,  M.  D. 


Pathology: 

Fulvio  Franyutti,  M.  D. 


Surgery: 

Hu  C.  Myers,  M.  D. 

A.  Kyle  Bush,  M.  D. 

T.  H.  Chang,  M.  D. 

Gynecology  and  Obstetrics: 

Raymond  W.  Cronlund,  M.  D. 


Internal  Medicine: 

J.  E.  Lenox,  M.  D. 

E.  G.  Guy,  M.  D. 

Y.  J.  Song,  M.  D. 

Anesthesiology: 

G.  E.  Hartle,  M.  D. 


Pediatrics: 

D.  F.  Manger,  M.  D. 

E.  G.  Kreider,  M.  D. 

Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


Broaddus  Hospital  Resident  Staff: 

Aristeo  E.  Villasenor,  M.  D. 

Clyde  A.  Burgess,  M.  D. 

Young  Chung  Fan,  M.  D. 

Kowit  Kouwabunpat,  M.  D. 


THE  MYERS  CLINIC 


Philippi,  West  Virginia 


SAINT  ALBANS 

PSYCHIATRIC  HOSPITAL 

Radford,  Virginia 

STAFF 

James  P.  King,  M.  D. 

William  D.  Keck,  M.  D. 

Morgan  E.  Scott,  M.  D. 

David  S.  Sprague,  M.  D. 

Edward  E.  Cole,  M.  D. 


r-,.  . , n . , Don  Phillips,  Administrator 

Clinical  Psychology:  n ..  , K ' ,,  ..  . , . 

Thomas  C.  Camp,  Ph.  D.  Li ndsay  Shuff,  M.  H.  A. 

Card  McGraw,  Ph.  D.  Asst.  Administrator 

James  E.  Dublin,  Ph.  D. 

AFFILIATED  CLINICS 

Bluefield  Mental  Health  Center  1 09  E.  Main  Street,  Beckley,  W.  Va. 

525  Bland  St.,  Bluefield,  W.  Va.  Beckley  Mental  Health  Center 

David  M.  Wayne,  M.  D.  Leslie  J.  Borbely,  M.  D. 

Mental  Health  Clinic 
Professional  Building,  Wise,  Va. 

Pierce  D.  Nelson,  M.  D. 


Don  L.  Weston,  M.  D. 

J.  William  Giesen,  M.  D. 
Delano  W.  Bolter,  M.  D 
Davis  G.  Garrett,  M.  D. 
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ELECTROCARDIOGRAM 


Obituaries 


I 


TRIPLE  DUTY 


The  new  Burdick  electrocardiograph  gives  you  a pre- 
cision recorder  of  high  fidelity.  And,  while  it  is  designed 
primarily  to  record  electrocardiograms,  the  same  unit 
with  auxiliary  equipment  can  be  used  to  record  phono- 
cardiograms  (heart  sound)  and  photomotograms 
(Achilles  tendon  reflex). 

So  let  your  electrocardiograph  do  triple  duty!  When  you 
purchase  your  new  Burdick  ECG,  include  the  PC-IOO 
Heart  Sound  Preamp  and  FM-1  Photomotograph. 
Have  the  benefits  of  your  own  office  diagnostic  grouping 
for  better  patient  service. 


♦ 


WRITE  US  TODAY  FOR  COMPLETE  INFORMATION. 

♦ 

THE  MEDICAL  ARTS  SUPPLY 
COMPANY 

706-16  Fourth  Avenue  Phone:  522-8341 

HUNTINGTON,  WEST  VIRGINIA 


DR.  DON  F.  SHREVE,  M.  D. 

Dr.  Don  F.  Shreve,  a Moundsville  native  who 
formerly  was  in  the  general  practice  of  medicine 
in  White  Sulphur  Springs,  died  of  a heart  attack 
at  his  Cody,  Wyoming,  home  on  September  6.  He 
was  42. 

Doctor  Shreve  was  graduated  from  the  U.  S. 
Military  Academy  with  a Bachelor  of  Science  De- 
gree in  1950,  and  from  the  University  of  Virginia 
Medical  College  in  1958. 

He  served  as  a Second  Lieutenant  with  the  U.  S. 
Army’s  Signal  Corps  in  Korea  before  resigning  his 
military  commission  to  enter  medical  school.  He 
was  a member  of  the  Greenbrier  Valley  Medical 
Society. 

Doctor  Shreve  is  survived  by  his  widow  and  four 
children,  Donna,  Jennifer,  John  and  Don,  Jr.,  all 
at  home. 

PG  Cardiovascular  Seminars 
in  Atlantic  City  Nov.  11 

Five  all-day  Postgraduate  Seminars  to  discuss 
various  aspects  of  cardiovascular  disease  have  been 
scheduled  in  conjunction  with  the  American  Heart 
Association's  annual  Scientific  Sessions  in  Atlantic 
City  in  November. 

The  seminars,  sponsored  by  the  Association’s 
scientific  Councils,  will  be  held  on  Wednesday,  No- 
vember 11,  in  Atlantic  City’s  Shelburne  Hotel.  The 
AHA  Scientific  program  begins  on  Thursday,  No- 
vember 12,  and  continues  through  noon,  Sunday, 
November  15. 

The  courses,  planned  to  be  of  interest  to  physi- 
cians and  scientists  in  general  as  well  as  Council 
members,  are  as  follows: 

Council  on  Basic  Science:  “Tutorials  in  Cardiac 
Performance— Ultra  Structure  of  the  Cardiac  Mus- 
cle; Muscle  Mechanics;  Myocardial  Energetics;  Car- 
diac Performance.” 

Council  on  Cardiovascular  Surgery:  “Recent  Ad- 
vances in  the  Surgery  of  Myocardial  Revasculariza- 
tion and  Newer  Developments  in  the  Management 
of  Total  Body  Perfusion.” 

Council  on  Circulation:  “Catecholamines  and  the 
Circulation.” 

Council  for  High  Blood  Pressure  Research:  “Con- 
troversies in  Hypertension.” 

Council  on  Rheumatic  Fever  and  Congenital 
Heart  Disease  (Co-sponsored  with  Council  on  Basic 
Science):  “Oxygen  Transport  and  the  Adaption  to 
Hypoxia.” 

Attendance  fees  are  $10  for  members  of  AHA  and 
residents  and  research  fellows  they  sponsor,  and 
$25  for  others.  Advance  registration  is  required. 
Forms  to  register  may  be  obtained  from  the  Depart- 
ment of  Councils,  AHA,  44  E.  23rd  Street,  New 
York,  New  York,  10010. 
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GROUP  INSURANCE 


Officially  sponsored  by 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

SOUND  PROTECTION 

at  a 

SUBSTANTIAL  SAVING  IN  COST 


Please  Send  Me  Descriptive  Brochure  On — 

□ LONG  TERM  DISABILITY  INCOME  PROTECTION 

(Pays  you  a regular  monthly  benefit  when  you  are  disabled) 

□ $15,000  MAJOR  HOSPITAL  PLAN 

Covers  you  and  your  family 

□ LOW-COST  LIFE  INSURANCE 

In  units  of  — $10,000  - $20,000  - $30,000  - $40,000 

□ $100,000  ACCIDENTAL  DEATH  & DISMEMBERMENT  INSURANCE 

Around  the  clock  protection  — 24  hours  a day  . . . 365  days  a year  . . . world  wide 

□ OFFICE  OVERHEAD  DISABILITY  POLICY— 

(Pays  your  office  expense  up  to  $1,500  per  mo.  while  you  are  disabled) 

□ A MUTUAL  FUND  PROGRAM 

Designed  to  qualify  under  HR-10 

□ A MILLION  DOLLAR  CATASTROPHE  LIABILITY  POLICY— 

(Covers:  Malpractice — Home — Personal — Auto  Liability) 

Name  Address 


MAIL  TO:  ADMINISTRATOR 

McDONOUGH-CAPERTON-SHEPHERD-GOLDSMITH 

P.  O.  BOX  1551  CHARLESTON,  W.  VA.  (25326) 


NOTE:  A full  time  service  representative  travels  the  State  and  is  always  available  for  personal  consultation. 

Your  Resident  Administrator  provides  complete  service  here  in  the  State  including  processing  and  payment  of  claims. 


County  Societies 


CABELL 

The  Cabell  County  Medical  Society  heard  an 
address  by  Dr.  John  L.  Pool  at  its  regular  monthly 
meeting  September  10  at  the  Frederick  Hotel  in 
Huntington.  Dr.  Nazim  Abraham  was  introduced 
as  a new  member. 

Dr.  Pool  gave  an  interesting  talk  on  survival 
following  treatment  of  carcinoma  of  the  lung.  He 
said  there  was  a 100  per  cent  increase  in  carcinoma 
of  the  lung  among  males  in  the  United  States  in  the 
last  decade. — Thomas  F.  Scott,  M.  D.,  Secretary. 

if  if  if  .it 

CENTRAL  WEST  VIRGINIA 

The  Central  West  Virginia  Medical  Society  elected 
Dr.  C.  R.  Davisson  of  Weston  as  President  at  a 
regular  meeting  at  West  Virginia  Wesleyan  College 
in  Buckhannon  on  September  30.  Doctor  Davisson 
succeeds  Dr.  Rigoberto  Ramirez  of  Buckhannon. 

Dr.  Earl  L.  Fisher  of  Gassaway  was  elected  Vice 
President  and  the  Society  re-elected  Dr.  Joseph  B. 
Reed  of  Buckhannon  as  Secretary-Treasurer. 

More  than  50  members,  their  wives  and  guests 
attended  a dinner  preceding  the  business  session. 
Giving  interesting  and  informative  talks  at  the 
dinner  session  were  Dean  Frank  W.  McKee  of  the 
West  Virginia  University  School  of  Medicine  and 


Dr.  George  R.  Callender,  Jr.,  of  Charleston,  Presi- 
dent of  the  West  Virginia  State  Medical  Association. 

Doctor  McKee  interspersed  a review  of  his  pro- 
fessional background  with  expressions  of  interest 
and  concern  with  regard  to  rural  medicine  and 
health  care.  He  said  that  medical  societies  such  as 
the  Central  West  Virginia  group  can  provide  a 
nucleus  for  high-quality  health  care  in  individual 
communities. 

Doctor  Callender  urged  society  members  present 
to  use  established  lines  of  communication  through 
the  Council;  the  office  of  the  Executive  Secretary, 
and  Executive  and  other  committee  chairmen  in 
making  their  interests  and  problems  continuously 
known  to  the  State  Medical  Association  leadership. 

He  also  called  upon  his  audience  to  give  all  pos- 
sible support  to  budget  requests  of  governmental 
agencies  operating  medical  and  related  programs. — 
Joseph  B.  Reed,  M.  D.,  Secretary-Treasurer. 

k k ir  k 

MERCER 

Dr.  Eugene  Linton  of  Winston-Salem,  North  Car- 
olina, gave  an  interesting  talk  on  pelvic  surgery 
for  cancer  of  the  cervix  at  the  monthly  meeting  of 
the  Mercer  County  Medical  Society  September  21 
at  the  West  Virginian  Hotel  in  Bluefield. 

Plans  were  announced  for  a tour  of  the  new 
Princeton  Memorial  Hospital  as  the  October  Society 
meeting;  and  for  an  Alcoholism  Symposium  to  be 
held  late  in  October  or  the  first  Wednesday  in 
November. 
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COUNTY  SOCIETIES— (Continued) 

The  Society’s  Christmas  Banquet  will  be  held 
December  21  at  the  Club  La  Saluta. — John  J.  Ma- 
hood,  M.  D.,  Secretary. 

t*  A * * 

mcdowell 

The  McDowell  County  Medical  Society  heard  an 
interesting  address  on  Indonesia  by  Dr.  L.  D.  Mul- 
lins of  the  Bluefield  Sanitarium  at  its  September 
9 meeting  at  the  Stevens  Clinic  Hospital  in  Welch. 
Eleven  members  and  four  guests  were  present. 

Dr.  Mullins  is  a former  member  of  the  Stevens 
Clinic  staff,  and  also  is  a former  missionary  to 
Indonesia. 

Dr.  A.  A.  Carr,  the  Society  President,  announced 
plans  for  a joint  meeting  of  the  group  with  the 
Woman’s  Auxiliary  in  November  at  the  McDowell 
County  Health  Center  at  Wilcoe.  Doctor  Carr  also 
announced  that  Dr.  C.  F.  McCord  would  replace 
Dr.  Muhittin  Ozbelli  as  the  Society’s  Treasurer. — 
J.  C.  Ray,  M.  D.,  Secretary. 

★ ★ ★ ★ 

MONONGALIA 

Dr.  Frank  W.  McKee,  recently  appointed  Dean 
of  the  West  Virginia  School  of  Medicine,  was  intro- 
duced to  the  Monongalia  County  Medical  Society 
membership  at  its  September  meeting.  Thirty-three 
members  were  present. 

Steps  were  taken  to  bring  a final  copy  of  a pro- 
posed new  Constitution  and  By-Laws  before  the 
membership  at  a later  meeting,  prior  to  printing  and 
distribution.  The  Society  also  heard  a report  from 
Dr.  E.  F.  Heiskell,  Jr.,  on  county-wide  health  plan 
recommendations  in  Monongalia. 

Officials  of  Camp  Kno  Koma  expressed  apprecia- 
tion to  the  Society,  through  a letter  addressed  to  the 
Secretary,  for  a $200  contribution  made  earlier  in 
the  year. — William  G.  Klingberg,  M.  D.,  Secretary. 
★ ★ ★ <★ 

RALEIGH 

Dr.  Dominic  J.  Gaziano  of  Charleston  gave  an 
interesting  address  on  “Air  Pollution  and  Its  Effects 
on  Health”  at  the  regular  monthly  meeting  Sep- 
tember 17  of  the  Raleigh  County  Medical  Society 
at  Henry’s  Restaurant  in  Beckley.  Fifty-four  mem- 
bers were  present. 

The  Society  admitted  to  membership  Drs.  Jamal 
H.  Khan,  Sul  Chung  and  Suradech  Kongkasuwan. 
Members  also  agreed  to  assignment  of  one  physician 
to  each  of  about  40  Rubella  Vaccination  Clinics 
scheduled  in  Raleigh  County  in  November. 

In  other  action,  the  Society  agreed  (1)  to  remain 
active  in  the  Mountaineer  Family  Health  Plan,  with 
the  President  to  name  three  members  to  the  Board 
of  that  organization;  and  (2)  to  arrange  for  the 
Secretary  to  transmit  to  the  proper  Legislative  com- 
mittee any  proposals  from  members  relative  to 
establishment  of  a State  Highway  Safety  Medical 
Advsiory  Board  and  the  reporting  of  various  dis- 
orders to  the  Board  by  local  physicians. — C.  Richard 
Daniel,  M.  D.,  Secretary. 
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Symposium  On  Prevention 
Printed  in  Book  Form 

Information  of  special  interest  to  practicing  phy- 
sicians, internists  and  cardiologists  is  contained  in  a 
new  American  Heart  Association  publication  on 
preventive  cardiology. 

Named  “Reducing  the  Risk  of  Coronary  and  Hy- 
pertensive Disease,”  the  book  stems  from  the 
Minnesota  Symposium  on  Prevention  in  Cardiology 
which  the  Minnesota  Heart  Association  sponsored 
in  cooperation  with  the  Mayo  Clinic,  Mayo  Founda- 
tion, University  of  Minnesota,  and  American  Heart 
Association’s  Council  on  Clinical  Cardiology. 

Edited  by  Henry  Blackburn  and  Jennifer  Willis, 
the  book’s  25  articles  cover  the  several  risk  factors 
and  provide  practical  suggestions  for  reducing  the 
risk  of  controlling  hypertension,  diet,  obesity,  cig- 
arette smoking  and  physical  activity. 

Copies  may  be  obtained  through  local  Heart 
groups  or  the  AHA’s  Distribution  Department,  44 
E.  23rd  Street,  New  York,  New  York  10010. 


STATEMENT  REQUIRED  BY  THE  ACT  OF  OCTOBER  23, 
1962;  SECTION  4369,  TITLE  39,  UNITED  STATES  CODE 
SHOWING  THE  OWNERSHIP,  MANAGEMENT  AND  CIR- 
CULATION OF  THE  WEST  VIRGINIA  MEDICAL  JOURNAL. 


The  West  Virginia  Medical  Journal  is  published  monthly  at 
1526  Charleston  National  Plaza,  Charleston,  West  Virginia 
25301. 


The  names  and  addresses  of  the  publisher,  editor  and 
managing  editor  are:  Publisher,  the  West  Virginia  State 
Medical  Association,  Box  1031,  Charleston,  W.  Va.  25324; 
Editor,  George  F.  Evans,  M.  D..  122  South  Sixth  Street, 
Clarksburg,  W.  Va.  26301;  and  Managing  Editor,  Mr.  William 
H.  Lively,  Box  1031,  Charleston,  W.  Va.  25324. 

The  known  bond  holders,  mortgages,  and  other  security 
holders  owning  or  holding  one  per  cent  or  more  of  total 
amount  of  bonds,  mortgages  or  other  securities  are;  None. 
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ASSOCIATION 

President:  Mrs.  Robert  J.  Tchou,  Williamson 
President  Elect:  Mrs.  M.  Bruce  Martin,  Huntington 
Vice  President:  Mrs.  Charles  Harrison,  Clarksburg 
Eastern  Regional  Director:  Mrs.  Herbert  Stelling, 

Romney 

Northern  Regional  Director:  Mrs.  Louis  W.  Groves,  Jr., 

Rich  wood 

Western  Regional  Director:  Mrs.  Salvador  Diaz,  Huntington 
Southern  Regional  Director:  Mrs.  J.  L.  Mangus,  Charleston 
Treasurer:  Mrs.  Charles  E.  Andrews,  Morgantown 
Recording  Secretary:  Mrs.  Harvey  Martin, 

White  Sulphur  Springs 

Corresponding  Secretary : Mrs.  A.  M.  MacKay, 

Forest  I fills,  Ky. 

Parliamentarian:  Mrs.  William  T.  Lawson,  Fairmont 


HARRISON 

The  Woman’s  Auxiliary  to  the  Harrison  County 
Medical  Society  held  its  annual  membership  tea 
September  10  at  the  home  of  Dr.  and  Mrs.  E.  Burl 
Randolph,  and  followed  with  an  October  1 dinner 
meeting  at  the  Stonewall  Jackson  Hotel  in  Clarks- 
burg. Former  Judge  Earl  Shaffer  of  Arlington, 
Virginia,  gave  an  interesting  talk  on  “Drugs”  at 
the  October  meeting.  Mrs.  Charles  S.  Harrison  of 
Clarksburg,  Vice  President  of  the  State  Auxiliary, 
was  introduced  at  the  September  tea. — Mrs.  William 
N.  Walker,  Jr.,  Publicity  Chairman. 


Three  state  officers  were  among  guests  at  a late 
September  membership  coffee  held  by  the  Woman’s 
Auxiliary  to  the  Marion  County  Medical  Society 
in  the  home  of  Mrs.  Donald  Koppel,  Country  Club 
Road,  in  Fairmont. 

The  guests  included  Mrs.  Robert  J.  Tchou  of  Wil- 
liamson, President  of  the  Woman’s  Auxiliary  to 
the  West  Virginia  State  Medical  Association;  Mrs. 
M.  Bruce  Martin  of  Huntington,  President  Elect, 
and  Mrs.  Charles  Andrews,  Morgantown,  Treasurer. 

Mrs.  Claude  S.  Lawson,  Jr.,  President  of  the 
Marion  Auxiliary,  presided  at  a business  meeting. 
The  Auxiliary  has  as  its  theme,  “Service  in  the 
Seventies.” — Mrs.  J.  T.  Mallamo,  Publicity  Chair- 
man. 

*3  ★ ★ * 

MERCER 

The  Woman’s  Auxiliary  to  the  Mercer  County 
Medical  Society  held  its  September  meeting  at  the 
home  of  Mrs.  Upshur  Higginbotham  in  Bluefield, 
with  the  President,  Mrs.  Robert  Gatherum,  Jr., 
naming  new  committee  chairmen  for  the  group’s 
1970-71  year. 

About  30  members  were  present,  including  two 
new  members,  Mrs.  George  Snyder  and  Mrs.  George 
King.  A number  of  reports  was  given,  including 
one  on  the  availability  of  funds  for  allied  health 
career  scholarships;  and  those  dealing  with  the 
mental  health  program  and  other  projects  the  Aux- 
iliary is  planning. — Mrs.  J.  E.  Blaydes,  Jr.,  Publicity 
Chairman. 
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Reye's  Syndrome 

John  V.  Merri field,  M.  D. 


TV  eye1  and  his  co-workers,  in  1963,  reported  a 
new  syndrome  of  encephalopathy  in  chil- 
dren associated  with  fatty  changes  in  the  viscera. 
The  clinical  course  usually  is  one  of  a mild  upper 
respiratory  infection  accompanied  by  vomiting, 
and  then  one  of  acute  cerebral  disturbance  fre- 
quently followed  by  death.  Reye  felt  that  a 
helpful  diagnostic  finding  was  profound  hypo- 
glycemia which  did  not  respond  to  intravenous 
glucose,  as  well  as  azotemia  and  hepatic  enzy- 
matic changes. 

This  paper  reports  three  cases  observed  at 
Charleston  Memorial  Hospital  over  a three-year 
period  (1986-1969)  and  reviews  the  features  of 
this  illness. 

Case  Reports 

Case  I.— A two-year-old  female  had  been  ill 
for  three  days  with  an  upper  respiratory  tract 
infection,  vomiting  and  fever.  On  admission  she 
was  hyperventilating  and  listless  but  responded 
to  painful  stimulation.  Blood  sugar  was  59  mg./ 
100  ml.,  blood  urea  nitrogen  28  mg./lOO  ml., 
and  CO2  content  11  mEq. /liter.  The  cerebro- 
spinal fluid  was  normal  except  for  a sugar  con- 
tent of  32  mg./lOO  ml.  Blood  count  showed 
15,620  white  cells/c.  mm.  with  a neutrophilia. 
The  SGOT  was  410.  She  vomited  dark-brown 
material  several  times  shortly  after  admission. 
Despite  therapy  with  intravenous  glucose  and 
electrolytes,  corticosteroids  and  antibiotics,  coma 
supervened;  and  a dilated  left  pupil  developed 
plus  bilateral  Babinski  sign.  On  the  fourth  day, 
bilateral  bronchopneumonia  was  present  and  her 
urinary  sediment  revealed  fat  globules.  She  died 
on  the  sixth  day. 

At  necropsy  there  was  marked  fatty  degenera- 
tion of  the  liver  and,  to  a lesser  extent,  the  kid- 
neys (proximal  and  distal  convoluted  tubules  as 
well  as  collecting  ducts);  the  myocardium 
showed  slight  degrees  of  fatty  metamorphosis. 
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The  brain  was  markedly  edematous  with  fat 
emboli  demonstrated  in  brain  capillaries.  Lungs 
showed  fibrinous  alveolitis  with  hyaline  mem- 
brane formation. 

Case  2.— A five-year-old  male  was  admitted 
to  the  hospital  with  fever,  vomiting,  stupor  and 
generalized  soreness  of  one  day’s  duration.  A 
week  prior  to  onset,  he  had  been  treated  with 
antibiotics  for  a febrile  illness.  He  was  pale, 
dehydrated  and  very  somnolent,  but  responded 
to  questioning.  The  CO2  content  was  6 mEq/L 
and  the  cerebrospinal  fluid  was  normal  except 
for  a sugar  of  32  mg./lOO  ml.  He  was  treated 
with  intravenous  glucose  and  electrolytes  sup- 
plemented with  antibiotics  and  aspirin,  but  veiy 
quickly  lapsed  into  unconsciousness.  Repeated 
electrolyte  studies  continued  to  show  severe 
aberrations  of  the  CO2  content,  and  the  SGOT 
was  494.  He  had  extremely  rapid  and  difficult 
respirations  and  a tracheostomy  was  performed. 
In  spite  of  vigorous  therapy  with  corticosteroids, 
Dilantin,  Mannitol  and  10  per  cent  dextrose,  he 
had  repeated  generalized  convulsions,  Cheyne- 
Stokes  respiration  developed,  and  he  died  36 
hours  after  admission. 

Necropsy  revealed  marked  fatty  degeneration 
of  the  liver  and  kidneys  (proximal  convoluted 
tubules  and  collecting  ducts),  marked  cerebral 
edema  and  bilateral  bronchopneumonia.  There 
was  an  area  of  autolysis  of  the  greater  curvature 
of  the  stomach  with  leakage  of  gastric  contents 
into  the  peritoneal  cavity. 
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Case  3.— A fifteen-month-old  male  had  been  ill 
for  two  days  with  vomiting,  hyperventilation 
and  increasing  lethargy.  One  week  prior  to 
symptoms,  he  had  had  an  upper  respiratory  in- 
fection which  had  subsided.  He  had  tachypnea 
but  was  afebrile  and  did  not  respond  to  painful 
stimulation.  He  was  severely  dehydrated  and 
there  were  multiple  eschars  over  the  extremities. 
Intestinal  ileus  was  present  and  a nasogastric 
tube  drained  a large  amount  of  dark  brown 
liquid  ( guiac  positive. ) Blood  sugar  was  67  mg./ 
100  ml.,  blood  urea  nitrogen  .50  ing./lOO  ml., 
CO2  content  7 mEq/liter  and  venous  pH  7.0. 
The  cerebrospinal  fluid  was  normal  and  blood 
count  showed  15,620  white  cells/c.  mm.  with  a 
neutrophilia.  He  had  three  generalized  convul- 
sions during  the  first  24  hours  after  admission. 
He  was  treated  vigorously  with  intravenous  glu- 
cose and  electrolytes,  corticosteroids  and  Dilan- 
tin, and  had  rapid  improvement  beginning  some 
36  hours  after  admission.  On  the  seventh  day, 
the  electroencephalogram  was  normal  and  he 
had  no  demonstrable  neurological  deficits.  Ab- 
normal laboratory  studies  were  repeated  and 
had  returned  to  within  normal  limits.  Follow-up 
one  month  later  failed  to  reveal  any  sequelae  of 
the  illness. 

Three  months  later,  he  began  vomiting  a clear, 
yellow  liquid  which  soon  became  coffee-ground 
in  appearance  and  he  was  admitted  to  a hospital 
in  another  state.  He  was  afebrile,  hyperpneic 
and  appeared  dehydrated.  He  was  comatose  and 
deep  tendon  reflexes  could  not  be  elicited.  Naso- 
gastric tube  drained  dark  brown  material  ( guiac 
positive).  Blood  sugar  was  64  mm./lOO  ml., 
blood  urea  nitrogen  33  mg./lOO  ml.,  creatinine 
8.7,  CO2  content  5.3  mEq/liter  and  venous  pH 
6.89.  Cerebrospinal  fluid  was  normal,  including 
viral  studies,  as  was  amino  acid  chromatography. 
SGOT  was  108.  He  was  treated  with  intravenous 
glucose  and  electrolytes.  On  the  morning  of  the 
third  day,  blood  pressure  rose  to  160  systolic 
and  100  diastolic  and  he  died. 

At  necropsy,  there  was  marked  fatty  degen- 
eration of  the  liver,  cerebral  edema  and  an  acute 
ulcer  at  the  cardio-esophageal  junction. 

Discussion 

Reye1  described  the  findings  in  21  children 
in  New  South  Wales,  Australia.  The  youngest 
patient  was  five  months  old,  and  the  oldest  eight 
and  V2  years.  These  children  all  presented  with 
some  preceding  infection,  often  upper  respira- 
tory, sometimes  followed  by  an  apparent  re- 
covery for  three  to  seven  days  only  to  be  suc- 
ceeded by  sudden  loss  of  consciousness,  with 
fever,  convulsions  and  vomiting.  In  11  cases, 


black  or  dark  brown  material  was  vomited.  Hy- 
perpnea  or  irregular  respiration  was  present  in 
20  cases.  The  liver  was  palpable  in  12  cases, 
and  in  six  was  thought  to  be  abnormally  firm. 
Neurologic  signs  such  as  hypertonia,  abnormal 
plantar  responses  and  a clinical  posture  of  Hexed 
elbows,  extended  legs  and  clenched  hands  were 
frequently  observed.  The  average  time  of  sur- 
vival after  admission  was  27  hours,  with  the 
longest  survivial  two  and  one-half  days.  Of  21 
patients,  17  expired. 

The  blood  sugar  and  spinal  fluid  sugar  levels, 
when  measured,  were  uniformly  low  and  re- 
sponded very  poorly  to  the  administration  of 
glucose.  The  blood  urea  nitrogen  value  ex- 
ceeded 40  mg.  per  100  ml.  in  nine  of  the  twelve 
cases  in  which  it  was  measured.  The  trans- 
aminase values,  when  measured,  were  elevated. 
The  electroencephalogram,  when  performed, 
showed  marked  generalized  abnormalities.  Chro- 
matography of  urinary  amino  acids  was  per- 
formed and  showed  a generalized  increase  in 
the  concentration  of  amino  acids  in  five  of  six 
cases. 

At  postmortem  examination,  there  was  diffuse 
cerebral  edema  without  herniation  or  evidence 
of  encephalitis  or  meningitis.  The  liver  showed 
massive  fatty  metamorphosis  with  glycogen  de- 
pletion but  no  necrotic  changes.  In  the  kidneys, 
fatty  degeneration  was  found  in  the  proximal 
convoluted  tubules. 

Chances  of  Survival  Improved 

There  is  no  satisfactory  treatment  as  evidenced 
by  the  high  mortality  rate  but  Reye1  believed 
that  continuous  glucose  infusion,  corticosteroids 
and  insulin  improved  the  chances  of  survival. 
Vigorous  treatment  for  hepatic  failure  was  at- 
tempted in  three  cases  by  Huttenlocher,2  with 
only  one  survivor. 

Fatty  changes  in  the  liver  may  be  caused  by 
any  number  of  agents— toxic,  nutritional  or  infec- 
tious. The  constant  preceding  history  of  upper 
respiratory  tract  infection  suggests  that  the  dis- 
ease is  infectious.  Of  8-3  patients  with  acute 
encephalopathy  and  fatty  hepatomegaly  reported 
in  the  literature,  69  died.3  Of  13  surviving  pa- 
tients, ten  were  well  shortly  after  their  illness. 
In  47  of  83  cases,  virus  isolation  was  attempted 
and,  in  35  instances,  it  was  negative.  Of  the  12 
successful  isolates,  only  four  viruses  were  iso- 
lated from  the  brain.3 

Sequence  of  Events 

The  sequence  of  events  as  reported  by  Utian4 
is  an  initial  infection,  usually  viral,  followed  by 
complete  depletion  of  glucose  and  glycogen 
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stores,  with  consequent  development  of  hypo- 
glycemia, metabolic  acidosis  and  gross  fatty 
change  in  the  liver.  As  a result  of  their  extreme 
sensitivity  to  hypoglycemia,  cerebral  cells  degen- 
erate and  atrophy  and  later  fail  to  respond  to 
intravenous  glucose. 

A prodromal  illness,  which  was  thought  to  be 
of  viral  etiology,  was  present  in  the  three  cases 
reported  here.  On  initial  admission,  Case  3 had 
multiple  scabbed  lesions  which  resembled  an 
older  stage  of  varicella.  Mortimer,  in  1962,  re- 
ported three  cases  of  fatal  hypoglycemia  asso- 
ciated with  varicella  which  at  necropsy  showed 
marked  brain  edema  with  severe  fatty7  metamor- 
phosis of  the  liver.5 

Clinically  and  pathologically,  the  findings  in 
these  three  case  reports  are  consistent  with 
numerous  reports  which  recently  have  appeared 
in  the  literature.  Abnormalities  in  SGOT  were 
striking  in  the  fust  two  cases.  The  course  of 
Case  3 was  atypical.  This  patient  regained  con- 
sciousness within  36  to  48  hours  after  initial 
admission.  He  was  discharged  from  the  hospital 
after  nine  days,  apparently  in  good  health.  Three 
months  later,  he  presented  with  the  same  symp- 
toms in  another  state  and  expired  within  three 
days.  The  measured  SGOT  levels  in  this  case 
were  not  markedly  elevated  on  either  admission 
and  the  cerebrospinal  glucose  levels  were  not 
consistently  low  as  in  the  other  two  cases.  Blood 
ammonia  levels  were  not  performed  in  the  cases 
reported  but  Huttenlocher,2  in  a recent  report, 
described  blood  ammonia  elevations  as  respon- 
sible for  the  CNS  effects. 

Four  of  six  children  in  close  association  with 
Case  3 were  followed  and  found  to  have  elevated 
SGOT  and  alkaline  phosphatase  levels  which 
subsequently  returned  to  normal.  A similar  case 
was  reported  from  Massachusetts  General  Hos- 
pital,6 in  1966,  of  a patient,  two  parents  and  four 
siblings  who  presented  with  an  upper  respiratory 
infection  for  a two- week  period.  After  apparent 
recovery,  severe  hepatic  and  central  nervous  sys- 
tem dysfunction  occurred  in  one  patient  and  he 
expired.  A sibling  was  then  admitted  to  the  hos- 
pital with  irritability,  hepatomegaly  and  SGOT 
elevation.  The  symptoms  of  the  sibling  cleared 
within  two  days.  These  cases  suggest  that  a 
milder  or  sometimes  asymptomatic  variant  of 


the  complete  “Reyes  syndrome”  may  exist  and 
be  much  more  common  than  previously  thought. 

Summary 

Three  cases  of  encephalopathy  with  fatty  de- 
generation of  the  viscera  diagnosed  at  autopsy 
are  reported  with  a brief  review  of  the  literature. 
Its  etiology  remains  in  question,  but  evidence 
from  nearly  100  cases  reported  in  the  English 
literature  suggests  that  the  syndrome  is  a sequela 
of  a viral  infection. 
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Autopsies — Reverse  Socio-Economics? 

/V.  H.  Dyer,  M.  D.,  and  Carolanne  Hoffmann,  M.  S. 


TJetween  1963  and  1968,  only  about  three  of 
every  25  resident  deaths  in  West  Virginia 
were  autopsied.  And,  in  1968,  less  than  two- 
thirds  of  these  autopsies  were  said  to  have  in- 
fluenced the  cause  of  death  as  stated  on  the 
death  certificate.  These  facts  cast  some  asper- 
sions on  the  data  given  to  the  Division  of  Vital 
Statistics  in  the  State  Health  Department  to  as- 
certain causes  of  death. 

While  examining  the  autopsy  rates  by  cause 
of  death,  age,  color,  sex,  marital  status  and  place 
of  death,  it  appeared  that  those  groups  which 
are  least  likely  to  get  medical  attention  while 
they  are  living,  are  most  likely  to  get  an  autopsy, 
hence  the  title:  Autopsies— Reverse  Socio-Eco- 
nomics? In  fact,  this  relation  may  be  causal,  i.e., 
if  medical  attention  were  sought  as  frequently  for 
males  while  living  as  for  females,  perhaps  males 
would  not  be  autopsied  at  a higher  rate  than 
females. 

Introduction 

This  brief  article  will  look  into  the  reasons  for 
autopsy,  the  history  of  autopsies,  and  then  scan 
West  Virginia’s  autopsy  rates  to  see  what  our 
current  practices  are. 

Basically,  there  appear  to  be  three  major  rea- 
sons for  performing  autopsies.  One  reason  is  for 
legal  purposes  (or,  who’s  to  blame?).  The  first 
recorded  human  autopsy  in  the  United  States 
appears  to  have  been  done  for  this  reason.1  In 
1661,  an  eight-year-old  child  continually  accused 
a Goody  Ayres  of  “choking  her,  kneeling  on  her 
belly,  also  pinching  her.”  This  child  made  these 
accusations  until  her  death,  despite  the  fact  that 
Goody  Ayres,  a neighborhood  nurse,  was  not 
called  in  to  care  for  her.  The  father,  distraught 
by  his  daughter’s  allegations,  requested  that  an 
autopsy  be  performed  to  see  if  the  child’s  death 
could  be  due  to  the  witchcraft  of  Goody  Ayres. 
Tire  autopsy  report  contained  six  observations, 
each  of  which  was  considered  to  be  “preternatu- 
ral.” These  findings  were  then  filed  with  the 
Secretary  of  the  Colony.  Fortunately,  however, 
Goody  Ayres  moved  away  and  the  claim  of 
witchcraft  was  subsequently  forgotten. 

A second  reason  for  autopsy  is  for  medical  in- 
formation (or,  what’s  going  on?).  In  1846,  re- 
peated autopsies  and  chance  circumstances 
showed  Ignaz  Semmelweiss  the  relation  between 
high  rates  of  puerperal  fever  and  the  unclean 
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hands  of  the  attending  physicians.2  Then,  with 
the  mortality  rates  of  puerperal  fever,  he  was 
able  to  prove  the  efficacy  of  the  simple  (and 
humbling)  technique  of  hand  washing.  These 
findings  laid  the  foundation  for  what  was  later 
formalized  by  Lister  as  the  practice  of  antisepsis. 

The  third  reason  for  autopsying  a body  is  to 
keep  a check  on  quality  of  diagnoses  (or,  are 
our  diagnoses  accurate  enough  to  know  what 
our  major  killers  are?).  Dr.  Robert  R.  Wilson, 
in  1966,  wrote  a paper  for  publication  in  the 
JAMA  strongly  urging  the  continued  perfor- 
mance of  autopsies.3  His  concern  was  the  use 
of  autopsies  not  to  learn  something  new,  but 
rather,  as  a check  on  the  cause  of  death  as  as- 
certained from  clinical  diagnoses.  He  made  a 
study  of  the  deaths  occurring  in  one  hospital 
during  one  year  (excluding  fetal  and  neonatal 
deaths,  as  well  as  DOA’s).  Of  the  509  adult 
deaths  occurring  in  this  hospital  only  265  (or  52 
per  cent)  had  adequate  autopsy  records.  The 
postmortem  examinations  of  these  265  autopsied 
deaths  were  compared  with  their  clinical  diag- 
noses. In  139  cases  (or  53  per  cent),  the  clinical 
diagnosis  agreed  exactly  with  postmortem  find- 
ings but,  in  40  per  cent,  the  clinical  diagnosis 
was  only  in  partial  agreement.  In  seven  per  cent, 
the  clinical  diagnosis  bore  no  resemblance  at  all 
to  the  postmortem  findings. 

Of  course,  we  cannot  realistically  assume  that 
the  autopsy,  just  because  it  is  done,  is  better  than 
the  clinical  diagnosis.  Dr.  Milton  Helpem,4’ 3 
Chief  Medical  Examiner  for  the  City  of  New 
York,  has  said  that  “an  autopsy  is  not  an  auto- 
matic self-revealing  procedure  but  one  that  re- 
quires outside  sources  of  information  and  ade- 
quate investigation  to  provide  the  proper  an- 
swers.” He  considers  a poorly  performed  autopsy 
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to  be  “worse  than  none  at  all  because  it  can 
obscure  the  real  cause  of  death.  As  examples 
he  cited  unrecognized  poisoning,  fracture  of 
the  cervical  spine,  thrombotic  embolism  and 
choking  on  boluses  of  food. 

An  outgrowth  of  this  third  reason  for  autopsy- 
ing  (to  keep  a check  on  quality  of  diagnoses)  is 
the  State  Health  Department's  desire  to  get  the 
best  possible  information  on  causes  of  death  for 
analysis  purposes.  Since  our  analysis  of  causes 
of  death  are  tied  to  the  information  contained 
on  the  death  certificate,  one  additional  factor 
must  be  examined.  This  factor  is  the  delay  in 
reporting  the  results  of  the  postmortem.  As 
Rosenblatt6  indicated,  very  frequently  death  cer- 
tificates are  placed  on  file  before  the  results  of 
the  postmortem  are  known. 

Autopsy  Requisites 

Therefore,  for  us  to  get  the  most  accurate  pic- 
ture of  our  “major  killers"  in  West  Virginia,  not 
only  must  we  increase  the  per  cent  of  deaths 
autopsied,  but  must  see  that  when  an  autopsy 
is  performed  it  is  of  superior  quality,  and  then 
see  that  the  findings  are  reported  as  rapidly  as 
possible  so  that  the  results  will  get  onto  the 
death  certificate.  Until  all  these  conditions  are 
met,  analyses  of  the  causes  of  death  will  be  on 
rather  shaky  ground. 

Selected  Findings 

In  West  Virginia,  the  average  autopsy  rate 
for  residents  dying  between  1963  and  1987  was 
12.2  per  cent.  Of  the  underlying  causes  of  death 
reported  on  death  certificates,  the  highest  au- 
topsy rate  was  found  among  the  homicides  (51.7 
per  cent),  followed  by  congenital  malformations 
(36.7  per  cent)  and  ulcers  (36.5  per  cent). 
Gastritis,  hernia,  cirrhosis  and  benign  neoplasm 
were  autopsied  about  30  per  cent  of  the  time. 
Incidentally,  it  is  interesting  that  deaths  due  to 
benign  neoplasm  were  autopsied  almost  twice  as 
frequently  as  those  due  to  malignant  neoplasm 
(30.6  per  cent  versus  16.1  per  cent). 

The  lowest  autopsy  rate  was  found  in  the 
deaths  attributed  to  ill-defined  conditions  (2.5 
per  cent).  These  deaths  probably  were  attri- 
buted to  ill-defined  conditions  either  because  an 
autopsy  was  not  done,  or  because  the  result  of 
the  autopsy  was  not  known  by  the  time  the  death 
certificate  was  filed.  Since  the  fifth  most  fre- 
quent cause  of  death  was  “ill-defined,”  we  have 
a large  unknown  on  our  hands  (this  group  in- 
cludes such  things  as  senilitv,  “rapid  heart,”  con- 
vulsions, “went  to  bed  feeling  fine,  but  woke  up 
dead;”  or  died  suddenly,  nothing  serious  (i.  e. 
sudden  death). 


Those  causes  of  death  which  were  autopsied 
less  frequently  than  the  overall  state  average 
were  diseases  of  the  cardiovascular  system  (the 
most  frequently  listed  cause  of  death ) , diabetes, 
suicide,  premature  birth  and  asthma.  Of  95,872 
deaths  due  to  diseases  of  the  cardiovascular  sys- 
tem only  4,430  (or  8.4  per  cent)  were  autopsied. 
This  category  includes  such  vague  pronounce- 
ments as  cardiac  arrest  (heart  stopped  beating), 
and  makes  one  wonder  therefore  if  this  classifi- 
cation is  as  significant  as  first  thought. 

During  1963-1967,  12  per  cent  of  the  white 
deaths  were  autopsied,  but  16  per  cent  of  the 
nonwhite  deaths  were  autopsied.  It  was  seen 
that  for  almost  every  cause  of  death,  the  autopsy 
rate  was  higher  for  the  nonwhite  than  for  the 
white.  The  notable  exceptions,  where  whites 
were  autopsied  more  frequently  than  non.vhites, 
were  deaths  due  to  congenital  malformations, 
cirrhosis,  ulcer,  gastritis  and  benign  neoplasm. 
The  reason  for  the  higher  autopsy  rates  for  the 
nonwhites  than  for  the  whites  may  be  that  the 
whites  had  received  more  thorough  medical  care 
while  living7'  s and,  therefore,  an  autopsy  was 
not  as  necessary  in  order  to  determine  the  cause 
of  death. 

During  the  same  time  period  14  per  cent  of 
the  male  deaths  were  autopsied  while  only  10 
per  cent  of  the  female  deaths  were  autopsied. 
There  were  a few  causes  of  death,  however, 
where  the  autopsy  rate  was  higher  for  females 
than  for  males.  The  most  noteworthy  are  the 
deaths  attributed  to  suicide.  The  per  cent  of 
female  suicides  that  were  autopsied  was  almost 
twice  as  high  as  the  per  cent  of  male  suicides 
that  were  autopsied  ( 15.8  per  cent  versus  8.7 
per  cent).  This  differential  may  be  due  to  dif- 
ferences in  the  manner  by  which  they  took  their 
lives.  About  86  per  cent  of  the  male  suicides 
were  accomplished  by  violent  means  such  as 
hanging,  jumping  from  high  places,  using  cutting 
or  piercing  instruments,  but  mainly  through  the 
use  of  firearms,  whereas  only  about  59  per  cent 
of  the  female  suicides  were  by  violent  methods. 
In  contrast,  26  per  cent  of  the  female  suicides 
were  by  liquid  or  solid  poison,  whereas  only 
five  per  cent  of  the  male  suicides  were  by  liquid 
or  solid  poison.  Since  the  causes  of  death  by 
violent  means  can  readily  be  determined  by 
macroscopic  examination  while  those  by  poison- 
ing cannot,  we  can  understand  why  more  female 
than  male  suicides  were  autopsied.  The  basic 
pattern,  however,  remains;  males  were  autopsied 
more  frequently  than  females.  (Again  this  may 
be  attributed  to  the  fact  that  while  they  were 
alive,  females  tended  to  get  more  medical  care 
than  males).0 


December,  1970.  Vol.  66,  No.  12 


419 


Autopsy  Rates  by  Age  Group 

When  rates  of  autopsy  were  compared  by  age 
group,  it  was  noted  that  until  the  age  of  49,  20 
per  cent  or  better  of  the  deaths  were  autopsied. 
After  that  age  at  death,  the  per  cent  of  autopsies 
fell  off  precipitously  so  that  bv  the  age  group 
of  75  years  and  older  only  six  per  cent  of  the 
deaths  were  autopsied.  The  highest  autopsy 
rates  were  found  for  the  25  to  39-year-olds.  Per- 
haps this  was  so  because  deaths  at  this  age  were 
less  expected  than  at  older  ages  and  created  more 
of  a financial  burden  for  the  survivors  than 
deaths  at  any  other  age. 

When  age  at  death  was  examined  by  sex,  the 
males  were  found  to  have  been  autopsied  more 
frequently  than  females  at  every  age  except  the 
5-14  and  15-24-year-olds.  Why  these  ages  are 
exceptions  is  not  clear  to  the  writers. 

When  age  at  death  was  examined  by  color, 
the  nonwhites  were  found  to  have  been  autopsied 
more  frequently  than  whites  at  every  age  except 
the  5-14-year-olds. 

These  two  further  breakdowns  of  age  by  sex 
and  color  pose  the  question  of  whether  or  not 
there  is  some  unique  factor  at  work  in  the  adoles- 
cent ages  which  changes  the  sex  or  color  pattern 
by  which  medical  care  is  generally  sought. 

The  deaths  occurring  from  1963  through  1967 
showed  that  hospitalization  greatly  increases  the 
probability  of  autopsy.  Only  3.7  per  cent  of 
those  individuals  who  were  not  hospitalized  at 
the  time  of  death  were  autopsied,  while  16.9 
per  cent  of  the  hospitalized  deaths  were  au- 
topsied. 

This  autopsy  rate  of  16.9  per  cent  for  hos- 
pitalized deaths  is  low  when  compared  with  a 
rate  of  38  per  cent  for  PAS  Hospital,10  or  with 
the  1967  JAMA  report  which  indicated  that  20 
federal  hospitals  autopsied  83  per  cent  or  more, 
20  non-federal  children’s  hospitals  autopsied  80 
per  cent  or  more,  and  22  non-federal  non-chil- 
dren’s hospital  autopsied  82  per  cent  or  more.11 

The  autopsy  rates,  however,  were  not  consis- 
tent throughout  the  state.  As  one  would  expect, 
teaching  hospitals  had  higher  autopsy  rates  than 
non-teaching  (31.8  per  cent  versus  8.5  per  cent), 
and  the  University  Hospital  in  Morgantown  had 
the  highest  rate  of  all  (56.8  per  cent).  The  Vet- 
eran’s Hospital  in  Martinsburg,  however,  fol- 
lowed a close  second  with  a 53.2  per  cent  autopsy 
rate. 

For  the  period  1963  through  1967,  the  autopsy 
rate  for  a hospital  patient  was  further  increased 
if  the  patient  was  male  and  further  still  if  he 


was  nonwhite.  A nonwhite  male  dying  in  a hos- 
pital was  found  to  have  an  autopsy  rate  of  24.7 
per  cent,  while  a white  female  dying  outside  a 
hospital  had  an  autopsy  rate  of  2.3  per  cent. 

When  autopsy  rates  for  1968  were  compared 
by  marital  status,  the  divorced  and  never  married 
had  the  highest  rates.  The  married  persons  had 
the  third  highest  rates  followed  by  the  widowed 
persons.  Since,  however,  these  marital  groupings 
are  confounded  by  age  differences,  and  since  age 
adjusting  of  these  marital  groupings  was  not 
possible  from  these  initial  data  tabulations,  it  is 
impossible  to  discern  whether  or  not  age  or 
marital  status  caused  the  differences  noted  be- 
tween different  marital  statuses. 

In  1968,  an  additional  question  concerning 
autopsies  was  introduced  on  the  death  certificate. 
This  question  was  asked  only  if  an  autopsy  was 
done,  and  it  asked  if  the  autopsy  determined  the 
cause  of  death  as  stated  on  the  certificate. 

The  initial  question  on  the  death  certificate 
concerning  whether  or  not  an  autopsy  was  per- 
formed was  not  even  answered  for  23  per  cent 
of  the  deaths;  65  per  cent  indicated  that  an 
autopsy  was  not  performed,  and  only  13  per  cent 
indicated  that  an  autopsy  was  performed.  The 
amount  of  missing  information  regarding  the  per- 
formance of  an  autopsy  is  less  for  hospitalized 
deaths  than  for  the  non-hospitalized  deaths  (20 
per  cent  versus  29  per  cent).  However,  even 
the  rate  of  missing  information  on  hospitalized 
deaths  is  extremely  high  since  an  average  of  one 
in  every  five  questions  was  left  blank.  And  yet, 
this  question  must  be  answered  if  we  are  to 
know  the  actual  autopsy  rate. 

And  although  13  per  cent  of  the  death  cer- 
tificates indicated  that  an  autopsy  had  been  per- 
formed, only  8 per  cent  of  all  deaths  were  known 
to  have  had  an  autopsy  which  determined  the 
cause  of  death  listed  on  the  death  certificate. 

Thus  the  number  of  deaths  autopsied  in  time 
to  determine  the  cause  of  death  listed  on  the 
death  certificate  were  so  few  that  a comparison 
by  cause  of  death  would  be  numerically  un- 
sound. 

Addendum 

Copies  of  the  original  report,  which  includes 
the  data  on  which  the  above  analyses  are  based, 
are  available  gratis  from  the  State  Health  De- 
partment. 
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Why  Practice  in  West  Virginia? 

Richard  Dorsey , M.  D. 


tn  a nation  with  a generalized  shortage  of  phy- 

sicians,  and  the  ability  to  pay  them  well,  why 
should  a West  Virginian  return  to  the  Mountain 
State  to  open  his  office?  Appalachia,  we  are 
told,  is  one  of  the  poorest,  most  backward  and 
generally  most  deprived  areas  in  the  country. 
Further,  our  State  shares  with  but  three  others 
the  distinction  of  having  actually  lost  population 
during  a period  of  national  growth,  a trend 
which  is  predicted  to  continue  through  the  next 
decade  as  well,  albeit  at  a reduced  rate.1 

Our  youth,  among  them  the  most  talented  and 
educated,  have  contemplated  this  situation  and 
departed  for  other  areas.  Their  loss,  though 
extremely  costly  to  the  State  in  terms  of  edu- 
cational investment,  needed  skills  and  future 
earnings,  approaches  intolerable  levels  in  the 
case  of  physicians.  Young  doctors  are  among 
tire  most  intelligent  and  industrious  members  of 
their  generation,  receive  far  more  education,  and 
have  perhaps  the  greatest  potential  for  contribu- 
tion to  the  commonwealth  of  any  occupational 
group.  Further,  few  other  callings  approach 
medicine  in  their  present  and  projected  shortage 
in  West  Virginia,  or  in  their  impact  upon  the 
population  at  all  levels— individual,  community, 
region,  or  state. 

A recent  survey-  quantified  the  problem  and 
offered  comparisons  with  our  neighboring  states. 
In  1988,  West  Virginia,  with  but  one  medical 
school,  graduated  50  new  M.  D.s,  but  granted 
initial  licensure  to  only  34,  an  apparent  loss  of 
about  30  per  cent.  Kentucky  and  Virginia,  both 
similar  to  us  but  having  two  medical  schools 
each,  graduated  182  and  147,  and  licensed  220 
and  185  new  physicians,  respectively.  Of  our 
neighbors,  only  Pennsylvania,  with  its  numerous 
universities,  some  of  national  orientation,  shared 
the  net-loss  experience  with  West  Virginia. 

On  the  other  hand,  the  majority  of  our  gradu- 
ates do  ultimately  return.  While  the  factors  en- 
couraging emigration  have  been  widely  dis- 
cussed, those  favoring  retention  have  received 
little  attention.  What  these  are,  and  why  they 
are  of  such  crucial  importance,  constitute  the 
bulk  of  this  paper. 
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Professional  Considerations 

The  first  broad  topic,  professional  considera- 
tions, probably  concerns  us  most  of  all.  Medicine 
is  the  central  feature  in  nearly  all  our  lives, 
the  calling  toward  which  we  have  worked  and 
aspired  for  many  years,  in  which  most  of  our 
waking  hours  are  spent,  and  from  which  the 
lion’s  share  of  our  rewards  are  derived.  A phy- 
sician who  enjoys  his  practice  can  be  happy 
almost  anywhere,  while  for  one  frustrated  pro- 
fessionally, scarcely  any  other  benefits  are  suffi- 
cient compensation.  Several  major  areas  con- 
tribute to  a satisfactory  practice,  among  them 
challenge,  freedom  and  service.  Each  exists 
abundantly  in  West  Virginia. 

Medicine,  both  the  art  and  the  science,  is 
sufficiently  difficult  to  be  intellectually  stimu- 
lating under  the  most  favorable  of  circumstances. 
Here,  the  added  patient  volume  occasioned  by 
the  shortage  of  doctors  substantially  increases 
the  normal  challenge.  For  example,  our  State 
has  but  96  physicians  per  100,000  population, 
compared  with  a national  average  of  142.3  Wide 
variability  can  be  observed  within  the  State, 
ranging  from  142/100,000  in  Cabell  County  to 
none  at  all  in  Doddridge  County.  The  mountain 
counties,  not  surprisingly,  tend  to  have  fewer 
doctors  per  capita,  though  the  figures  can  be 
somewhat  misleading  in  that  the  urban  areas 
tend  to  provide  services  for  much  of  the  rural 
population  nearby. 

To  the  young  physician,  these  ratios  take  on 
added  significance.  In  the  first  place,  he  can  be 
assured  of  ample  volume,  virtually  from  his 
first  day,  with  his  principal  concern  shortly  be- 
coming restraining,  rather  than  building  his 
practice.  The  rewards,  both  psychological  and 
economic,  of  being  sought  after  from  the  start. 
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can  scarcely  be  over-emphasized.  Whether  one 
prefers  solo,  partnership  or  group  arrangements, 
and  almost  regardless  of  specialty,  opportunity 
and  welcome  from  colleagues  and  community 
alike  await  the  new  physician. 

In  daily  practice,  the  volume  assured  by  the 
public  need  presents  its  own  challenge.  More 
patients  must  be  seen,  and  more  decisions  made, 
in  less  time,  than  in  regions  where  a relative 
abundance  of  physicians  permits  a more  leisurely 
pace.  If  nothing  else,  one’s  ingenuity  and  effi- 
ciency receive  constant  stimulation. 

Limitations  in  libraries,  hospitals,  laboratories 
and  personnel  combine  with  the  large  patient 
volume  to  further  tax  our  skills  and  abilities.  As 
with  physicians,  these  resources  are  distributed 
quite  unevenly,  with  the  urban  areas  again  being 
favored.  Thus,  to  a variable  extent,  the  doctor 
must  further  improvise  to  supply  his  own  and 
his  patients’  needs  in  the  best  way  possible. 

Transportation  and  Communication 

Fortunately,  modern  transportation,  communi- 
cation and  medical  organization  offer  endless 
possibilities  for  the  enterprising.  For  example, 
a few  hours’  journey  by  road  or  air  will  bring 
one  to  any  of  a number  of  major  medical  centers 
within  or  near  West  Virginia.  For  the  doctor, 
this  means  access  to  libraries,  consultants  and 
educational  facilities  which  can  greatly  enhance 
his  professional  ability;  for  his  patient,  the  ulti- 
mate in  medical  science  can  be  supplied  if 
needed. 

The  mail  each  day  brings  a host  of  journals 
to  every  doctor,  regardless  of  his  location.  It  can 
also  convey  blood  samples  to  a number  of  lab- 
oratories for  any  conceivable  study,  with  the 
results  generally  being  available  in  a very  few 
days,  especially  if  telephone  reporting  is  used. 
Even  greater  promptness  can  be  secured  by 
purchasing  one  of  the  relatively  inexpensive 
photometers  which  come  complete  with  simple 
disposable  tests  for  a variety  of  common  blood 
components. 

Telephone  lines,  in  addition  to  providing  im- 
mediate contact  with  consultants  at  any  distance, 
are  already  being  used  to  transmit  EKGs,  both 
from  the  patient’s  home  to  the  doctor’s  office, 
and  from  the  office  to  referral  centers.  With 
advances  in  electronic  communication,  including 
magnetic  tape,  television,  and  improved  tele- 
phone networks,  great  reductions  in  the  handi- 
caps of  rural  practice  can  be  clearly  foreseen. 
However,  in  the  last  analysis,  the  central  point 
in  considering  both  the  challenges  and  the  means 
for  dealing  with  them  is  that  here,  even  more 
than  in  most  regions,  the  quality  of  medicine 


depends  on  the  ability',  knowledge,  resourceful- 
ness, and  diligence  of  each  individual  physician. 

Paradoxically,  in  the  midst  of  improvisation, 
the  problem  of  regulation  confronts  us.  Unfor- 
tunately, there  is  considerable  truth  to  the  as- 
sertion that  the  doctor's  prerogatives  have  been 
appreciably  curtailed  in  recent  years,  a state  of 
affairs  nearly  all  of  us  find  distressing.  For  that 
large  proportion  of  physicians  who  abhor  the 
thought  of  being  members  of  the  health  care 
team  (or,  worse  still,  merely  a species  of  health 
worker),  the  professional  shortage  and  the  close- 
ness of  the  medical  fraternity  provide  the  maxi- 
mum possible  insulation  against  expanding 
American  socialism.  The  supply  of  both  doctors 
and  paramedical  personnel  is  too  limited,  and 
the  needs  of  the  people  too  pressing,  to  en- 
courage any  serious  rivalries.  Further,  neither 
the  cultural  nor  the  economic  conditions  of  the 
State  are  hospitable  to  the  proliferation  of  econ- 
omists, sociologists,  health  planners  and  the  like, 
who  in  other  regions  have  demonstrated  a re- 
markable facility  in  assuming  the  prerogatives 
(though  never  the  responsibilities)  of  the  prac- 
ticing physician. 

In  addition,  the  people  of  our  society',  scattered 
over  mountains  and  valleys,  have  never  become 
accustomed  to  looking  to  institutions  for  aid. 
Rather,  when  individual  or  intrafamilial  re- 
sources prove  inadequate,  the  recourse  is  to 
Doctor  Smith,  Lawyer  Jones,  or  Preacher  Brown 
—in  short,  to  an  individual,  not  a group,  a whole 
profession,  or  that  amorphous  phantom,  Society. 
And,  by  and  large,  physicians  have  responded  in 
these  terms,  treating  Mrs.  Green’s  gallstones,  or 
Mr.  White’s  heart  failure.  The  impersonal  society', 
in  which  “medical  personnel'’  treat  “cases”,  re- 
mains foreign  to  life  in  the  hills. 

By  the  same  token,  the  various  review  com- 
mittees established  by  accrediting  and  under- 
writing agencies  consist  of  colleagues  keeping 
a friendly  watch  on  each  other  and  willing  to 
cooperate  to  the  greatest  extent  possible.  This 
is  not  to  say  that  the  reviews  are  not  conducted 
in  good  faith,  but  that  the  personal  and  pro- 
fessional ties  developed  in  years  of  practicing 
and  living  together  are  strongly  conducive  to 
mutual  courtesy  and  consideration. 

The  same  factors  operate  in  the  matter  of 
hospital  privileges.  The  physician  who  is  ac- 
cepted in  the  community  (and  nearly  all  are), 
and  whose  character  and  ability'  are  known  to  be 
high,  need  give  scarcely  a thought  to  externally- 
imposed  restraint.  So  long  as  reasonable  medical 
judgment  is  demonstrated,  the  spirit  of  laws  and 
regulations  is  given  considerably  more  weight 
than  the  letter. 
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The  current  social  structure,  too,  is  strongly 
conducive  to  personal  and  professional  freedom. 
Most  of  the  population  lives  in  small  cities  or 
towns  in  which  all  citizens  enjoy  a considerable 
degree  of  autonomy.  Where  most  businesses  are 
relatively  small  and  family-owned,  the  private 
medical  office  seems  part  of  the  natural  order, 
and  as  such  receives  much  reinforcement  from 
the  environment,  rather  than  appearing  an 
anachronism  in  a world  of  large,  highly-struc- 
tured organizations.  By  the  same  token,  the 
status  of  the  physician,  both  as  healer  and  edu- 
cated man,  remains  much  higher  than  in  areas 
where  a host  of  other  scientists,  technologists, 
and  administrators  maintain  pressure  on  the 
medical  profession,  both  by  their  existence,  and, 
perhaps,  by  a thirst  for  equivalency  which  they 
often  approach,  but  somehow  never  quite  reach. 

Finally,  and  of  vital  importance  in  the  life  of 
the  community,  West  Virginia  physicians  tend 
to  have  strong  personal  ties,  both  professional 
and  social,  throughout  all  levels  of  the  society. 
The  common  practice  contains  all  sorts  and  con- 
ditions of  men,  if  for  no  other  reason  than  the 
absence  of  sufficient  population  to  permit  single- 
stratum medicine.  For  the  physician,  this  pro- 
vides a superb  opportunity  to  understand  the 
inner  workings  of  his  society,  and  to  hear  widely 
divergent  views  of  various  community  activities. 
By  the  same  token,  his  patients,  who  in  the  ag- 
gregate comprise  the  public,  gain  impressions 
of  the  medical  profession  in  terms  of  their  per- 
sonal physician,  rather  than  an  abstract  organ- 
ization which,  regrettably,  often  receives  a rather 
bad  press.  Combine  this  state  of  affairs  with  the 
fact  that  most  physicians  personally  know  nearly 
all  the  leaders  in  the  other  walks  of  life  in  the 
community,  and  the  result  is  a singularly  low 
level  of  public  pressure  upon  the  profession. 

Another  of  the  principal  advantages  West 
Virginia  offers  its  native  sons,  a deep  sense  of 
service,  has  already  been  mentioned  in  discussing 
the  State’s  needs.  Statistics  tell  part  of  the  stoiy, 
but  an  appreciation  of  their  meaning  in  human 
terms  requires  visiting  towns  with  but  a few 
overworked  doctors,  or,  in  some  instances,  whole 
communities  for  which  the  nearest  physician  is 
many  miles  distant.  For  some  of  our  fellow 
citizens,  medical  services  are  available  only  at 
the  cost  of  considerable  travel,  which  is  especi- 
ally trying  for  the  sick  and  their  families. 

Concept  of  Service 

The  concept  of  service,  both  to  the  sick  and 
to  the  community,  is  central  to  medicine;  most 
of  us  consider  this  a principal  reason  for  entering 
the  profession.  Indeed,  many  physicians  of  all 


ages  travel  thousands  of  miles  to  bring  their 
skills  to  backward  lands.  Flowever,  with  the 
needs  so  pressing  here,  and  the  potential  satis- 
faction of  “looking  after  our  own”  much  greater 
than  aiding  even  the  most  deserving  of  foreign- 
ers, Appalachia  would  seem  to  provide  especially 
strong  attraction  for  the  most  dedicated  young 
doctors. 

The  immediate  rewards,  in  terms  of  satisfac- 
tion and  appreciation,  are  quite  substantial.  The 
returning  physician  is  warmly  welcomed  by  col- 
leagues, patients  and  the  community  generally. 
The  pride  expressed  in  the  young  doctor  who 
returns  is  truly  remarkable,  requiring  first-hand 
experience  for  any  real  comprehension.  Sub- 
jective rewards  are  added,  too,  in  the  inward 
pleasure  of  caring  for  old  friends,  and  of  working 
as  a colleague  with  the  same  doctors  who  have 
served  as  models  during  youth  and  education. 

In  addition,  the  quality  of  medicine,  especially 
the  art,  is  often  substantially  enhanced  by  the 
insight  into  individuals  and  their  relationships 
that  one  acquires  over  years  of  living  in  a certain 
area.  Empathy  with  patients,  harmony  with 
colleagues,  and  acceptance  in  society  all  come 
earlier,  and  more  easily,  to  the  native  son. 

Heretofore,  several  references  have  been  made 
to  the  nature  of  the  social  order  in  West  Virginia 
as  related  to  medicine.  Two  other  major  factors 
deserve  special  consideration  because  of  their 
great  impact,  not  only  on  our  profession,  but 
on  the  whole  pattern  of  life  in  this  area  within 
the  forseeable  future. 

First  is  the  matter  of  population  density. 
Within  the  United  States,  Manhattan  ranks  high- 
est in  this  regard,  with  74,000  people  per  square 
mile.  Figures  for  other  cities  include  38,000  for 
Brooklyn,  16,000  for  San  Francisco,  and  12,000 
for  Washington,  D.  C.4  By  contrast,  only  a few 
West  Virginia  counties  had  over  200,  while  a 
large  number  had  less  than  50  people  per  square 
mile.  Further,  the  population  of  most  of  the 
State,  as  mentioned  earlier,  is  either  stable  or 
actually  declining. 

These  statistics  have  profound  implications. 
First,  both  theory  and  experience  have  indicated 
a significant  correlation  between  population  den- 
sity and  social  turmoil.  Whether  for  biological, 
cultural  or  other  reasons,  crime,  political  unrest, 
and  even  rioting  flourish  in  the  crowded  cities, 
and  are  relatively  rare  in  the  countryside.4- G 
Thus,  the  physician  seeking  domestic  tranquility, 
and  indeed  physical  safety,  should  seriously  con- 
sider the  hills,  which  resist  the  inroads  of  the 
urban  developer,  and  virtually  require  a dis- 
persed way  of  life. 
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Further,  the  man  who  enjoys  close  contact 
with  nature,  whether  it  be  camping  by  a moun- 
tain stream,  or  simply  viewing  hills  and  valleys 
from  his  front  porch,  will  find  far  more  content- 
ment here.  From  almost  anywhere  in  the  State, 
a 10  minute  drive  will  take  one  out  of  sight  of 
the  works  of  man,  permitting  solitary  enjoyment 
of  the  beauties  of  nature  virtually  on  the  spur 
of  the  moment. 

The  second  crucial  social  consideration  in  our 
state  is  the  homogeneity  of  the  population,  both 
racial  and  cultural.  According  to  the  1960  cen- 
sus,1 the  overwhelming  majority  of  the  people 
are  white,  with  Negroes  comprising  only  some 
5 per  cent  of  our  citizens.  This  compares  with 
figures  in  the  30-50  per  cent  range  for  both  our 
neighbors  to  the  South,  and  in  the  cities  of  the 
North.  Thus,  significant  racial  conflicts,  either 
social  or  political,  are  highly  improbable,  sparing 
us  the  continuing  civic  strife  which  seems  to 
prevail  in  so  many  parts  of  our  nation. 

In  addition  to  assuring  internal  tranquility, 
this  same  racial  pattern  also  renders  us  largely 
immune  to  the  manipulations  of  various  Federal 
agencies,  which  have  created  a truly  chaotic 
situation  in  many  regions  with  substantial  Negro 
populations  by  imposing  fluctuating  formulas 
for  the  achievement  of  “racial  balance”  in  schools, 
industries  and  other  areas.  With  a white/Negro 
ratio  approaching  20/1,  the  degree  of  disruption 
possible  under  any  conceivable  set  of  edicts  is 
minimal  compared  with  the  rest  of  the  country. 

Similarly,  within  the  white  population  the 
Anglo-Saxon  group  clearly  predominates  numeri- 
cally. In  addition,  a common  environment  and 
culture,  extending  back  for  many  generations  ( or 
indeed,  centuries,  if  the  Old  World  be  included), 
have  forged  a degree  of  cohesion  and  consensus 
that  is  rare  in  the  mythical  “melting-pot”  society 
of  the  nation  at  large.  A similar  degree  of  una- 
nimity of  thought  existed  among  the  Southern 
electorate  prior  to  the  “civil  rights”  movement, 
but  the  racial  issue  has  greatly  disrupted  that 
equilibrium;  while  ours,  having  a similar  base 
but  lacking  the  Negro  question,  remains  largely 
intact.  While  American  history  has  been  marked 
by  a number  of  bitter  political  and  economic 
clashes  arising  from  class  and  racial  differences, 
the  wide  acceptance  of  general  social  principles 
by  virtually  all  of  the  population  here  has  pro- 
vided a high  degree  of  stability,  disrupted  only 
by  the  often-violent  redistribution  of  power  dur- 
ing the  union  movement  of  the  ’thirties  and 
’forties. 

The  results  of  this  state  of  affairs,  in  terms  of 
the  doctor’s  daily  life,  are  several.  First,  this 


sort  of  homogeneity  is  the  soil  from  which 
Western  democracy  first  sprang,  and  in  which 
it  still  flourishes  most  abundantly.  Though  we 
have  perhaps  more  than  our  share  of  corruption 
m public  office,  the  Law  as  the  embodiment  of 
the  popular  will  is  still  widely  respected,  and 
the  sense  of  oppression  often  engendered  in 
areas  of  sharper  class  and  racial  distinctions  is 
largely  absent  here.  Further,  because  of  the 
population’s  dispersion  and  orientation  toward 
tradition,  as  well  as  its  uniformity,  the  need  for 
regulation  in  the  everyday  affairs  of  men  rests 
far  more  on  custom  than  on  coercion.  This  dis- 
tinction increases  in  importance  as  life  generally 
becomes  more  complex. 

Economic  Picture 

Having  considered  the  social  aspects  of  medi- 
cine in  West  Virginia,  let  us  now  turn  to  the 
economic.  Here,  the  most  striking  feature  is 
poverty-  For  example,  our  State  ranks  in  the 
lowest  quarter  of  the  nation  in  this  regard,  with 
an  average  per-capita  income  under  $2,750  an- 
nually.5 The  average  in  such  states  as  California, 
Illinois  and  New  York  is  at  least  $1,000  higher. 
On  the  other  hand,  our  position  was  shared  by 
most  of  the  South,  and  by  two  other  predomi- 
nantly rural  areas.  Here  again,  we  must  ask 
ourselves  what  these  statistics  mean  in  daily  life. 
Do  they  portend  a bleak  economic  future  for 
young  doctors,  or  has  the  cloud  a silver  lining? 

To  begin  our  analysis,  let  us  consider  a recent 
survey.  Contrary  to  the  popular  belief  that  big- 
city  doctors  are  the  most  prosperous,  incomes 
for  general  practitioners  in  New  York  City  were 
found  to  average  some  $5,000  less  than  for  the 
same  group  nationally;  7 per  cent  earned  less 
than  an  annual  net  of  $10,000,  as  compared  with 
only  3 per  cent  for  the  country  as  a whole.6 
Further,  the  value  of  the  urban  physician’s  in- 
come, in  an  area  where  goods  and  services  are 
extremely  costly,  is  obviously  far  less  than  in 
more  bucolic  settings. 

With  respect  to  business  expenses,  for  example, 
rent,  personnel,  supplies  and  malpractice  insur- 
ance can  all  be  expected  to  consume  far  fewer 
dollars  in  West  Virginia  than  in  California.  Fur- 
ther, in  communities  where  high  incomes  are 
relatively  rarer,  and  the  general  economic  level 
lower,  the  doctor’s  financial  position  vis-a-vis  his 
environment  is  considerably  enhanced.  If  to 
this  is  added  his  impressive  social  status,  and  the 
number  of  life’s  small  comforts  which  accrue  to 
him  as  personal  favors,  his  situation  seems  de- 
cidedly superior  to  his  city  cousin’s.7 

But,  if  our  patients  have  little  money,  how 
shall  we  be  paid?  The  answer,  clear  today  and 
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inescapable  tomorrow,  is  by  third  parties,  private 
or  governmental.  Even  now,  the  overwhelming 
majority  of  hospital  charges  are  covered  by  in- 
surance, which  under  Medicare  has  already  ex- 
panded to  cover  nursing  homes,  office  visits  and 
house  calls.  Whether  one  accepts  assignment  or 
not,  the  money  is  there  to  pay  for  medical 
services. 

Add  to  this  the  current  welfare  program,  and 
we  see  that  poverty  in  a community,  or  even  a 
whole  area,  does  not  bar  comfortable  compen- 
sation of  its  physicians. s Indeed,  it  is  far  from 
fanciful  to  conceive  the  development  of  a variety' 
of  economic  incentives  for  physicians  willing  to 
live  and  practice  in  “medically-deprived”  areas. 
No  matter  what  one  may  think  of  the  philosophy 
of  governmental  underwriting  of  health  care,  the 
fact  is  that  it  has  proven  a boon  to  doctors  and 
patients  alike  in  the  poorer  regions  of  the 
country. 

‘West  Virginia  is  Home’ 

In  summary,  West  Virginia  faces  the  con- 
tinuing problem  of  retaining  its  medical  grad- 
uates. On  the  surface,  isolation,  poverty,  limited 
resources  and  a declining  population  would  seem 


to  make  our  State  decidedly  unattractive.  In 
terms  of  professional  satisfaction,  however,  and 
of  social  and  economic  reality,  we  compare  ex- 
tremely favorably  with  the  rest  of  the  nation. 
Beyond  this,  I think,  it  is  as  true  of  the  Moun- 
tain State  as  of  the  Old  Dominion,  that  it  is  less 
a State,  than  a state  of  mind.  For  anyone  who 
has  grown  up  in  the  hills,  seeing  them  bloom  in 
the  Spring  and  blaze  with  color  in  the  Fall,  who 
has  a true  understanding  of  our  State  motto, 
West  Virginia  is  Home. 
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To  Physicians  in  Training 

To  all  physicians  in  training  and  especially  West  Virginia  resi- 
dents. West  Virginia  is  in  need  of  physicians  in  all  categories  for  rural 
and  urban  practice.  Any  physician  desiring  information  concerning 
openings  in  the  State  can  communicate  with  The  Journal.  The  Journal 
will  publish  free  for  6 issues  pertinent  information  concerning  any 
qualified  physician  who  is  seeking  a location  in  West  Virginia.  Single 
copies  of  The  Journal  listing  practice  opportunities  will  be  mailed  to 
physicians  upon  request. 

A roster  containing  a list  of  officers  of  county  societies  and  spe- 
cialty sections  of  the  West  Virginia  State  Medical  Association  is 
available  upon  request  to  the  headquarters  offices.  Also,  information 
pertaining  to  West  Virginia  licensing  laws  will  be  mailed  to  interested 
physicians.  Interested  parties  may  then  write  the  officers  of  component 
societies  or  sections  for  further  information. 

Any  other  information  about  West  Virginia  will  be  secured  from 
outside  sources,  if  possible,  and  sent  upon  request.  All  letters  to 
The  Journal  will  receive  individual  immediate  attention. 
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Special  Article 


Planning  a State  System  of  Higher  Education 

Prince  B.  W oodard,  Ed.  D. 


Several  months  ago,  when  your  President  very 
kindly  invited  me  to  participate  in  your  pro- 
gram. I found  myself  wondering  why  you  should 
wish  to  hear  me— and  at  9 o’clock  in  the  morning. 
Was  it,  1 asked  myself,  that  you  had  such  a 
feeling  for  history  that  you  thought  it  might  be 
appropriate  for  another,  recently  arrived  from 
Richmond,  to  come  to  White  Sulphur  Springs, 
much  as  that  Richmond  syndicate  that  had 
bought  the  Caldwell  properties  in  the  18.50's  and 
built  ‘Old  White’,  the  remarkable  predecessor  to 
the  present  establishment  that  in  its  time  was  a 
center  of  fashion  and  a gathering  place  for 
regional  politicians?  Or  was  it,  I pondered,  that 
you  were  curious— and  perhaps  even  skeptical— 
about  someone  in  education  who  carried  the  title 
of  “Chancellor”?  Perhaps  you  had  read,  as  I had, 
some  recent  poetry  from  the  Middle  West,  de- 
scribing the  academic  chancellor  as 

“Folksy,  earthy,  glad-handing  Chancellor,  Might 
have  been  a Senator,  lines  to  the  State  House  still, 
fences  mended,  lines  of  Retreat  intact,  a man  of 
many  committees.  Of  many  highfalutin  names,  real- 
ist, manipulator,  . . . Mayor  Daley  with  a mortar- 
board helmet.”' 

I prefer  to  think  that  the  primary  reason  for 
your  imitation  was  neither  of  these,  but  rather 
the  much  more  important  one  of  affording  us  an 
opportunity'  in  this  delightful  setting  to  share 
some  impressions  about  the  present— and,  more 
importantly,  to  consider  the  future  of  higher  edu- 
cation in  our  state. 

When  your  Board  of  Regents  came  into  exis- 
tence just  one  year  ago,  West  Virginia  joined 
the  ranks  of  42  other  states  which  had  earlier 
established  some  state-level  mechanism  for  coor- 
dinating and  planning  higher  education  on  a 
statewide  basis. 

The  emergence  in  recent  years  of  these  state- 
level  agencies  was  both  inevitable  and  desirable. 
Their  development  was  inevitable  because  of  the 
sheer  growth  of  higher  education  in  numbers  of 
students,  numbers  of  institutions,  varieties  of 
programs  and  expansions  of  budgets.  Higher 

^Presented  at  the  103rd  Annual  Meeting  of  the  West  Vir- 
ginia State  Medical  Association.  The  Greenbrier.  White 
Sulphur  Springs.  Aueust  20.  1970. 
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• Prince  B.  Woodard,  Ed.  D..  Chancellor,  West 
Virginia  Board  of  Regents,  Charleston. 


education  had  largely  outgrown  the  individual 
institution  just  as  the  modern  world  had  out- 
grown the  Renaissance  man.  It  had  become 
physically  impossible  for  a single  institution  to 
be  all  things  to  all  men.  Higher  education  had 
become  big  business.  To  function  efficiently  and 
productively  this  massive  and  rapidly  growing 
enterprise  required  the  application  of  sound 
business  techniques  and  appropriate  manage- 
ment principles. 

Throughout  the  nation  State  planning  agencies 
for  higher  education  came  into  being,  therefore, 
with  the  core  function  of  planning  and  main- 
taining state  systems  of  education  beyond  the 
high  school  which  would  serve  adequately  the 
needs  of  all  of  the  people.  Tins,  too,  is  the  mis- 
sion of  the  West  Virginia  Board  of  Regents.  It 
is  a mission  which  requires  an  accurate  assess- 
ment of  all  facets  of  the  current  higher  educa- 
tional enterprise  in  the  State,  a determination  of 
current  and  projected  needs,  an  identification  of 
the  role  each  institution  should  play  within  the 
total  State  system,  and  the  formulation  of  both 
short  and  long  range  forecasts  of  the  financial 
support  which  will  be  needed  to  sustain  the 
enterprise. 

Establishment  of  the  Board 

Turning  from  a general  consideration  of  the 
emergence  of  state  higher  educational  boards 
throughout  the  nation  and  the  purpose  of  these 
agencies.  I invite  your  attention  to  portions  of 
the  statute  establishing  the  West  Virginia  Board 
of  Regents. 

One  sentence  in  the  Act  succinctly  defines  the 
responsibility  of  your  Board  of  Regents. 

“On  and  after  the  effective  date  of  this  article 
( July  1,  1969),  the  general  determination,  control, 
supervision  and  management  of  the  financial,  busi- 
ness and  educational  policies  and  affairs  of  all  state 
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colleges  and  universities  shall  be  under  the  control, 
supervision  and  management  of  the  Board.”" 

Another  sentence  states: 

“The  board  is  authorized  and  empowered,  from 
time  to  time,  to  promulgate  such  rules  and  regula- 
tions as  it  may  deem  necessary  and  convenient  to 
insure  the  full  implementation  of  its  powers  and 
duties.”2 

While  I shall  not  detail  the  several  other  pro- 
visions of  the  Board  of  Regents  Act,  I do  wish 
to  observe  that  the  Board  is  composed  of  nine 
members  appointed  by  the  Governor  for  over- 
lapping six-year  terms  with  the  State  Superin- 
tendent of  Schools  serving  ex  officio.  At  least 
one  member  of  the  Board  is  required  to  be  from 
each  congressional  district  and  not  more  than 
five  shall  belong  to  the  same  political  party.  The 
present  and  original  board  includes  one  of  your 
very  distinguished  members,  Dr.  Lloyd  Blair  of 
Parkersburg.  The  Board  also  has  three  attorneys, 
business  and  industrial  personnel  and  a former 
governor  (Gov.  Okey  L.  Patteson)  as  members. 

Time  does  not  permit  a review  or  discussion 
of  Board  procedures  or  staff  organization.  I feel 
it  may  suffice  to  say  that  the  Board  benefits 
from  the  services  of  advisory  committees  com- 
posed of  educators  and  non-educators;  that  it 
engages  consultants  to  assist  the  staff  in  spe- 
cialized areas,  and  that  it  subscribes  to  the  policy 
of  maintaining  a small  staff  of  competent  pro- 
fessionals. 

With  this  brief  background  to  the  origin  and 
responsibilities  of  the  West  Virginia  Board  of 
Regents,  I should  like  to  focus  the  remainder  of 
my  remarks  on  several  matters  confronting  public 
higher  education  both  nationally  and  in  West 
Virginia  and  identify  the  work  of  the  Board  of 
Regents  in  relation  to  these  matters.  In  many 
ways  these  issues  are  of  the  same  critical  im- 
portance as  many  of  the  questions  you  may  be 
facing  as  another  professional  group  with  state- 
wide concerns  and  responsibilities. 

Complexity  of  the  Current  Situation 

In  any  age— and  especially  during  times  like 
the  present,  when  skepticism  and  disillusion  seem 
to  tug  at  so  many  on  the  campuses  of  the  nation— 
a continuing  study  and  assessment  of  objectives 
is  critically  important  if  higher  education  is  to 
serve  its  several  publics  effectively.  The  com- 
plexity of  the  current  situation  in  American 
higher  education  was  aptly  described  when  Mc- 
George  Bundy  observed  recently  that  “the  tur- 
bulence of  the  American  university  today  has 
so  many  causes  and  needs  so  many  cures  that  it 
defies  comprehensive  assessment.  War,  race, 
revolution,  reaction,  numbers,  money  and  lack 


of  money,  meaning  and  lack  of  meaning— it  is 
no  wonder  that  analyses  abound  while  solutions 
are  few.”3 

Within  the  past  year  another  professional 
group  similar  to  your  own,  the  American  Bar 
Association,  focused  its  attention  on  campus  gov- 
ernment and  student  dissent.  The  observations 
of  its  commission  were  similar  to  the  findings  of 
Congressman  Brock’s  Committee:  namely,  as 

most  of  us  in  this  room  are  aware,  there  are  in 
our  country  today  very  obvious  and  fundamental 
differences  concerning  the  proper  function  of 
our  institutions  of  higher  education.  Consider 
these  reflections  of  the  student  mood-  from  the 
reasoned  prose  of  the  bar  association’s  com- 
mission: 

“Some  students  dispute  the  neutrality  of  higher 
education,  asserting  that  modern  universities  have 
become  the  handmaiden  of  a military-industrial 
complex,  both  in  their  educational  mission  and  re- 
search and  their  financial  entanglements  resulting 
from  grants,  contracts,  and  investments.  Other  stu- 
dents eschew  such  a characterization  but  assert  that 
universities  should  reject  neutrality  and  become,  in 
the  words  of  the  Brock  Committee,  “partisans  of 
the  progressive  forces  in  society”. 

Student  concepts  of  the  proper  functions  and 
structure  of  universities  are  expressed  in  demands 
that  more  courses  deal  directly  with  immediate 
social  problems  and  values,  that  more  study  be  un- 
dertaken directly  in  the  community  rather  than  in 
the  classroom,  that  grading  systems  be  modified  or 
eliminated,  and  that  special  educational  programs 
for  the  disadvantaged  or  minority  groups  be  insti- 
tuted. 

They  see  the  university  not  only  as  a forum  in 
which  to  discuss  these  matters  but  also  as  an  in- 
strument to  effect  the  societal  changes  that  they 
deem  to  be  necessary.”* 

Thus  we  are  witnessing  in  some  sectors  the 
growth  of  what  someone  has  described  as  a kind 
of  “Romantic  counterculture”  that  is  openly, 
even  arrogantly,  challenging  the  contemporary 
legitimacy  of  the  traditional  academic  role  of 
higher  education.  In  its  approach  emotion  rather 
than  reason  seems  to  play  the  dominant  role, 
and  its  disciples— which  include  representatives 
from  all  of  the  constituencies  of  higher  educa- 
tion, are  characterized  in  varying  degrees  by 
commitments  to  expressionism,  passion,  subjec- 
tivism, participation,  and  relevance. 

Viewed  by  many  as  essentially  an  anti-intellec- 
tual development,  the  counter  movement  has 
stimulated  others  to  defend  anew  and  just  as 
vigorously  Whitehead’s  idea  that  “the  justifica- 
tion for  a university  is  that  it  preserves  the  con- 
nection between  knowledge  and  the  zest  of  life, 
by  uniting  the  young  and  the  old  in  the  imagi- 
native consideration  of  learning.”5 

In  other  words,  higher  education  should  think 
less  about  saving  society  and  more  about  its 
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essential  functions:  teaching  and  the  propagation 
of  knowledge. 

A professor  of  government  at  the  nation’s  old- 
est, and  traditionally  one  of  its  most  liberal,  in- 
stitutions of  higher  education  recently  warned 
that  “a  politicized  university  must  of  necessity’ 
become  a battleground  of  surging  emotions.  A 
university"  which  attempts  to  solve  directly  the 
political  and  social  problems  of  society  at  large 
or  its  own  community— two  tasks  for  which  it  is 
unsuited— becomes  incapable  of  performing  that 
necessary’  indirect  service  to  the  nation  and  man- 
kind which  it  performs  through  teaching  and 
research.”6 

One  of  the  most  perceptive  commentaries  on 
the  functions  of  contemporary’  higher  education 
has  been  offered  by  Kenneth  Keniston,  probably 
the  most  sympathetic  student  of  students  in  the 
United  States  today.  Because  he  is  so  well  and 
widely  known  for  his  studies  of  ‘‘The  Uncom- 
mitted” and  “Young  Radicals,”  I should  like  to 
call  to  y’our  attention  the  following  thoughts  that 
he  offered  in  the  Spring  of  this  year: 

“Colleges  and  universities  should  not  attempt  to 
provide  all  things  for  all  men.  There  are  many 
experiences,  desires,  goals,  and  achievements  that 
are  humanly  and  socially  worthy  and  important, 
but  have  no  place  in  a college  or  university.  Specifi- 
cally, preparation  for  military  service,  psychotherapy, 
active  involvement  in  social  change,  and  so  on  may 
all  he  worthy  objectives,  but  they  should  be  imple- 
mented outside  the  college  and  not  within  its  formal 
structure.  The  pressure  for  “relevance”  and  “ex- 
perience” from  students  should  be  acquiesced  to 
only  when  consistent  with  the  institutions’  education 
goals  and  resources 

It  is  increasingly  evident,  I think— and  par- 
ticularly to  those  of  us  here,  who  have  enjoyed 
extended  educational  opportunities  in  less  trou- 
bled times— that  there  is  today  greater  confusion 
about  the  purpose  and  role  of  higher  education 
than  at  any  time  in  the  history’  of  our  country. 
Is  it  any  surprise,  therefore,  to  find  a growing 
popular  appreciation  for  the  cogency  of  Bill 
Buckley’s  observation  that  he  would  rather  be 
governed  by  the  first  2,000  names  in  the  Boston 
telephone  directory’  than  by  the  Harvard  faculty? 

Irving  Kristol,  Henry  Luce  Professor  at  New 
York  University,  reminds  us  that  “it  is  a familiar 
sociological  phenomenon  that,  when  an  institu- 
tion no  longer  knows  what  it  is  doing,  it  starts 
trying  to  do  everything.  The  loss  of  genuine  pur- 
pose is  invariably  accompanied  by  the  lust  for 
a dozen  pseudo  purposes.”8 

I am  of  the  opinion  that  a growing  number  of 
those  directly  involved  with  higher  education- 
trustees,  public  officials,  administrators,  faculty’, 
students,  and  alumni— feel  an  urgent  need  to 


clarify  the  objectives  of  American  higher  educa- 
tion as  a whole  and  the  role  of  each  institution 
within  the  system.  If  higher  education  is  to  pro- 
vide the  leadership  that  is  expected  of  it,  it  must 
use  the  resources  which  it  has  traditionally 
claimed— intelligence  and  reason— to  put  its  own 
house  in  order. 

Management  Information  System 

Your  Board  of  Begents  has  initiated  a carefully 
designed  management  information  system  where- 
by the  production  of  our  10  four-year  state  col- 
leges and  universities  and  then  several  branch 
colleges  may  be  determined.  I refer  to  such 
measurements  as  enrollments  and  degrees  pro- 
duced by  fields  of  study,  faculty-student  ratios, 
costs  per  semester  hour  of  credit  awarded,  hourly 
utilization  of  physical  plants,  student  financial 
aid  opportunities,  faculty  compensation  plans 
and  many  more.  This  basic  information  base 
properly  computer  programmed  will  permit  con- 
stant checks  to  determine  gaps  in  our  educa- 
tional system,  unnecessary’  duplications,  and  cur- 
rent use  of  our  faculties  and  physical  facilities. 
Compared  with  desirable  production  and  utili- 
zation levels  which  we  are  currently  developing, 
it  will  be  possible  in  the  near  future  for  the 
Board  of  Regents  to  promulgate  realistic  priority’ 
objectives  for  West  Virginia  higher  education. 

As  a part  of  this  broad  question  of  objectives, 
priorities  and  roles  within  the  West  Virginia 
system  of  higher  education,  the  Board  of  Re- 
gents is  convinced  that  a definitive  statement  of 
the  respective  rights  and  responsibilities  of  each 
of  the  several  participating  parties  should  be 
enunciated.  The  Board  has  been  directing  and 
will  continue  to  direct  a major  effort  in  this 
regard.  Within  the  past  several  weeks  the  Board 
adopted  a comprehensive  statement  of  ‘ Policies, 
Rules,  and  Regulations  Regarding  Student 
Rights,  Responsibilities,  and  Standards  of  Con- 
duct. ’ The  purpose  of  this  document  is  to  pro- 
vide for  all  students  a statement  of  the  condi- 
tions under  which  they  voluntarily  join  the  higher 
educational  enterprise  of  the  State. 

These  policies  establish  a broad  framework. 
Detailed  rules  and  regulations  are  the  responsi- 
bility of  each  institution.  Subsequent  policy 
statements  regarding  rights  and  responsibilities 
of  administrative,  instructional,  and  non-profes- 
sional personnel  will  be  formulated. 

With  agreement  on  the  objectives  and  roles  of 
our  institutions  of  higher  education,  we  must 
continually  examine  the  ways  and  means  where- 
by we  attempt  to  attain  these  objectives. 
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Whether  we  are  in  medicine  or  education,  we 
are  increasingly  aware  that  traditional  programs 
do  not  always  fit  current  needs.  As  society  at 
large  struggles  to  discover  and  realize  more 
viable  patterns  of  life  in  our  age  of  advanced 
technology  on  a crowded  globe,  higher  educa- 
tion must  be  concerned  with  its  own  mechanisms 
of  self-renewal.  All  of  us  must  continually  ask 
ourselves  if  its  objectives  in  our  complex  world 
might  be  more  effectively  realized  through  new 
approaches  in  content  or  technique,  or  both.  In 
some  areas  of  higher  education  such  questioning 
reveals  quite  clearly  that  many  of  our  conven- 
tional and  traditional  means  are  still  the  most 
effective  means  of  promoting  the  expansion  of 
knowledge.  In  other  areas  the  evidence  is  less 
clear.  In  some  instances  the  validity  of  former 
approaches  is  highly  dubious. 

Questions  About  Higher  Education 

Typical  of  these  healthy  and  appropriate  con- 
cerns are  the  following  questions  that  are  being 
asked  with  increasing  frequency  about  higher 
education  in  your  own  profession: 

Is  the  traditional  four-year  undergraduate  pre- 
medical program  necessary,  or  even  desirable? 

Are  the  natural  sciences  overemphasized  at 
the  expense  of  the  humanities  and  social  sci- 
ences? 

Do  present  grading  systems  encourage  un- 
healthy competition  rather  than  cooperation 
among  medical  students? 

Does  medical  education  put  too  much  em- 
phasis on  research,  when  75  per  cent  of  its  grad- 
uates become  practicing  physicians,  not  faculty 
members  or  researchers? 

Are  there  rational  bases  for  deferring  clinical 
experience  in  the  care  of  patients  until  the  third 
year  of  medical  school? 

Does  present  medical  education  sufficiently  en- 
courage “self-learning,”  in  view  of  the  fact  that 
a doctor  must  be  able  to  continue  learning 
throughout  his  professional  career? 

Are  medical  schools  educating  students  to 
work  in  new  arrangements  for  medical  care 
especially  as  potential  leaders  of  health-teams  of 
professionals? 

These  were  some  of  the  questions  posed  by 
medical  school  deans  and  faculty  members,  prac- 
ticing physicians,  and  medical  students  at  a 
series  of  meetings  on  medical  education  spon- 
sored by  the  American  Medical  Association  last 
winter.  Many  of  them  speak  to  basic  issues  in 


the  educational  process  and  are  appropriately 
being  asked  about  higher  education  in  other 
areas.  If  higher  education  is  to  provide  leader- 
ship lor  the  demanding  decades  ahead,  it  is  al- 
ready apparent  that  many  of  the  “business  as 
usual”  policies  of  the  past  will  no  longer  suffice. 
And  to  insure  the  wisest  possible  utilization  of 
our  not  unlimited  resources,  we  must  encourage 
even  more  experimentation  with  innovative  ap- 
proaches and  alternate  modes  of  learning. 

In  my  opinion  one  of  the  most  promising 
areas  for  attention  in  West  Virginia  is  the  role 
and  training  of  the  technician  or  paraprofes- 
sional  person,  and  especially  in  the  health  science 
fields. 

Pioneering  in  areas  related  to  health  is  noth- 
ing new  for  the  citizens  of  West  Virginia.  We 
know  from  the  historical  accounts  of  Professor 
Rice  and  others  that  “the  common  belief  that 
the  wilderness  was  conquered  by  men  and 
women  of  unusual  physical  strength  and  robust 
health  is  without  solid  foundation.  Instead,  the 
difficulties  which  lay  across  the  path  of  civiliza- 
tion were  overcome  by  pioneers  whose  physical 
vigor  was  sapped  by  privation,  disease,  exposure, 
and  debilitating  seasonal  ailments.  . . . With 
frequent  need  for  medical  attention,  but  often 
far  removed  from  competent  aid,  the  early  settler 
became,  of  necessity,  his  own  physician.  For 
knowledge  of  anatomy  and  the  causes  and  nature 
of  diseases  he  substituted  experimentation,  su- 
perstition, and  the  advice  of  others  who  had 
borne  similar  bodily  afflictions.”10  And  even  to 
this  day  I have  the  impression,  though  you  would 
know  better  than  I,  that  patent  medicines  and 
home  remedies  are  still  a major  ingredient  of 
medical  care  for  many  people  in  the  rural  and 
mountainous  areas  of  our  State. 

I am  sure  that  many  of  you  could  elaborate 
from  personal  experience  on  Weller’s  recent  ob- 
servation that  in  this  type  of  situation,  “for  the 
doctor,  establishment  of  a reasonable  doctor- 
patient  relationship  is  often  incredibly  difficult. 

. . . The  mountaineer’s  attitudes  toward  medicine 
are  much  influenced  by  his  person-orientation. 
Because  the  medical  profession  cannot  treat  him 
in  such  a way,  personally  sharing  his  ills  em- 
pathetically,  he  feels  that  object-oriented  doctors, 
hospitals,  clinics,  and  nurses  are  using  him.”11 

As  a newcomer  to  West  Virginia  I cannot  attest 
to  Weller’s  interpretations  on  the  basis  of  my 
own  experience;  but  if  they  have  validity  in 
some  areas  of  our  state,  perhaps  partial  solutions 
can  come  through  the  training  and  utilization  of 
new  types  of  health  care  personnel. 


430 


The  West  Virginia  Medical  Journal 


Physician’s  Assistant  Program 

In  this  connection  I was  interested  to  note  a 
recent  grant  of  $285,000  from  the  Common- 
wealth Fund  to  Alderson-Broaddus  to  train  phy- 
sicians’ assistants.  Moreover,  since  that  grant 
the  Federal  government  has  awarded  nearly  $6 
million  to  four  centers  across  the  country  to 
underwrite  the  experimental  program  “Medex” 
for  the  training  of  former  military  medical  corps- 
men  to  work  with  family  doctors  as  physicians' 
assistants.  It  seems  to  me  that  its  goals— providing 
relief  to  the  overextended  generalist  by  increas- 
ing the  productivity  of  practicing  physicians, 
improving  the  quality  of  that  productivity,  and 
facilitating  more  efficient  delivery  of  services— 
have  direct  relevance  for  the  training  and  utiliza- 
tion of  paraprofessionals  in  many  other  pro- 
fessions. 

Another  example  of  innovation  that  is  re- 
ceiving growing  attention  and  support  is  oc- 
curring at  the  other  end  of  the  higher  education 
spectrum.  I refer  to  the  establishment  of  a teach- 
ing-oriented Doctor  of  Arts  degree  as  a possible 
alternative  to  the  research  Ph.  D.  Groups  as 
diverse  as  the  Council  of  Graduate  Schools,  the 
American  Association  of  State  Colleges  and  Uni- 
versities, the  American  Association  of  Junior  Col- 
leges, the  Modern  Language  Association,  the 
National  Science  Foundation,  and  the  National 
Academy  of  Arts  and  Sciences,  have  already  en- 
dorsed the  Doctor  of  Arts  degree  as  an  appro- 
priate and  much  needed  approach  to  the  prepa- 
ration of  graduate  students  for  a “lifetime  of 
creative  and  meaningful  teaching  at  the  college 
level,”  especially  at  the  lower  division  level.  This 
innovative  and  interesting  idea  received  further 
support  when  the  Carnegie  Corporation  recently 
announced  grants  totaling  nearly  a million  dol- 
lars to  10  institutions  to  aid  them  in  planning 
programs  leading  to  this  new  degree. 

To  offer  some  of  these  new  programs,  as  well 
as  some  of  our  present  programs,  most  efficiently, 
both  in  terms  of  resource  utilization  and  quality 
of  program,  we  may  need  to  consider  new  types 
of  institutions  as  well  as  a reordering  of  the 
emphases  of  some  of  our  existing  ones. 

Technical  Educational  Opportunities 

To  this  end  the  Board  of  Regents  in  one  of  its 
early  policy  decisions  determined  it  should  give 
special  attention  to  the  matter  of  post  high  school 
two-years  or  less  technical  education  opportuni- 
ties in  the  state.  With  the  assistance  of  the 
Southern  Regional  Education  Board,  extensive 
data  and  analyses  are  underway  to  discover  what 
two-year  programs  may  be  needed  and  how 
these  may  best  be  provided.  The  phenomenal 


success  of  the  comprehensive  community  college 
development  throughout  the  nation  suggests  to 
me  that  West  Virginia  may  well  find  this  ap- 
proach to  be  an  effective  one  for  broadening 
technical  college  transfer  and  continuing  educa- 
tion opportunities  within  the  state. 

Other  states  have  concluded  that  comprehen- 
sive community  colleges  offer  productive  ways 
to  invest  financial  resources  in  the  expansion  of 
educational  programs. 

The  Board  of  Regents  has  recently  moved  to 
establish  several  standing  committees  whereby 
it  may  have  the  benefit  of  the  ideas  of  profes- 
sional groups,  business  and  industrial  leaders, 
private  college  personnel  and  others  as  it  con- 
siders needed  revisions  in  the  state  system  of 
higher  education. 

In  my  opinion  no  body  entrusted  with  policy- 
making responsibilities  on  behalf  of  the  public 
can  ever  subscribe  to  the  philosophy  of  “change 
solely  for  change’s  sake.”  But  those  of  us  in 
higher  education  today  should  promote  purpose- 
ful changes  when  they  are  based  upon  accurate 
information  and  careful  analysis.  As  I indicated 
earlier,  such  studies  and  recommendations  are 
one  of  the  major  responsibilities  of  the  Board  of 
Regents. 

It  is  also  increasingly  clear  to  me  that  plan- 
ning in  higher  education  must  take  into  account 
all  sectors  of  higher  education.  It  is  impracticable 
for  one  part  of  higher  education  to  give  mean- 
ingful thought  to  long-term  planning  without 
regard  to  the  aims  and  functions  of  the  others. 
As  a faculty  member  at  a nearby  private  univer- 
sity' noted  recently,  “Solutions  can  only  come 
through  intelligent  ordering  of  priorities,  careful 
planning  and  constructive  cooperation  within 
our  evolving  democratic  structures  and  pro- 
cesses. 

I am  particularly  flattered  by  your  invitation 
to  be  here  today  because  as  a statewide  profes- 
sional group  with  backgrounds  in  both  public 
and  private  higher  education,  you  obviously 
occupy  an  almost  unique  position  not  only  for 
understanding  the  higher  educational  needs  of 
our  State  but  also  for  exercising  enlightened 
leadership  in  support  of  the  efforts  of  both  public 
and  private  sectors  of  higher  education  to  insure 
more  meaningful  and  appropriate  educational 
opportunities  for  as  many  of  our  citizens  as  can 
benefit  from  them. 

I conclude  on  a most  serious  and  somber  note. 

As  we  contemplate  the  present  higher  educa- 
tion situation  in  West  Virginia  and  the  current 
and  potential  economic  and  cultural  character- 
istics of  our  state,  we  are  awed  by  an  almost 
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overwhelming  challenge.  No  factor  is  more  im- 
portant in  determining  the  economic  progress  of 
a state,  and  the  well  being  of  its  citizens,  than 
the  strength  of  its  educational  programs  and  the 
extent  to  which  its  citizens  avail  themselves  of 
these  opportunities.  Consequently,  it  is  impera- 
tive that  education,  the  key  to  the  future  great- 
ness of  West  Virginia,  be  properly  financed.  Yet 
today  the  level  of  State  funding  for  the  higher 
education  academic  year  beginning  in  a matter 
of  days  is  in  doubt. 

It  is  important  to  have  a State  planning  agency 
for  higher  education  such  as  the  Board  of  Re- 
gents, but  this  alone  is  not  enough.  Programs 
and  institutions  must  be  adequately  financed  if 
they  are  to  produce  quality  products. 

If  you  believe  the  handmaiden  to  poverty  and 
failure  is  ignorance— if  you  believe  that  all  of 
West  Virginia’s  sons  and  daughters— not  just 
some— should  have  a chance  to  train  their  minds 
and  skills  to  the  utmost,  then  I challenge  you  to 
marshal  your  energies  toward  making  this  an 
era  in  West  Virginia  of  paradise  realized  rather 
than  paradise  lost. 
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Quack,  Quack,  Quackery! 

Better  Business  Bureaus  have  observed  the  birth  and  subsequent  death  of  hundreds 
of  “sure-cures”  for  arthritis.  In  1960,  we  were  introduced  to  that  “wonder”  of 
modern  science — immune  milk  for  rheumatoid  arthritis.  We  were  told  honey  and 
vinegar  was  the  answer  to  the  pain  of  arthritis — only  to  learn  that  cod  liver  oil  and 
orange  juice  was  immeasurably  better.  In  1966,  a new  drug,  imported  from  Mexico, 
was  touted  to  be  the  only  cure  for  arthritis.  The  most  tragic  aspect  is  that  afflicted 
people  were  not  only  duped  by  these  quack  remedies,  but  many  delayed  obtaining 
treatment  from  a qualified  physician. 

Due  to  the  efforts  of  the  American  Medical  Association,  Federal  Agencies  and 
Better  Business  Bureaus,  many  so-called  “cures”  have  been  effectively  removed  from 
the  national  market-place.  We  had  begun  to  look  upon  arthritis  cures  with  a touch 
of  nostalgia  when,  lo  and  behold,  another  cure  appeared!  One  of  the  oldest  “ reme- 
dies,the  arthritis  bracelet,  is  staging  a national  comeback! 

Made  of  copper  or  a copper  alloy,  these  bracelets  are  advertised  as  possessing  an 
unknown  but  effective  power  to  cure  the  pain  of  arthritis.  A number  of  entertainment 
personalities  have  appeared  on  television  to  demonstrate  the  bracelets’  curative 
properties.  Thousands  of  arthritics  have  been  induced  to  buy  based  on  this  promotion. 
The  National  Better  Business  Bureau  reports  that  there  is  no  scientific  basis  for  this 
belief,  nor  is  there  any  known  cure  for  arthritis. 

If  you  experience  pain  or  stiffness  in  your  joints  and  are  tempted  to  purchase  a 
“wonder  drug”  or  sure  cure,  remember,  only  a qualified  physician  can  determine  the 
cause  of  your  discomfort  and  prescribe  the  proper  medication. — Better  Business 
Bureau  Newsletter. 
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Electrocardiogram  op  the 


Atrial,  Ventricular  Activation  in  A-V  Nodal  Arrhythmias 

Edward  K.  Chung,  M.  D. 


>T1he  electrocardiographic  features  of  each  A-V 
nodal  beat,  regardless  whether  it  is  a re- 
sponse to  “active”  or  “passive”  impulse  forma- 
tion, are  essentially  the  same,  except  for  the 
effect  on  the  cardiac  rhythm  and  the  time  of  the 
onset  in  the  cardiac  cycle.  In  other  words,  the 
configurations  of  the  P,  QRS  and  T complexes 
of  isolated  A-V  nodal  beats  are  identical,  regard- 
less of  the  fundamental  mechanism  involved. 

However,  the  relationship  between  atrial  and 
ventricular  depolarization  will  vary,  depending 
upon  the  location  of  the  ectopic  pacemaker  in 
the  A-V  junction  and  the  status  of  the  antegrade 
and  retrograde  conduction  systems  (Figure  1). 
In  general,  the  P waves  tend  to  precede  the 
QRS  complexes  when  the  ectopic  focus  is  located 
in  the  upper  portion  of  the  A-V  junction  (so 
called  “upper  nodal  beat  or  rhythm")  and/or 
when  antegrade  A-V  conduction  is  impaired 
(Figure  1).  Conversely,  the  QRS  complexes 
tend  to  precede  the  P waves  when  the  ecoptic 
focus  is  located  in  the  lower  portion  of  the  A-V 
junction  (so  called  “low  nodal  beat  or  rhythm”) 
and/or  when  retrograde  ventriculoatrial  conduc- 
tion is  impaired  (Figure  1).  The  P wave  may 
not  be  discernible  if  it  is  superimposed  on  the 
QRS  complex  as  when  the  atria  and  ventricles 
are  activated  simultaneously.  This  may  occur 
when  the  ectopic  focus  is  located  in  the  middle 
portion  of  the  A-V  junction  (so  called  “middle 
nodal  beats  or  rhythm”)  provided  that  ante- 
grade and  retrograde  conduction  times  are  iden- 
tical ( Figure  1 ) . But,  P waves  may  be  absent 
even  when  the  ectopic  focus  is  located  in  the 
upper  or  lower  portions  of  the  A-V  junction  if 
there  is  a significant  impairment  of  retrograde 
conduction  in  the  former  and  of  antegrade  con- 
duction in  the  latter  (Figure  1).  In  addition, 
P waves  will  be  absent  when  there  is  a complete 
block  of  retrograde  conduction,  regardless  of  the 
location  of  the  ectopic  focus  in  the  A-V  junction 
(Figure  1).  Similarly,  only  the  P wave  may 
appear,  without  QRS  complex,  in  an  A-V  nodal 
beat  when  there  is  a complete  block  of  antegrade 
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conduction  (Figure  1).  This  can  occur  regard- 
less of  the  location  of  the  ectopic  focus  in  the 
A-V  junction.  If  there  is  a block  in  both  ante- 
grade and  retrograde  conduction,  needless  to  say, 
the  P and  the  QRS  complexes  will  be  absent 
and  this  is  a form  of  exit  block  (Figure  1). 

From  the  above  observations,  the  classifica- 
tion of  so-called  “upper,”  “middle”  and  “lower” 
A-V  nodal  beats  or  rhythm  is  only  valid  if  one 
assumes  antegrade  and  retrograde  conduction 
times  are  identical.  It  is  the  rule  rather  than  the 
exception  to  observe  antegrade  and  retrograde 
conduction  disturbances  of  varying  degrees  in 
the  A-V  junction  when  dealing  with  patients 
with  various  A-V  nodal  arrhythmias.  When 
there  is  an  impairment  of  antegrade  and  retro- 
grade conduction  of  different  degrees,  it  is  im- 
possible to  determine  the  exact  location  of  the 
ectopic  focus  in  the  A-V  junction.  Therefore, 
the  above  classification  of  A-V  nodal  beats  or 
rhythm  should  be  avoided,  because  it  is  difficult 
to  assume  that  the  status  of  the  antegrade  and 
retrograde  conduction  systems  are  identical. 

When  P waves  are  present  in  A-V  nodal  beats 
or  rhythm  (provided  that  A-V  dissociation  is 
not  present),  the  P waves  are  usually  inverted 
in  leads  II,  III  and  aVF  and  upright  in  lead 
aVR.  This  occurs  because  the  atria  are  activated 
in  a retrograde  fashion  (Figure  1).  The  mean 
electrical  axis  of  the  P waves  in  the  frontal  plane 
is  usually  between  —60  and  —90  degrees  in  the 
A-V  nodal  beats  or  rhythm.  P wave  is  never 
inverted  in  lead  I.  Similarly  the  P wave  is  not 
inverted  in  lead  V6  because  the  P wave  vector 
in  the  horizontal  plane  is  directed  to  the  left. 
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The  P-R  or  tire  R-P  interval  varies  depending 
upon  the  location  of  the  ectopic  focus  in  the 
A-V  junction  and/or  the  status  of  antegrade  and 
retrograde  conduction.  In  general,  the  P-R  in- 
terval is  0.12  second  or  less,  and  the  R-P  interval 
is  between  0.10  and  0.20  second,  provided  that 
there  is  no  conduction  defect.  The  reason  for 
the  short  P-R  interval  (0.12  second  or  less)  in 
A-V  nodal  arrhythmias  is  obvious.  Unlike  sinus 
rhythm  the  impulse  from  the  ectopic  focus  in 
A-V  nodal  arrhythmias  does  not  proceed  from 
the  atria  to  the  ventricles.  The  P-R  interval  in 
the  A-V  nodal  arrhythmias  is  a difference  of  the 


conduction  time  between  the  antegrade  conduc- 
tion to  the  ventricles  and  the  retrograde  conduc- 
tion to  the  atria  from  the  ectopic  pacemaker  in 
the  A-V  junction,  provided  that  atrial  activation 
occurs  earlier  than  ventricular.  Therefore,  the 
P-R  interval  in  the  A-V  nodal  arrhythmias  is 
not  a true  atrioventricular  conduction  time.  In 
general,  the  P-R  interval  in  the  A-V  nodal  ar- 
rhythmias tends  to  be  shorter  when  the  ectopic 
pacemaker  is  located  nearer  the  ventricles  and/or 
when  there  is  some  degree  of  retrograde  con- 
duction defect  present.  The  converse  holds  true 
for  the  R-P  interval. 


( A } P wave  Preceding  QRS  Complex 


RELATIONSHIP  BETWEEN  P WAVE  AND  ORS  COMPLEX  IN  A-V  NODAL  BEAT  (PART  1) 


RELATIONSHIP  BETWEEN  P WAVE  AND  QRS  COMPLEX  IN  A-V  NODAL  BEAT  (PART  2) 


Figure  1 
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THE  WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
THE  WEST  VIRGINIA  THORACIC  SOCIETY 
THE  WEST  VIRGINIA  TUBERCULOSIS  AND 
RESPIRATORY  DISEASE  ASSOCIATION 

and 

THE  WEST  VIRGINIA  UNIVERSITY  MEDICAL  CENTER 

are  pleased  to  announce 

“The  Fourth  Annual  Mid-Winter 
Conference 

On  Chest  Diseases” 

(A  Symposium  on  Air  Pollution) 
at  the 

Daniel  Boone  Hotel 

Corner  Washington  & Capitol  Streets 
Charleston,  West  Virginia 

Sunday,  January  31,  1971 
10  A.  M.  to  4 P.  M. 

PROGRAM  will  cover  types  of  air  pollutants,  including  particulates,  sulphur  oxides,  car- 
bon monoxide  and  others,  and  their  effects  on  health;  with  some  review  of  topographical  and 
meteorological  conditions  as  they  relate  to  the  air  pollution  problem  in  West  Virginia. 

FACULTY  will  include  a distinguished  panel  representing  the  fields  of  medicine  and 
meteorology  from  university,  public  health  and  other  professional  settings. 

PROGRAM  CO-CHAIRMEN:  Ralph  H.  Nestmann,  M.  D.,  and  Joseph  T.  Skaggs,  M.  D., 

Charleston. 

REGISTRATION  FEE:  A fee  of  $10.00  will  be  charged  all  registrants  except  nurses, 

medical  students,  interns  and  residents.  Fee  includes  admittance  to  group  luncheon.  Advance 
registration  is  requested.  Checks  should  be  made  payable  to  “WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION.” 

ACCREDITATION:  Attendance  at  course  will  be  acceptable  for  credit  toward  “The 

Physician’s  Recognition  Award”  of  the  American  Medical  Association.  Application  is  being 
made  to  the  American  Academy  of  General  Practice  for  accreditation. 

NOTE:  The  scientific  session  on  January  31,  1971,  will  be  preceded— on  Saturday, 

January  30— by  a 1:30-4:30  P.  M.  conference  geared  for  a lay  audience,  with  this  program 
to  be  held  in  the  Morris  Harvey  College  Auditorium.  There  will  be  NO  registration  fee  for  this 
conference. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  wishing  to  spend  the  night  in  Charles- 

ton should  communicate  directly  with  the  reservation  manager  of  the  hotel  or  motel  where 
they  wish  to  stay. 

For  advance  registration,  please  complete  tire  following  form  and  mail  to:  WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION,  POST  OFFICE  BOX  1031,  CHARLESTON,  WEST 
VIRGINIA  25324. 


Please  register  me  for  the  Fourth  Annual  Mid-Winter  Conference  on  Chest  Diseases  in 
Charleston  on  Sunday,  January  31,  1971.  My  $10.00  registration  fee  is  (is  not)  enclosed. 


Name  (please  print)  Specialty 


Address  City 
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through  the  elective  chairs  as  First  Vice-Presi- 
dent. On  November  19,  1970,  he  was  installed 
as  President  of  the  Southern  Medical  Associa- 
tion, an  honor  and  a recognition  which  is  re- 
flected both  upon  the  individual  and  upon  his 
colleagues  at  local,  state  and  national  levels. 

Here  is  a talented,  dedicated  and  upright  citi- 
zen, with  all  the  qualities  of  leadership.  He 
wears  a robe  of  many  colors  among  his  profes- 
sional and  lay  brethren.  He  is  not  the  tallest 
man  in  the  State,  but  he  certainly  casts  a power- 
ful reflection  of  ability  and  accomplishment  on 
his  fellow  men.  His  qualities  of  professional 
acumen,  leadership  and  dedication  are  assurance 
of  maximum  benefits  to  the  Southern  Medical 
Association  and  organized  medicine  elsewhere 
during  his  tenure  in  office. 

In  case  you  have  not  as  yet  identified  this 
gentleman,  his  name  is  Albert  C.  Esposito,  an- 
other man  of  medicine  who  proves  that  class  will 
tell.— /SK. 


We  must  work  together  to  help  one  another 
improve  the  quality  of  medical  care  and  at  the 
same  time  curb  as  much  as  possible  unnecessary 
escalating  costs. 

The  Council  of  the 
WORKING  TOGETHER  West  Virginia  Medical 
FOR  QUALITY  CARE  Association  has  ap- 
proved the  plan  for  self 
audit  to  be  financed  by  the  West  Virginia  Re- 
gional Medical  Program.  The  American  Medical 
Association  has  strongly  urged  the  formation  of  a 
Peer  Review  Organization  by  each  State  Medical 
Society',  insisting  that  review  of  physicians'  serv- 
ices be  performed  by  physicians.  Legislation 
under  study  by  Congress  now  seems  to  indicate 
that  State  Medical  Societies  will  be  given  the 
first  chance  to  perform  this  function. 

The  Second  National  Conference  on  Con- 
tinuing Medical  Education  held  in  Chicago  Oc- 
tober 13  to  15,  1970,  concluded  that  evaluation 
of  patient  care  and  continuing  education  are 
“one  inseparable  discipline.” 

For  many  years,  many  of  our  physicians  have 
had  steadfast  goals  of  helping  each  other  by 
medical  conferences,  learning  by  study  together 
formally  and  informally— discussing  our  mistakes 
critically  and  profiting  by  our  successes.  Now 
we  must  document  this  fact  so  that  all  interested 
parties,  such  as  insurance  companies,  the  United 
States  Department  of  Health,  Education  and 
Welfare,  and  the  public  will  know  we  fully  in- 
tend to  maintain  our  vigil  in  improving  the  qual- 
ity and  efficiency  of  health  care.— Guest  Editorial 
by  P.  A.  Tuckwiller,  M.  D.,  Chairman,  Com- 
mittee on  Medical  Education  and  Hospitals. 


COMMENTS  ON  PEER  REVIEW 

Government  and  Private  Medicine 

(1)  “When  government  subsidizes  the  treat- 
ment of  the  sick  you  may  be  sure  government 
will  establish  control  of  all  facets  of  medical 
care.”1 

“When  the  government  is  asked  to  -“save  our 
enterprise,”  the  government  will  move  in  and 
control  the  enterprise.”2  The  UNCLE  SAM 
SYNDROME  should  be  recognized. 

(2)  The  developing  fiasco  of  the  “Medi 
Plans”— especially  the  (ECF)  “Extended  Care 
Facility  Double  Cross,”3  to  say  nothing  of  the 
defunct  (MAA)  Medical  Assistance  to  the  Aged 
programs  of  yesteryear— ought  to  be  evidence 
enough  that  rigid  control  (these  all  professed 
initially  to  be  flexible  and  responsive),  over  the 
very  personal  one-to-one  private  patient  doctor 
relationship  cannot  help  but  seem  guaranteed 
to  harass  and  harangue  and  finally  hinder  in  the 
name  of  “change.” 

(3)  Program  Review  Teams  (PRT) 
Voluntary  Peer  Review  Service  (VPRS) 
Professional  Standards  Review  Organiza- 
tion (PSRO) 

Review  Assistance  (RA) 

Peer  Review  Committee  (PRC) 

Self  Audit  Program  (SAP) 

Peer  Review  Organization  (PRO) 
Review  of  Services  (ROS) 

Peer  Review  Systems  (PRS) 

Quality  and  Charge  Review  (QCR) 

Peer  Review  Set-up  (PRS) 

Peer  Review  Mechanism  ( PRM ) 

What  really  will  any,  or  some,  or  all  of  these 
accomplish?  Quality  control?  Cost  Control?  Fee 
Control?  Are  they  new  gimmicks  to  “covertly 
ask  for  more  service  for  less  dollars?”3 

“The  implications  of  any  peer  review  mechan- 
ism that  Congress  may  write  into  law  are  so 
profound  and  of  such  long-range  nature,  that 
careful,  thoughtful  consideration  must  be  given 
to  the  subject.0 

The  AMA  spokesman  objected  “most  force- 
fully” to  the  House  (Congress)  provision  “which 
would  have  non-medical  groups  act  as  review 
teams  and  make  medical  judgments.”4 

“The  question  of  review  of  services  as  to  qual- 
ity and  charges  should  lay  over  to  the  next  Con- 
gress.”4 
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“The  Senate  Finance  Committee  approved  a 
new  peer  review  mechanism— with  broad  powers 
to  police  utilization.”7 

Many  types  of  “peer  review  systems”  are  under 
experiment  in  many  states  currently.8  Many 
proposals  include  shocking  punitive  devices.9 
Further  government  intervention  in  medicine  is 
not  to  be  desired  and  offers  only  more,  not  fewer, 
problems.10 

Is  the  “reasonable  fee”  policy  now  to  be 
changed  to  “arbitrary  statutory  limitations  on 
fees?”11 

He  referred  to  “mandatory  peer  review.”9 

Comments  On  The  West  Virginia  State  Medical 
Association’s  Voluntary  Peer  Review  Service 

The  term  “voluntary”  certainly  seems  to  be  a 
dubious  concept  in  view  of  the  foregoing  infor- 
mation. 

Are  many  of  the  physician’s  liberties  and  pre- 
rogatives to  be  limited  voluntarily  by  the  physi- 
cian’s own  society  (ultimately)  because  of  the 
“irrevocable  conviction  of  government  and  third 
parties  that  we  are  providing  inefficient  and 
occasionally  ineffective  care?”12  The  “ peer  re- 
view>”  has  been  chosen  as  the  most  likely  way  to 
do  this.12  Chosen  by  whom?  The  proposal  has 
yet  to  be  endorsed  by  the  largest  county  com- 
ponent medical  society  in  the  state.  “Such  suc- 
cessful programs  as  the  Stroke  Education,  Coro- 
nary Care  Training  and  Patient  Flow  Studies,” 
apparently  the  only  significant  results  produced 
out  of  the  (CSAP)  Charleston  Self  Audit  Project, 
could  the  same  thing  not  be  accomplished  with- 
out invasion  of  the  doctor’s  private  offices  by 
“trained  technicians”  and  “other  assistants”  in 
the  direct  pay  of  the  federal  government?13 

Will  the  “Voluntary  Individual  Physician  Pa- 
tient Care  Self  Analysis  and  Peer  Review  Assis- 
tance” program  manned  by  “technicians  and 
other  assistants”  not  ultimately  become  a source 
of  coercion  tantamount  to  force  and  therefore 
result  in  a kind  of  mandatory  performance? 
What,  if  any,  qualifications  will  be  required  of 
a “peer?”  What  about  political  and  philosophical 
affiliations  and  orientation?  With  the  govern- 
ment already  in  the  program,  how  will  con- 
fidentiality be  guaranteed?  Isn’t  the  faction- 
alism in  West  Virginia  well  known  to  be  anti- 
Charleston  and  anti-Kanawha  County,  even  in- 
cluding the  medical  community? 

Isn’t  $4.54,000  a terribly  costly,  complicated 
and  questionably  inefficient  (notwithstanding 
the  Uncle  Sam  Syndrome  also)  way  to  do  what 
is  already  being  done  well,  efficiently  and  with 
no  federal  cost  by  even'  hospital  staff,  medical 


records  committee,  pathology  review  committee, 
surgical  committee  and  bed  utilization  commit- 
tee, to  say  nothing  of  the  weekly  sectional  meet- 
ings and  quarterly  department  meetings?  Satis- 
factory to  physicians  but  not  to  government? 
And  what  about  the  educational  value  of  the 
various  American  college,  academy  and  regional 
programs,  journals,  textbooks  and  institutional 
and  society  seminars,  all  voluntary,  outside  of 
government  control,  by  physicians  for  physicians, 
and  so  flexible  and  frequent  as  to  afford  educa- 
tional exposure  at  all  levels?  Does  the  “peer 
review,’  —when  it  becomes  “mandatory,”  propose 
to  supersede  such  a wonderful  development? 
Will  the  review  of  a given  physician’s  patient 
care  and  treatment  be  in  any  way  truly  appli- 
cable to  any  other  individual  physician?  In  the 
name  of  conformity?  Or  “continuing  education?” 
If  it  isn't,  won’t  the  “peer  review”  as  now  pro- 
posed be  wasteful? 

In  view  of  the  ominous  information  referenced 
herein,  and  the  already  extensive  experimenta- 
tion in  this  field,  to  say  nothing  of  the  unan- 
swered questions,  couldn’t  we  in  Kanawha 
County  and  in  West  Virginia,  at  least  for  the 
present  Congress,  and  perhaps  one  or  two  more 
—until  we  can  learn  if  the  “peer  review”  will  be 
a crippling  and  fatal  anomaly,  or  a healthy  sib- 
ling-just sit  this  one  out? 

Will  not  the  review  of  records  alone  without 
patient  examination  by  “peers  and  technicians” 
resulting  in  medical  decisions  which  may  be 
binding  ultimately,  violate  the  wise  words  of 
Sir  William  Osier,  “Variability  is  the  law  of  life, 
and  as  no  two  faces  are  the  same,  so  no  two 
bodies  are  alike,  and  no  two  individuals  react 
alike  and  behave  alike  under  the  abnormal  con- 
ditions which  we  know  as  disease?”14 

Carl  J.  lloncaglione,  M.  D. 

Charleston 
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GENERAL  NEWS 


Fall  Meeting  of  the  Council 
In  Charleston  on  Nov.  8 

The  Fall  Meeting  of  the  Council  was  held  at 
The  Daniel  Boone  Hotel  in  Charleston  on  Sunday, 
November  8,  with  the  Chairman,  Dr.  Maynard  P. 
Pride  of  Morgantown,  presiding. 

Doctor  Pride  introduced  the  following  new  mem- 
bers of  the  Council  who  were  elected  during  the 
Annual  Meeting  at  The  Greenbrier  in  August: 
Drs.  Robert  R.  Pittman  of  Martinsburg,  F.  Lloyd 
Blair  of  Parkersburg,  Richard  G.  Starr  of  Beckley 
and  Thomas  P.  Long  of  Man.  He  also  introduced 
Dr.  Carl  A.  Liebig  of  Keyser,  who  was  named  to 
succeed  Dr.  Robert  W.  Bess,  Jr.,  of  Piedmont,  who 
resigned. 

Doctor  Pride  also  recognized  Dr.  Albert  C.  Espo- 
sito of  Huntington,  who  was  installed  as  President 
of  the  Southern  Medical  Association  during  the 
Annual  Meeting  in  Dallas  in  November. 

It  was  announced  during  the  meeting  that  Mr. 
Jerry  Gould,  a former  member  of  the  headquarters 
staff,  died  following  a heart  attack  on  October  25 
(A  more  detailed  article  concerning  Mr.  Gould’s 
death  appears  elsewhere  in  this  issue  of  The 
Journal). 

Doctor  Pride  also  introduced  the  new  Executive 
Assistant,  Mr.  Charles  R.  Lewis  of  Charleston. 
Mr.  Lewis  succeeded  Edward  D.  Hagan,  who  re- 
signed on  October  31  to  become  Director  of  Com- 
munications of  the  Florida  Medical  Association. 

New  Member  of  Publication  Committee 

It  was  reported  that  the  term  of  Dr.  D.  E.  Green- 
eltch  as  a member  of  the  Publication  Committee 
would  expire  on  December  31,  1970.  It  was  pointed 
out  that  Doctor  Greeneltch  had  retired  from  prac- 
tice and  was  now  residing  in  Florida. 

Dr.  Stephen  D.  Ward  of  Wheeling  was  named  to 
succeed  Doctor  Greeneltch  as  a member  of  the 
Publication  Committee  for  the  term  ending  Decem- 
ber 31,  1977. 

Abortion  and  Sterilization  Laws 

Dr.  Robert  P.  Pulliam  of  Beckley,  whose  spe- 
cialty is  obstetrics  and  gynecology,  appeared  before 
Council  to  discuss  the  current  status  of  abortion 
laws  throughout  the  country  and  to  present  a re- 
view of  the  recommendations  of  several  organiza- 
tions on  the  subject.  He  reported  he  also  was  a 


member  of  a Sub-Committee  of  the  State  Compre- 
hensive Health  Planning  Advisory  Council  which 
was  appointed  to  consider  recommendations  re- 
lated to  abortion  reform  legislation  in  Wes't  Virginia. 
Following  considerable  discussion,  the  Council  di- 
rected the  Special  Committee  on  Abortion  ap- 
pointed by  Doctor  Callender  to  evaluate  the  various 
recommendations  with  a report  back  to  Council. 

The  Council  also  reviewed  a proposed  legislative 
bill  relating  to  sexual  sterilization.  It  was  decided 
the  bill  needed  further  study  and  it  was  referred 
to  the  Special  Committee  on  Abortion  with  the  re- 
quest that  it  submit  its  recommendations  to  the 
Council  in  January. 

(The  following  physicians  are  members  of  the 
Special  Committee  on  Abortion:  Dr.  Warren  D. 
Elliott  of  Beckley,  Chairman;  and  Drs.  Edwin  J. 
Humphrey,  III,  of  Huntington,  Robert  P.  Pulliam  of 
Beckley,  O.  Lee  Trick  of  Morgantown,  Stephen  D. 
Ward  of  Wheeling  and  Patrick  C.  Williams,  Jr.,  of 
Charleston). 

Open  Forum  at  The  Greenbrier 

Doctor  Callender  said  he  planned  to  suggest  to 
the  1971  Program  Committee  that  time  be  allotted 
during  the  meeting  for  an  “open  forum”  type  of 
session.  He  was  of  the  opinion  that  this  would 
afford  members  an  opportunity  to  express  their 
views  on  a number  of  current  items  of  interest 
such  as  peer  review,  national  health  insurance,  etc. 

Current  Procedural  Terminology 

It  was  reported  that  the  second  edition  of  the 
AMA’s  Current  Procedural  Terminology  had  been 
published  for  the  convenience  of  physicians  and 
designated  personnel  and  to  expedite  the  reporting 
of  therapeutic  and  diagnostic  procedures  to  various 
third-party  programs. 

The  Council  unanimously  endorsed  the  CPT 
system  and  requested  the  officers  to  encourage  the 
third-party  programs  to  adopt  it  as  soon  as  possible. 

Policy  Statement  Approved 

Dr.  Richard  E.  Flood,  Chairman  of  the  Committee 
on  Nursing,  reported  that  the  West  Virginia  Nurses 
Association  had  requested  that  the  State  Medical 
Association  endorse  a “Joint  Policy  Statement  of  the 
Role  of  the  Registered  Professional  Nurse  in  Acute 
Cardiac  Care.”  He  said  that  the  Statement  was 
developed  by  a special  sub-committee  appointed 
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by  the  Council  of  Registered  Nurses  who  had  had 
special  training  and  for  the  most  part  were  working 
in  coronary  units. 

Following  discussion,  the  Council  voted  to  ap- 
prove the  proposed  policy  statement. 

Report  of  Medical  Economics  Committee 

Doctor  McKinney  reported  that  he  and  Doctor 
Callender  had  met  with  Welfare  Commissioner 
Edwin  F.  Flowers  on  October  28  to  discuss  thi 
Department’s  medical  program. 

He  said  the  Commissioner  confirmed  reports  in  the 
press  that  the  Department  was  facing  serious  finan- 
cial difficulty  and  that  it  would  be  absolutely  neces- 
sary for  the  Legislature  to  appropriate  additional 
funds  if  the  Department  was  to  continue  to  provide 
services  at  the  present  level.  He  said  the  Commis- 
sioner also  had  asked  that  the  medical  profession 
lend  assistance  in  presenting  his  case  to  the  Legisla- 
ture. 

Doctor  McKinney  also  reported  he  had  attended 
a meeting  between  members  of  the  Workmen’s 
Compensation  Committee  and  the  Commissioner,  the 
Hon.  Fred  L.  Davis.  He  said  the  meeting  was  most 
cordial  and  everybody  agreed  that  the  medical  pro- 
gram of  the  Fund  was  operating  very  smoothly. 
He  said  the  Commissioner  gave  high  praise  to  the 
assistance  rendered  the  Fund  by  Dr.  Kenneth  G. 
MacDonald,  who  has  served  as  part-time  Medical 
Consultant  to  the  Fund  for  the  past  year. 

The  Council  meeting  was  attended  by  Dr.  May- 
nard P.  Pride  of  Morgantown,  Chairman;  Dr.  George 

R.  Callender,  Jr.,  of  Charleston,  President;  Dr.  Harry 

S.  Weeks,  Jr.,  of  Wheeling,  President  Elect;  Dr. 
Worthy  W.  McKinney  of  Beckley,  Vice  President; 
Dr.  Richard  W.  Corbitt  of  Parkersburg,  Councilor  at 
Large;  and  Drs.  Stephen  D.  Ward,  Wheeling;  Wil- 
liam T.  Lawson,  Fairmont;  Robert  R.  Pittman,  Mar- 
tinsburg;  Carl  A.  Liebig,  Keyser;  A.  Kyle  Bush, 
Philippi;  J.  D.  H.  Wilson,  Clarksburg;  Joseph  B. 
Reed,  Buckhannon;  F.  Lloyd  Blair,  Parkersburg; 
Jack  Leckie,  Huntington;  Joseph  A.  Smith,  Dunbar; 
A.  Thomas  McCoy,  Charleston;  Richard  G.  Starr, 
Beckley;  John  J.  Mahood,  Bluefield;  and  Thomas  P. 
Long,  Man;  and  Mr.  William  H.  Lively  of  Charles- 
ton, Executive  Secretary,  and  Mr.  Charles  R.  Lewis 
of  Charleston,  Executive  Assistant. 

The  meeting  also  was  attended  by  Dr.  Frank  J. 
Holroyd  of  Princeton,  AMA  Delegate;  Dr.  Richard 
E.  Flood  of  Weirton,  AMA  Delegate;  Dr.  Thomas  G. 
Reed  of  Charleston,  AMA  Alternate;  Dr.  Albert  C. 
Esposito  of  Huntington,  AMA  Alternate;  Dr.  James 
S.  Klumpp  of  Huntington,  Parliamentarian;  Dr. 
Charles  E.  Andrews  of  Morgantown,  Provost  of 
Health  Sciences,  West  Virginia  University  Medical 
Center;  Dr.  Robert  P.  Pulliam  of  Beckley,  member 
of  the  Special  Committee  on  Abortion;  and  Mr. 
James  S.  Imboden  of  Columbus,  AMA  Field  Rep- 
resentative. 


Doctors  Wallace  and  Lilly, 

Mrs.  Merritt  Elected 

Two  physicians  and  the  wife  of  another  won 
election  to  the  West  Virginia  Legislature  this  year, 
and  will  begin  their  new  terms  when  the  House 
and  Senate  convene  for 
a new  60-day  session  on 
January  13. 

Dr.  David  E.  Wallace, 
in  the  general  practice 
of  medicine  in  Madison, 
won  a seat  in  the  State 
Senate  from  the  Seventh 
District,  made  up  of  Lin- 
coln, Boone  and  Logan 
counties.  He  is  a Demo- 
crat. 

Dr.  Milton  J.  Lilly,  Jr., 

Charleston  ophthalmolo- 
gist and  a Republican, 
was  elected  to  one  of 
Kanawha  County’s  14 
seats  in  the  House  of  Delegates  for  a two-year 
term. 

Also  elected  to  the  House  as  a Delegate  from 
Raleigh  County  was  Mrs.  Charles  W.  Merritt  of 
Beckley,  a Democrat  whose  husband  is  a specialist 
in  obstetrics  and  gynecology. 

Doctor  Wallace,  a 34-year-old  native  of  Van  in 
Boone  County,  received  a Bachelor  of  Science 
Degree  in  Biology  from  Morris  Harvey  College  in 
Charleston  in  1958,  and  was  graduated  from  the 
West  Virginia  University  School  of  Medicine  in 
1963. 


He  interned  at  Charleston  Memorial  Hospital  in 
1963-64.  Doctor  Wallace  is  a member  of  the  Ameri- 
can Medical  Association,  the  West  Virginia  State 
Medical  Association  and  the  Boone  County  Medical 
Society.  He  was  Secretary  of  the  Boone  Society  in 
1965-69. 

Doctor  Lilly,  52,  is  a native  of  Fraziers  Bottom  in 
Putnam  County.  He  received  a Bachelor  of  Science 
Degree  from  Marshall  University  in  1939  and  was 
graduated  from  Johns  Hopkins  University  School 


Mrs.  Charles  W.  Merritt 


Milton  J.  Lilly,  Jr.,  M.  D. 


David  E.  Wallace,  M.  D. 
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of  Medicine  in  Baltimore  in  1943.  He  interned  at 
Johns  Hopkins  Hospital  in  Baltimore  in  1944. 

Certified  by  the  American  Board  of  Ophthal- 
mology in  1951,  Doctor  Lilly  also  is  a member  of 
the  American  Medical  Association,  the  West  Vir- 
ginia State  Medical  Association,  the  Kanawha 
Medical  Society  and  the  American  Acadamy  of 
Ophthalmology  and  Otolaryngology. 

Doctor  Lilly  served  as  President  of  the  Kanawha 
County  Medical  Society  in  1960.  His  professional 
career  also  has  included  two  years  of  U.  S.  Army 
service  ending  in  November,  1947. 


SMA  Ophthalmology  Section 
Honors  Doctor  Esposito 

The  Southern  Medical  Association’s  Section  of 
Ophthalmology  has  bestowed  its  1970  “Outstanding 
Ophthalmologist-South  Award”  upon  Dr.  Albert  C. 
Esposito  of  Huntington. 

Doctor  Esposito,  who  assumed  the  presidency  of 
the  SMA  at  the  25,000-member  organization’s  an- 
nual meeting  in  Dallas  in  mid-November,  is  only  the 
second  non-chairman  of  a medical  institution  De- 
partment of  Ophthalmology  to  receive  the  award. 

The  Huntington  physician,  a past  President  of 
the  West  Virginia  State  Medical  Association,  has 
served  several  terms  as  Secretary  of  the  SMA’s 
Section  of  Ophthalmology.  He  likewise  has  been 
Vice  Chairman  Elect  and  Chairman  of  the  Section, 
and  has  served  on  Executive  and  Program  Com- 
mittees. 

In  the  parent  SMA,  Doctor  Esposito  has  repre- 
sented West  Virginia  as  a Councilor;  and  has  been 
on  the  Executive  Committee,  Chairman  of  the 
Council  and  President  Elect  en  route  to  his  inaugu- 
ration as  President  this  year. 

Doctor  Esposito  currently  also  is  Secretary  of  the 
American  Association  of  Ophthalmology,  and  is  a 
past  President  of  the  West  Virginia  Academy  of 
Ophthalmology.  He  has  written  numerous  scientific 
articles  in  his  specialty  field,  and  has  appeared 
as  a guest  speaker  before  many  ophthalmologic 
societies. 


Cancer  To  Claim  5,000 
Youths  Under  15 

This  year,  cancer  will  take  the  lives  of  approxi- 
mately 5,000  children  under  the  age  of  15. 

Almost  half  of  them,  according  to  the  American 
Cancer  Society,  will  die  of  leukemia,  a cancer  of 
blood-forming  tissues. 

A Health  Insurance  Institute  review  of  these 
figures  indicates  that  more  boys  than  girls  will  die 
of  the  disease,  and  that  more  school  children  will 
die  of  it  than  from  any  other  disease. 

ACS  data  also  shows  that  there  are  over  300,000 
children  under  18  in  the  U.S.  today  who  have  lost 
their  fathers  to  cancer — and  there  are  more  than 
250,000  who  have  lost  their  mothers. 


Eugene  L.  Staples  Renamed 
By  Hospital  Association 

The  West  Virginia  Hospital  Association  re-elected 
Eugene  L.  Staples,  Administrator  of  University 
Hospital  at  the  West  Virginia  University  Medical 
Center  in  Morgantown,  as  its  President  at  its 

recent  annual  meeting  at 
the  Greenbrier  Hotel  in 
White  Sulphur  Springs. 

Elected  to  three-year 
terms  on  the  Associa- 
tion’s Board  of  Trustees 
were  William  P.  Specht, 
Administrator  of  Her- 
bert J.  Thomas  Mem- 
orial Hospital  in  South 
Charleston;  Samuel  G. 
Nazzaro,  Administrator 
of  Wheeling  Hospital; 
and  Leo  D.  Carsner,  Ad- 
ministrator of  Camden- 
Clark  Memorial  Hospital 
in  Parkersburg. 

Serving  for  another  year  as  the  group’s  President 
Elect  will  be  Harry  C.  Harner,  Administrator  of 
Charles  Town  General  Hospital  in  Ranson. 

Albert  M.  Tieche,  Administrator  of  Beckley  Hos- 
pital in  Beckley,  and  Larry  G.  Ferris,  Administrator 
of  Cabell-Huntington  Hospital  in  Huntington,  were 
elected  to  the  Association’s  Executive  Committee. 


Eight  from  State  Recognized 
By  College  of  Physicians 

Two  Assistant  Professors  of  Medicine  at  the 
West  Virginia  University  Medical  Center  in  Mor- 
gantown have  been  granted  Fellowship  in  the 
American  College  of  Physicians. 

The  two  are  Dr.  Norman  L.  Lapp  and  Dr.  German 
Lizarralde.  These  six  other  West  Virginia  physi- 
cians have  been  granted  membership  in  the  54-year- 
old  international  medical  specialty  society: 

Dr.  Preston  C.  Davis  of  Beckley;  Dr.  Frank  E. 
Medford,  Charleston;  Dr.  William  H.  Jacobs,  Clarks- 
burg; Dr.  Zeb  C.  Burton,  Huntington;  Dr.  James  T. 
Hughes,  Ripley,  and  Dr.  Robert  B.  Armstrong, 
Wheeling. 

Dr.  James  W.  Haviland  of  Seattle,  Washington, 
president  of  the  16,000-member  College,  said  the 
new  Fellows  earned  their  recognition  through  certi- 
fication by  their  specialty  boards;  presentation  of 
published  material,  and  evidence  of  scientific  ac- 
complishments and  academic  or  hospital  affiliations. 

The  new  members  are  doctors  who  were  gradu- 
ated from  medical  school  at  least  five  years  ago; 
who  have  limited  their  practice  to  internal  medi- 
cine or  a related  specialty,  and  have  submitted 
evidence  of  their  eligibility  to  take  their  specialty 
board  examinations. 


Eugene  Staples 
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Three  Huntington  Physicians 
Among  Air  Crash  Victims 

The  tragic  November  14  crash  near  Huntington 
of  a Southern  Airways  jetliner  carrying  the  Marshall 
University  football  team,  athletic  staff  and  followers 
took  the  lives  of  three  prominent  physicians  and 
their  wives. 

The  75  victims  included  Dr.  and  Mrs.  Ray  R. 
Hagley;  Dr.  and  Mrs.  Herbert  D.  Proctor,  and  Dr. 
and  Mrs.  Joseph  E.  Chambers,  all  of  Huntington. 
Dr.  Glenn  H.  Preston,  a Huntington  dentist,  and 
Mrs.  Preston,  likewise  were  among  those  who  died. 

Doctor  Hagley,  34,  was  a native  of  Huntington 
who  received  an  A.  B.  degree  from  Marshall  in 
1957  and  was  graduated  from  George  Washington 
University’s  School  of  Medicine  in  Washington, 
D.  C.,  in  1960. 

He  interned  at  Marion  County  General  Hospital 
in  Indianapolis,  and  was  in  the  general  practice 
of  medicine  at  Chesapeake,  Ohio,  before  establishing 
his  office  in  Huntington. 

He  held  the  rank  of  Lieutenant  in  the  U.  S.  Naval 
Reserve  while  serving  as  a medical  officer  at  Camp 
Lejeune,  North  Carolina,  from  March  of  1962  to 
August  of  1963.  He  was  assigned  to  the  Second 
Marine  Division,  and  served  as  Battalion  Surgeon. 

Doctor  Proctor,  43  and  the  Marshall  team  physi- 
cian, was  engaged  in  the  practice  of  internal  medi- 
cine. After  receiving  B.  S.  and  M.  A.  degrees  from 
Marshall  in  1949  and  1953,  he  was  graduated  from 
Emory  University’s  School  of  Medicine  in  Atlanta 
in  1960. 

The  native  of  Landisburg  served  both  his  intern- 
ship and  his  residency  at  Grady  Memorial  Hospital 
in  Atlanta  from  1961  until  1964,  and  also  was  a 
veteran  of  U.  S.  Navy  service.  He  was  the  new 
chief  of  staff  at  Cabell-Huntington  Hospital,  and 
Director  of  Medical  Education  at  St.  Mary’s  Hos- 
pital in  Huntington. 

Doctor  Chambers,  44-year-old  native  of  Beckley, 
received  his  B.  S.  degree  from  Marshall  in  1949 
and  was  graduated  from  Jefferson  Medical  College 
of  Philadelphia  in  1953.  He  interned  at  St.  Mary’s 
Hospital  in  Huntington  in  1953  and  1954. 

Also  engaged  in  the  general  practice  of  medicine, 
Doctor  Chambers  saw  World  War  II  service  with 
the  U.  S.  Navy,  from  1944  until  1946,  and  held  the 
rate  of  Pharmacist’s  Mate,  Third  Class. 

All  of  the  physicians  were  members  of  the  Cabell 
County  Medical  Society,  the  West  Virginia  State 
Medical  Association  and  the  American  Medical 
Association.  Doctor  Proctor  was  a member  of  the 
State  Medical  Association’s  Committee  on  Medical 
Education  and  Hospitals. 

Doctor  and  Mrs.  Hagley  are  survived  by  four 
daughters,  Denice  Ann,  Kimberley  Leigh,  Deborah 
Lynn  and  Karen  Sue;  and  two  sons,  David  Ray  and 
Douglas  Russell,  all  at  home.  Other  survivors  in- 
clude Doctor  Hagley’s  parents,  Mr.  and  Mrs.  Alva 
L.  Hagley,  of  Huntington;  and  a sister,  Mrs.  Carol 
Clagg,  also  of  Huntington. 


Doctor  Ward  Named  Member 
Of  Publication  Committee 

Dr.  Stephen  D.  Ward  of  Wheeling  was  elected 
a member  of  the  Publication  Committee  at  the 
Fall  Meeting  of  the  Council  on  November  8. 

Doctor  Ward  succeeds 
Dr.  D.  E.  Greeneltch,  for 
the  term  ending  Decem- 
ber 31,  1977.  As  a mem- 
ber of  the  Publication 
Committee,  Doctor  Ward 
will  serve  as  an  Asso- 
ciate Editor  of  The  Jour- 
nal. 

He  is  currently  serv- 
ing as  a member  of  the 
Council  of  the  State 
Medical  Association  and 
is  a member  of  several 
key  committees  of  the 
Association. 

A native  of  Pittsburgh, 

Doctor  Ward  received  his  M.  D.  degree  in  1954 
from  the  University  of  Pittsburgh  School  of  Medi- 
cine and  interned  at  Mercy  Hospital  in  Pittsburgh. 
He  served  a residency  in  psychiatry  at  the  Western 
Psychiatric  Institute  and  Clinic  in  Pittsburgh, 
1955-58. 


Auxiliary  Board  Conference 
Hears  Doctor  Callender 

The  Fall  Conference  of  the  Board  of  Directors 
of  the  Woman’s  Auxiliary  to  the  West  Virginia 
State  Medical  Association  at  Pipestem  Resort  Octo- 
ber 27  and  28  drew  an  attendance  of  49. 

Mrs.  Robert  J.  Tchou  of  Williamson,  President 
of  the  Auxiliary,  was  in  charge  of  the  sessions  for 
state  officers  and  committee  chairmen;  two  immedi- 
ate past  state  presidents,  and  presidents  of  com- 
ponent auxiliary  societies  throughout  West  Virginia. 

Dr.  George  R.  Callender,  Jr.,  of  Charleston, 
President  of  the  State  Medical  Association,  gave  an 
interesting  talk  as  principal  speaker  for  a “Goblin 
Banquet”  on  the  evening  of  October  27. 


Doctor  and  Mrs.  Chambers  left  three  daughters, 
Debbie,  Cindy  and  Tara,  all  at  home.  Doctor  Cham- 
bers also  is  survived  by  his  parents,  Dr.  and  Mrs. 
Harry  D.  Chambers,  of  Huntington;  and  a sister, 
Mrs.  Pat  Cornette,  of  Beckley. 

Doctor  and  Mrs.  Proctor’s  survivors  include  three 
daughters,  Margaret  Kimberley,  Patricia  and  Court- 
ney Jo;  and  two  sons,  James  Dickerson  and  John 
Anderson,  all  at  home.  Doctor  Proctor  also  is  sur- 
vived by  his  mother,  Mrs.  Allie  Dickerson  Proctor, 
of  Oak  Hill;  a sister,  Miss  Katherine  I.  Proctor,  of 
Washington,  D.  C.,  and  a brother,  Lt.  Col.  Charles 
N.  Proctor,  of  St.  Petersburg  Beach,  Florida. 


Stephen  I).  Ward,  M.  1). 
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West  Virginia  Native  To  Head 
Academy  of  Pediatries 

A Clarksburg  native,  Dr.  Jay  M.  Arena,  has  been 
elected  Vice  President  and  President  Elect  of  the 
11,500-member  American  Academy  of  Pediatrics. 

The  Academy,  the  Pan-American  association  of 
physicians  certified  in  the  care  of  infants,  children 
and  adolescents,  conducted  its  election  during  its 
39th  annual  meeting  in  San  Francisco  late  in  Octo- 
ber. 

Doctor  Arena,  who  was  bom  in  Clarksburg  in 
1909,  currently  is  Professor  of  Pediatrics  and  Pro- 
fessor of  Community  Health  Sciences  at  Duke  Uni- 
versity’s School  of  Medicine  in  Durham,  North 
Carolina. 

He  also  is  Director  of  Duke’s  Medical  Center 
Poison  Control  Center.  From  1968  to  1970,  Doctor 
Arena  was  President  of  the  American  Association  of 
Poison  Control  Centers. 

After  receiving  his  M.  D.  degree  from  Duke  in 
1932  and  interning  at  Johns  Hopkins  Hospital  in 
Baltimore,  Maryland,  in  1932  and  1933,  Doctor 
Arena  served  as  assistant  resident  at  Duke  Hospital 
in  1933-34,  and  as  resident  in  1934-35. 

He  became  an  Instructor  in  Pediatrics  at  Vander- 
bilt University’s  School  of  Medicine  in  Nashville, 
Tennessee,  in  1936,  before  moving  back  to  Duke 
Hospital  as  an  Associate  in  Pediatrics  later  that 
same  year. 

He  became  a full  Professor  of  Pediatrics  in  1957, 
and  was  named  Professor  of  Community  Health 
Sciences  earlier  this  year. 


A soldier  and  a diplomat  met  the  doctors  at  the  15th 
Potomac-Shenandoah  Valley  Postgraduate  Institute  in  Mar- 
tinsburg  October  23  to  25.  Raymond  A.  Hare  (right),  career 
diplomat  who  served  as  U.  S.  Ambassador  to  five  Middle 
East  nations,  including  Egypt,  spoke  on  “The  Middle  East 
Crisis”  at  an  October  23  dinner.  He  was  introduced  by 
General  Earle  G.  Wheeler  (U.  S.  Army,  Retired,  and  second 
from  right),  Chairman  of  the  U.  S.  Joint  Chiefs  of  Staff 
from  1968  to  1970.  General  Wheeler  also  participated  in  a 
question-and-answer  period  with  Mr.  Hare,  who  now  is 
President  of  the  Middle  East  Institute  in  Washington,  D.  C. 
Also  pictured  above  are  (left  to  right)  Dr.  Halvard  Wanger 
of  Sheplierdstown,  Executive  Director  of  the  Potomac-Shen- 
andoah Valley  Institute;  and  Dr.  George  R.  Callender,  Jr., 
of  Charleston,  President  of  the  West  Virginia  State  Medical 
Association.  Doctor  Callender  was  toastmaster  for  a Satur- 
day evening,  October  24,  dinner. 


Former  Headquarters  Assistant 
Dies  of  Heart  Attack 

Jerry  Gould,  assistant  to  the  West  Virginia  State 
Medical  Association’s  Executive  Secretary  from  May 
1,  1962,  until  late  1964,  died  of  a heart  attack 
October  25  while  visiting  in  Elizabeth  City,  North 
Carolina. 

Mr.  Gould  had  assumed  on  September  1 new 
duties  as  Director  of  Government  Affairs  for  the 
American  Nursing  Home  Association  with  offices 
in  Washington,  D.  C.  He  and  his  family  lived  in 
Fairfax,  Virginia. 

A native  of  Mannington  in  Marion  County,  Mr. 
Gould  began  a career  as  a West  Virginia  newsman 
with  The  Charleston  Gazette  in  1946.  He  later  was 
sports  editor  of  the  Parkersburg  News  and  served 
as  a staff  sports  writer  for  the  Charleston  Daily  Mail 
for  nine  years. 

In  1957,  Mr.  Gould  joined  the  United  Press  Inter- 
national staff  in  Charleston,  and  held  that  post  for 
five  years  before  joining  the  State  Medical  Asso- 
ciation headquarters  staff. 

On  January  1,  1965,  Mr.  Gould  joined  the  Ameri- 
can Medical  Association’s  Field  Service  Division, 
with  headquarters  in  Chicago.  He  worked  as  a 
field  representative  in  southeastern  and  western 
states  before  being  assigned  in  February,  1968,  to 
AMA’s  Washington  office  as  a legislative  represen- 
tative. 

From  January,  1969,  until  September  1 of  this 
year,  Mr.  Gould  was  Administrative  Assistant  to 
Representative  Glenn  Cunningham,  Republican  of 
Nebraska. 

Mr.  Gould  is  survived  by  his  widow,  Mrs.  Jean 
Ann  Smoot  Gould;  four  daughters,  Paula  Ann,  Mary 
Catherine,  Teresa  Marie  and  Cecilia  Grace;  five 
sons,  Terrence  Mathew,  Stephen  Eugene,  Timothy 
Francis,  Jeffrey  Anthony  and  John  Patrick,  all  at 
home;  one  sister,  Mrs.  Mary  Francis  McKeny 
of  Charleston,  and  two  brothers,  Albert  A.  Gould 
of  Vienna,  Wood  County,  and  John  R.  Gould,  Syra- 
cuse, New  York. 

The  American  Nursing  Home  Association  has 
set  up  a Memorial  Education  Fund  for  the  benefit 
of  Mrs.  Gould  and  the  nine  children.  Those  de- 
siring to  contribute  should  make  checks  payable  to 
Gould  Memorial  Education  Fund,  American  Nurs- 
ing Home  Association,  1025  Connecticut  Avenue 
NW,  Washington,  D.  C. 


“The  Auricle”  Wins  Award 

The  Auricle,  published  monthly  by  the  West 
Virginia  University  Medical  Center,  won  first-place 
honors  in  the  newspaper  category  in  annual  compe- 
tition sponsored  by  the  Publications  and  Public 
Relations  Section  of  the  West  Virginia  Press  Asso- 
ciation. 

Mrs.  Mary  Ellin  Wylie  is  the  editor  of  the  news- 
paper, distributed  to  2,800  faculty  and  staff  mem- 
bers, students  and  friends  of  the  Medical  Center. 
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American  College  of  Surgeons 
Inducts  Eight  from  State 

Eight  doctors  practicing  or  residing  in  West  Vir- 
ginia were  among  a record  1,551  inducted  as  Fellows 
of  the  American  College  of  Surgeons  at  that  organi- 
zation’s national  meeting  in  Chicago  in  mid-October. 

The  American  College  of  Surgeons  is  a voluntary 
scientific  and  educational  association  of  surgeons 
founded  in  1931  to  improve  care  of  the  surgical 
patient. 

Its  Fellowship  Degree  is  awarded  to  surgeons 
fulfilling  comprehensive  requirements  of  acceptable 
medical  education  and  advance  training  as  spe- 
cialists in  branches  of  surgery;  and  giving  evidence 
of  good  moral  character  and  ethical  practice. 

The  new  Fellows  from  West  Virginia  include  Dr. 
Wallace  W.  Duncan  of  Bluefield;  Dr.  Rigoberto 
Ramirez  of  Buckhannon;  Dr.  Magdi  S.  Azer,  who 
practiced  in  Charleston  until  moving  recently  to 
Johnstown,  Pennsylvania;  Dr.  Hossein  Sakhai  and 
Dr.  James  T.  Woelfel  of  Huntington;  Dr.  Clifford 
Sperow  of  Martinsburg;  Dr.  Ghassan  A.  Khalil  of 
Parkersburg,  and  Dr.  Stuart  J.  Adendorff  of  Wil- 
liamson. 


Doctor  Sprinkle  Wins  Award 

Dr.  Philip  M.  Sprinkle  of  West  Virginia  Univer- 
sity was  among  12  winners  of  awards  for  excellence 
in  scientific  exhibits  at  the  75th  annual  meeting  of 
the  American  Academy  of  Ophthalmology  and  Oto- 
laryngology in  Las  Vegas,  Nevada. 

Doctor  Sprinkle  received  a certificate  in  the 
Otolaryngology  category  for  his  presentation  of 
material  on  “Congenital  Dermoid  Cysts  of  the 
Nose.” 


Conference  on  Breast  Cancer 
In  Los  Angeles  Next  May 

The  second  National  Conference  on  Breast  Can- 
cer, sponsored  by  the  American  Cancer  Society, 
Inc.,  will  be  held  May  17,  18  and  19,  1971,  at  the 
Century  Plaza  Hotel  in  Los  Angeles,  California. 

The  sessions  will  offer  a multidisciplinary  review 
of  the  breast  cancer  problem  in  the  United  States, 
including  epidemiology,  etiology,  detection,  diag- 
nosis and  management. 

The  forenoon  session  on  May  17  will  cover  newer 
concepts  in  management;  incidence  and  mortality; 
high-risk  groups;  the  “pill,”  and  viruses. 

The  afternoon  program  will  be  devoted  on  May 
17  to  immunology,  cell  kinetics,  genetics,  animal 
experimentation  and  early  breast  cancer. 

Detection  and  screening  will  be  forenoon  topics 
on  May  18,  with  management  of  primary  operable 
breast  cancer  the  afternoon  subject.  Rehabilitation 
will  be  discussed  at  the  final  session  in  the  fore- 
noon of  May  19. 

There  will  be  no  registration  fee  for  the  Con- 
ference. Further  information  about  the  program 
can  be  obtained  from  Esther  Kelley,  Professional 
Education,  American  Cancer  Society,  Inc.,  219  East 
42nd  Street,  New  York,  New  York  10017. 


Interest  in  State  Journals 

A recent  reader-interest  survey  by  Professional 
Research  Analysis  of  Chicago  showed  that  state 
journals  rank  at  least  third  in  reading  interest  when 
compared  to  13  major  nationally  circulated  medical 
magazines  and  journals. 


Past  and  present  members  of  the  West  Virginia  University  faculty,  and  physicians  engaged  in  the  general  practice  of 
medicine  in  the  State,  participated  in  sessions  of  the  15th  Potomac-Shenandoah  Valley  Postgraduate  Institute  in  Martins- 
burg October  23  to  25.  The  Institute  is  co-sponsored  by  the  West  Virginia  Chapter  of  the  American  Academy  of  Family 
Physicians.  Dr.  Robert  J.  Johnson  (at  the  left  in  the  left  photo  above),  former  WVU  faculty  member  who  now  is  Professor 
and  Chairman  of  the  Department  of  Anatomy  at  the  University  of  Pennsylvania  Graduate  School  of  Medicine  in  Phila- 
delphia, gave  lectures  on  “Anatomy  of  the  Hair”  and  “Anatomy  of  the  Nails.”  Dr.  Alexander  V.  Fakadej  (center  in  the 
left  photo  above),  Assistant  Professor  of  Pediatrics  and  Neurology  at  WVU’s  Medical  Center,  delivered  a paper  on  “Role 
of  Nutrition  for  the  Developing  Brain.”  Pictured  with  Doctor  Johnson  and  Doctor  Fakadej  is  Dr.  Theodore  G.  Duncan, 
Associate  in  Medicine  at  the  University  of  Pennsylvania’s  School  of  Medicine,  who  spoke  on  “A  Practical  Approach  in 
Patients  Having  Diabetes.”  In  the  right  photo,  Doctor  Johnson  (center)  discusses  lecture  material  with  Dr.  Harold  D. 
Almond  of  Buckhannon  (left)  and  Dr.  William  II.  Harriman,  Jr.,  of  Terra  Alta  in  Preston  County. 
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Morgantown  Physician  Elected 
To  Ophthalmology  Office 


Scientists  Seek  New  Clues 
in  Fight  Against  Flu 


Dr.  Ralph  W.  Ryan  of  Morgantown  has  been 
elected  Vice  President  for  Socio-Medical  Affairs  by 
the  American  Association  of  Ophthalmology.  The 
Association  held  its  annual  meeting  in  Las  Vegas, 


Variations  of  influenza  viruses  have  raised  a 
great  deal  of  havoc  during  the  past  few  years.  One 
of  the  more  recent  crises  in  this  country  caused  by 
a variant  virus  was  the  Hong  Kong  flu  epidemic  of 


Nevada,  in  mid-October. 

Doctor  Ryan  is  a 
charter  member  of  the 
3,200-member  organiza- 
tion. He  also  has  served 
as  a member  of  the 
House  of  Delegates;  as  a 
Trustee;  as  Treasurer 
for  the  past  five  years; 
is  currently  Chairman  of 
the  Registry  of  Ophthal- 
mic Medical  Assistants, 
and  holds  various  other 
committee  posts. 

The  Morgantown  phy- 
sician likewise  repre- 
sents the  Association  on 
the  Joint  Commission  on 
Allied  Health  Personnel  in  Ophthalmology.  This  is 
the  national  agency  for  certification  of  assistants 
who  work  in  ophthalmologists’  offices  and  clinics; 
and  for  accrediting  the  college  and  university 
courses  for  their  training. 


1968-69. 

To  uncover  the  differences  in  new  sub-types  of 
viruses  from  their  parent  A,  B,  and  C types,  scien- 
tists are  searching  for  signs  of  their  presence  in 
animals,  birds,  fish  and  other  living  organisms. 
When  found,  they  are  brought  to  the  laboratory 
in  an  attempt  to  identify  them  with  one  which  has 
infected  a human.  When  this  is  accomplished,  effec- 
tive treatment  of  the  animal  may  turn  into  a treat- 
ment for  man. 

According  to  Dr.  Geoffrey  Schild,  a research 
worker  at  the  National  Institute  for  Medical  Re- 
search in  London,  a number  of  discoveries  with  in- 
fluenza A viruses  of  animal  origin  have  suggested 
that  animal  hosts  should  not  be  overlooked  as  a 
source  of  epidemic  strains  of  human  influenza  virus. 

Further  evidence  of  this  possible  relationship  was 
recently  cited  in  The  Medical  Post,  a Canadian  med- 
ical publication.  That  report  said  it  is  now  well 
established  that,  at  least  under  artificial  conditions, 
influenza  A viruses  isolated  from  one  species  of 


Ralph  W.  Ryan,  M.  D. 


While  in  Las  Vegas,  Doctor  Ryan  also  was  re- 
elected to  the  Board  of  Directors  of  the  Contact 
Lens  Association  of  Ophthalmologists,  the  national 
organization  of  physicians  who  fit  contact  lenses. 


A West  Virginia  University  School  of  Medicine  student 
talks  with  Dean  Frank  W.  McKee,  center,  and  Dr.  Charles  E. 
Andrews,  right,  Provost  for  Health  Sciences,  outside  the 
Medical  Center  auditorium  where  Dean  McKee  and  WVU 
President  James  G.  Harlow  had  addressed  a convocation  for 
students,  faculty  and  staff.  The  Medical  School’s  present 
and  future  was  the  convocation  theme.  President  Harlow 
stressed  the  Center's  close  ties  with  the  rest  of  the  Univer- 
sity, and  praised  the  faculty’s  interest  and  participation  in 
general  affairs  of  WVU.  Dean  McKee  said  the  School’s  goal 
is  to  produce  competent  and  compassionate  physicians  and 
an  optimum  environment  for  teaching  and  learning.  The 
Dean’s  office  door  is  open,  he  said,  so  “involve  administra- 
tion in  your  concerns  ...  no  problems  can  be  solved  when 
they  are  sequestered.”  He  told  students  to  “compete  with 
self,  not  others;  spend  time  carefully  and  surely.  Be  con- 
cerned,” he  urged  the  faculty,  “with  your  role  as  educators.” 
More  curriculum  changes  lie  ahead,  he  added,  but  basic 
importance  of  the  student-teacher  relationship  does  not 
change. 


animals  may  be  capable  of  causing  infection  in 
other  species  of  animals.  Recent  studies  in  the 
United  States  and  Czechoslovakia  have  shown  that 
under  experimental  conditions  human  volunteers 
may  be  infected  with  a virus  found  in  animals  and 
develop  a mild  respiratory  illness.  Similarly,  horses 
have  been  successfully  infected  with  the  Hong  Kong 
virus. 

According  to  the  National  Society  for  Medical 
Research  in  Washington,  there  may  be  an  exchange 
of  flu  viruses  between  man  and  animal,  and  new 
interactions  between  viruses  of  each  may  give  rise 
to  other  new  and  different  sub-types.  However, 
that  group  said  it  has  read  of  no  evidence  that 
there  has  been  a direct  cross-over  between  man 
and  animal  on  a broad,  national  or  international 
basis.  From  what  it  understands,  study  of  this 
particular  interrelationship  is  new  and  important. 

It  may  provide  background  for  new  approaches  in 
research  to  control  epidemics  of  influenza;  it  may 
eventually  control  the  disease  in  both  animal  and 
man.  There  are  many  laboratories  all  over  the 
world  at  work  with  the  problem,  but  as  with  any 
other  disease,  it  will  simply  take  time. 


Need  a New  Auto  Emblem? 

A supply  of  auto  emblems,  bearing  the 
insignia  of  the  West  Virginia  State  Medical 
Association,  is  kept  on  hand  at  all  times  at 
the  headquarters  offices  in  Charleston.  The 
price  of  each  emblem  is  $5.00  postpaid. 


446 


The  West  Virginia  Medical  Journal 


Education  Conference  Planned 
In  Charleston  Next  April 

Preliminary  work  has  begun  toward  a second 
statewide  Medical  Education  Planning  Conference 
in  Charleston  next  April  24  and  25  under  the 
primary  sponsorship  of  the  State  Medical  Associa- 
tion’s Committee  on  Medical  Education  and  Hos- 
pitals. 


Daniel  Hamaty,  M.  D. 


P.  A.  Tuckwiller,  M.  D. 


The  West  Virginia  Council  on  Teaching  Hospitals, 
which  largely  is  a result  of  the  Committee’s  efforts; 
the  West  Virginia  Regional  Medical  Program,  and 
key  officials  of  the  American  Medical  Association 
also  will  have  participating  roles,  on  the  basis  of 
tentative  early  planning. 

The  Medical  Association  Committee  included  fur- 
ther discussion  of  the  Conference  proposal  on  the 
agenda  for  a meeting  its  Chairman,  Dr.  P.  A.  Tuck- 
willer of  Charleston,  called  for  Sunday  afternoon, 
November  15,  in  the  Capital  City. 

At  an  October  6 meeting  in  Parkersburg,  the 
Executive  Committee  of  the  Council  on  Teaching 
Hospitals  adopted  a resolution  calling  for  the  Coun- 
cil to  work  with  the  Association  Committee  and  the 
Regional  Medical  Program  in  developing  the  Con- 
ference program. 

At  a subsequent  Second  National  Conference  of 
State  Medical  Association  Representatives  on  Con- 
tinuing Education  in  Chicago  on  October  13-15, 
contacts  made  with  American  Medical  Association 
representatives  brought  indications  they  also  will  be 
interested  in  participating. 

Attending  the  Chicago  meetings,  conducted  by 
the  AMA  Board  of  Trustees  Committee  on  Con- 
tinuing Medical  Education,  were  Doctor  Tuckwiller; 
Dr.  Daniel  Hamaty  of  Charleston,  Vice  Chairman  of 
the  State  Association’s  Committee  on  Medical  Edu- 
cation, and  Charles  R.  Lewis,  the  Association’s  Exec- 
utive Assistant. 

General  and  workshops  discussions  at  Chicago 
repeatedly  emphasized  that  quality  patient  care  and 
continuing  education  are  inseparable.  The  approxi- 
mately 100  physicians  and  others  in  attendance  re- 
iterated that  both  the  AMA  and  state  medical  so- 
cieties must  make  much  stronger  commitments  to- 


ward development  and  support  of  educational  pro- 
grams. 

The  State  Conference  next  April  can  be  expected 
to  measure  progress  made  since  the  1966  program, 
attended  by  approximately  75  persons,  with  par- 
ticular attention  to  such  innovations  as  the  Selective 
Experience  Program  for  fourth-year  students  at  the 
West  Virginia  University  School  of  Medicine. 

Those  students  now  are  spending  parts  of  their 
final  year  at  selected  community  hospitals  in  the 
state  and  receiving  University  credit.  At  this  time, 
students  have  been  assigned  to  nine  such  hospitals. 

Considerable  discussion  already  has  developed 
with  regard  to  how  this  program  can  be  expanded 
into  additional  hospitals  throughout  West  Virginia, 
and  possibly  also  into  non-hospital  settings. 


Heart  Association  Establishes 
Kidney  Ailments  Council 

A Council  on  the  Kidney  in  Cardiovascular  Dis- 
ease has  been  established  by  the.  American  Heart 
Association.  A 350-member  ..  group,  it  has  been 
functioning  since  1962  as  the  Renal  Section  of  the 
Association’s  Council  on  Circulation. 

The  chairman  of  the  Council  on  Circulation,  John 
W.  Eckstein  of  the  Department  of  Internal  Medi- 
cine at  the  University  of  Iowa  Hospitals  in  Iowa 
City,  said  in  a memorandum  to  members  that  for- 
mation of  the  new  Council  was  made  possible  “only 
because  of  the  superb  interest  and  work  of  the 
younger  group  of  nephrologists  who  have  given 
leadership  to  the  Renal  Section.”  He  continued: 

“Under  the  guidance  of  its  previous  chairman, 
Donald  E.  Oken  (Cardiorenal  Laboratory,  Peter 
Bent  Brigham  Hospital),  this  group  proved  that 
there  is  a definite  role  in  nephrology  for  the  Ameri- 
can Heart  Association,  particularly  in  the  area  of 
professional  education  and  research.  Also,  the 
Association’s  role  has  been  defined  as  that  of  co- 
ordinating and  cooperating  with  both  the  National 
Kidney  Foundation  and  the  American  Society  of 
Nephrology  and  there  is  no  conflict  of  interests  or 
duplication  of  efforts.” 

Dr.  Roscoe  R.  Robinson  of  the  Department  of 
Medicine  at  Duke  University  School  of  Medicine, 
Durham,  North  Carolina,  was  named  Chairman  of 
the  new  Council,  with  Dr.  John  Boylan  of  the  De- 
partment of  Medicine  at  Buffalo,  New  York,  General 
Hospital,  Vice  Chairman,  posts  both  held  in  the 
Council  on  Circulation’s  Renal  Section. 

Nine  other  councils  function  within  the  frame- 
work of  the  American  Heart  Association  as  profes- 
sional societies  with  subspecialty  interests  in  the 
cardiovascular  field.  They  cover  arteriosclerosis, 
basic  science,  cardiovascular  surgery,  cerebrovas- 
cular disease,  clinical  cardiology,  epidemiology,  high 
blood  pressure  research,  rheumatic  fever  and  con- 
genital heart  disease,  and  cardiovascular  nursing. 
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Teaching  Hospitals  Council 
Looks  Toward  Future 

The  West  Virginia  Joint  Council  on  Teaching 
Hospitals  is  looking  toward  the  future  while  also 
taking  steps  for  effective  evaluation  of  its  current 
activities. 

A Long  Range  Planning  Committee  appointed  by 
Dr.  David  Z.  Morgan  of 
Morgantown,  the  Coun- 
cil Chairman  and  Assist- 
ant Dean  of  the  WVU 
School  of  Medicine,  held 
its  first  meeting  Novem- 
ber 3 at  the  West  Vir- 
ginia University  Medical 
Center  in  Morgantown. 

Serving  as  the  Com- 
mittee Chairman  is  Mr. 
Deal  H.  Tompkins  of 
Charleston,  who  also  is 
the  Council’s  current 
Vice  Chairman.  Other 
Committee  members  are: 
Dr.  Forest  A.  Cornwell 
of  Beckley,  one  of  the  West  Virginia  State  Medical 
Association’s  representatives  on  the  Council;  Dr.  A. 
Kyle  Bush  of  Broaddus  Hospital’s  Department  of 
Surgery  in  Philippi;  Mr.  Leo  Carsner,  Administra- 
tor of  Camden-Clark  Memorial  Hospital  in  Parkers- 
burg, and  Mr.  Eugene  L.  Staples,  Director  of  Uni- 
versity Hospital  at  the  WVU  Medical  Center. 

Initial  recommendations  from  the  Planning  Com- 
mittee generally  have  been  designed  for  full  Council 
consideration  at  a December  3 meeting  at  the  Holi- 
day Inn  in  Parkersburg  after  additional  preliminary 
review  of  them  by  the  Executive  Committee  and 
the  Committee  on  Credentials. 

Among  subjects  receiving  early  attention  from 
the  Planning  Committee  was  that  involving  the 
role  the  Council  properly  should  play  in  any  fur- 
ther expansion  of  the  Selective  Extramural  Experi- 
ence Program  for  fourth-year  WVU  medical  stu- 
dents which  began  on  July  1 of  this  year.  The 
Council  is  a sponsor  of  this  program. 

Under  the  selective  experience  approach,  fourth- 
year  students  are  permitted  to  spend  a portion  of 
their  time  away  from  WVU,  and  at  hospitals  which 
are  members  of  the  Council,  in  programs  approved 
by  the  appropriate  departmental  or  division  chiefs 
at  WVU.  The  students  receive  university  credit  for 
this  experience. 

The  Planning  Committee  noted  that  possible  ex- 
pansion of  the  program  could  involve  non-hospital 
based  experience  either  in  conjunction  with  hos- 
pital instruction,  or  on  a full-time  basis  in  physi- 
cians’ offices,  clinics  or  public  health  settings. 

Other  topics  to  which  the  Planning  Committee 
has  given  early  attention  include  the  need  for 
development  of  more  specific  criteria  for  associate 


Council  membership;  the  role  of  the  Council  in 
efforts  to  obtain  more  physicians  for  West  Vir- 
ginia’s communities;  and  how  the  Council  can  be 
an  effective  force  in  development  and  expansion 
of  graduate  and  continuing  medical  education  pro- 
grams. 

The  Council  on  Teaching  Hospitals,  which  cur- 
rently has  12  members,  was  developed  through 
efforts  of  the  State  Medical  Association’s  Com- 
mittee on  Medical  Education  and  Hospitals,  and 
the  West  Virginia  Hospital  Association. 

The  December  3 meeting  in  Parkersburg  repre- 
sents the  fifth  scheduled  for  the  full  Council  mem- 
bership. 


Public  Program  to  Precede 
Air  Pollution  Symposium 

A unique  educational  program  for  the  general 
public  on  types  of  air  pollutants  and  how  they 
affect  health  will  be  held  in  conjunction  with  the 
January  31  Fourth  Annual  Mid-Winter  Conference 
on  Chest  Diseases  in  Charleston. 

The  public  program  at  the  Morris  Harvey  College 
Auditorium  from  1:30  to  4:30  P.M.  on  Saturday, 
January  30,  also  will  offer  some  review  of  topo- 
graphical and  meteorological  conditions  as  they 
relate  to  air  pollution  in  the  state. 

The  faculty  for  the  public  session — for  which 
there  will  be  no  registration  fee — generally  will  be 
the  same  as  that  for  the  Conference’s  scientific  Sym- 
posium on  Air  Pollution  set  for  Sunday,  January 
31,  from  10  A.M.  until  4 P.M.  at  the  Daniel  Boone 
Hotel. 

Dr.  Ralph  H.  Nestmann  and  Dr.  Joseph  T.  Skaggs, 
both  of  Charleston,  are  serving  as  Co-Chairmen 
for  both  the  public  and  scientific  programs,  which 
will  feature  well  known  figures  from  fields  of  medi- 
cine and  meteorology  in  university,  public  health 
and  other  professional  settings. 

The  registration  fee  for  the  Sunday,  January  31, 
session  again  will  be  $10,  and  will  be  charged  all 
registrants  except  nurses,  medical  students  and 
interns. 

The  fee  will  include  a group  luncheon  at  noon. 
Advance  registration  is  urged,  and  checks  should 
be  made  payable  to  the  West  Virginia  State  Medical 
Association.  A registration  form  first  was  printed 
in  the  November  issue  of  the  Medical  Journal,  and 
is  repeated  this  month. 

As  in  past  years,  attendance  at  the  course  will  be 
acceptable  for  credit  toward  the  American  Medical 
Association’s  “Physician’s  Recognition  Award.”  Ap- 
plication also  has  been  made  to  the  American 
Academy  of  General  Practice  for  accreditation. 

Joining  the  State  Medical  Association  as  co- 
sponsors of  the  Conference  are  the  West  Virginia 
Thoracic  Society;  the  West  Virginia  University 
Medical  Center,  and  the  West  Virginia  Tuberculosis 
and  Respiratory  Disease  Association. 


Mr.  Deal  H.  Tompkins 
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Pacemaker  Seen  as  New  Tool 
In  Brain  Disorder  Care 

Within  the  next  ten  years,  pacemakers  similar 
to  cardiac  pacemakers  may  be  used  in  diagnosing 
and  treating  brain  disorders,  reports  the  National 
Society  for  Medical  Research. 

A joint  project  by  a team  of  scientists  at  Yale 
Medical  School  and  an  Aeromedical  Research  Lab- 
oratory at  Holloman  Air  Force  Base  in  New  Mexico 
has  resulted  in  a chimpanzee  named  “Paddy”  carry- 
ing on  a two-way  brain-radio  communication  with 
a computer.  Electrodes  implanted  in  the  chimp’s 
brain  have  enabled  experiments  to  be  conducted 
successfully  for  the  past  year  and  a half. 

The  experimental  work  “.  . . introduces  a new 
age  in  research  and  therapy  on  the  brain  and  mind,” 
according  to  Dr.  Jose  M.  R.  Delgado,  Professor  of 
Physiology  at  Yale  and  leader  of  the  experimental 
group. 

According  to  Doctor  Delgado,  it  is  also  technically 
possible  for  one  brain  to  communicate  directly  with 
another  brain  using  the  electronic  and  computer 
techniques  shown  to  be  feasible  with  this  experi- 
ment. He  indicated  that  there  are  several  applica- 
tions of  this  technique  such  as  treating  brain  dis- 
orders in  man  and  particularly  diseases  known  to 
be  caused  by  electrical  disturbances  in  the  brain. 

One  application  in  the  very  near  future,  according 
to  Doctor  Delgado,  involves  patients  with  epilepsy, 
intractable  pain  and  Parkinson’s  disease,  for  ex- 
ample, who  may  now  be  treated  or  diagnosed  with 
the  aid  of  cumbersome  electronic  instrumentation 
that  restricts  their  hospital  mobility. 

He  noted  that  this  new  development  may  aid  in 
the  diagnosis  or  therapy  of  such  brain  disorders 
because  of  its  convenience  to  both  patients  and 


physicians.  A more  far-reaching  application,  but 
one  which  may  occur  in  the  present  decade,  he  said, 
will  be  brain  pacemakers  which,  like  cardiac  pace- 
makers, will  be  miniaturized  and  implanted  in  the 
patient’s  body  and  will  receive  and  send  electrical 
information. 

Using  such  a brain  pacemaker,  an  epileptic  in 
the  future  may  have  important  areas  of  his  brain’s 
electrical  activity  monitored  by  remote  computer. 
Electrical  disturbances,  which  might  have  led  to 
convulsive  attacks,  would  be  detected  and  corrected 
by  the  computer  while  the  patient  continued  normal 
activities,  uninterrupted  by  the  now-blocked  attack. 


Postgraduate  Laryngology  Course 
Opens  March  16  in  Chicago 

A postgraduate  course  in  Laryngology  and  Bron- 
choesophagology  will  be  held  from  March  16  through 
March  26,  1971,  at  the  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  in  Chicago,  Illinois. 

The  course,  to  be  limited  to  15  physicians,  will 
be  conducted  by  the  Department  of  Otolaryngology 
of  the  Eye  and  Ear  Infirmary  of  the  University  of 
Illinois  Hospital;  and  the  Abraham  Lincoln  School 
of  Medicine  of  the  College  of  Medicine,  University 
of  Illinois  at  the  Medical  Center. 

The  course  director  will  be  Dr.  Paul  H.  Holinger, 
and  the  agenda  will  include  visits  to  a number  of 
other  Chicago  hospitals.  Instruction  will  be  pro- 
vided by  means  of  animal  demonstrations  and  prac- 
tice in  bronchoscopy  and  esophagoscopy;  diagnostic 
and  surgical  clinics,  and  didactic  lectures. 

Further  information  about  the  course  can  be 
obtained  from  the  Department  of  Otolaryngology, 
University  of  Illinois  at  the  Medical  Center,  Box 
6998,  Chicago,  Illinois  60680. 


Looking  Back  10  Years  . . . 


These  West  Virginia  EENT  men  were  elected  to  offices  in  the  West  Virginia  Academy  o£  Ophthalmology  and  Otolaryngology 
during  the  group’s  meeting  at  The  Greenbrier  10  years  ago.  They  are  (left  to  right):  Dr.  N.  K.  Joseph  of  Wheeling,  Past 
President  and  Member  of  the  Executive  Committee;  Dr.  William  K.  Marple  of  Huntington,  President  Elect;  Dr.  John  A.  B 
Holt,  of  Charleston,  Immediate  Past  President  and  Member  of  the  Executive  Committee;  Dr.  Albert  C.  Esposito  of  Huntington, 
President;  Dr  Worthy  W.  McKinney  of  Beckley,  Secretary-Treasurer;  Dr.  James  T.  Spencer  of  Charleston,  Vice  President; 
and  Dr.  R.  Alan  Fawcett  of  Wheeling,  Director. 
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Aged,  Chronically  111  Need 
More,  Better  Health  Care 

A concern  of  the  State  Health  Department,  re- 
ports Dr.  N.  H.  Dyer,  its  Director,  is  the  quantity 
and  quality  of  health  care  available  to  the  aged 
and  chronically  ill  in  West  Virginia. 

There  are  proportionately  more  older  people  in 
West  Virginia  than  in  comparable  age  groups  in  the 
nation  as  a whole. 

West  Virginia  showed  an  increase  of  11,779  per- 
sons sixty-five  and  over  in  a ten-year  period  (1960- 
1970),  accoi'ding  to  the  Bureau  of  Census  reports. 

The  lack  of  facilities  for  health  services  was  noted 
as  among  outstanding  problems  noted  in  the  recent 
report  of  The  Governor’s  Task  Force  on  Health. 
According  to  the  report,  the  State  suffers  from  a 
marked  deficit  of  health  facilities  for  the  elderly, 
the  convalescent  and  the  chronically  and  mentally 
ill. 

Recognizing  the  need  for  health  services  for  this 
segment  of  the  population,  the  State  Department 
of  Health  initiated  Home  Health  Service  programs 
in  county  health  departments  which  showed  interest 
and  concern  for  the  lack  of  services  in  their  areas. 
Individuals  are  referred  to  the  service  by  their 
family  doctors  with  established  plans  for  care. 

Home  Health  Services  are  available  through  local 
health  departments  in  the  following  counties: 
Berkeley,  Cabell,  Harrison,  Kanawha,  Lewis,  Mc- 
Dowell, Marion,  Monongalia,  Morgan,  Taylor,  Tyler, 
Wetzel  and  Wood.  There  are  also  Home  Health 
Service  Programs  outside  health  departments  in 
Brooke,  Logan,  Marion,  Mercer,  Ohio,  Hancock, 
Marshall,  Raleigh  and  Tucker  counties. 

Activities  in  one  home  health  agency  in  a county 
health  department,  Doctor  Dyer  says,  seem  to  depict 
the  typical  program  for  such  services  in  the  State. 
This  agency  meets  the  qualifying  conditions  for 
participation  by  the  Social  Security  Administration, 
and  therefore  is  eligible  for  payment  for  services 
to  patients  on  Medicare. 

The  total  population  in  this  area  is  13,343,  with 
approximately  1,335  persons  in  the  65-and-over  age 
group.  The  health  department  staff  is  made  up  of  a 
Medical  Director,  three  registered  professional 
nurses  and  one  home  health  aide. 

An  annual  report  for  the  July  1,  1969-June  30, 
1970  period  shows  that  there  were  seventy-four 
patients  admitted,  with  sixty-three  patients  carried 
over  from  the  previous  year.  The  137  patients  re- 
ceived 3,758  visits.  Nursing  services  to  patients 
with  heart  disease  accounted  for  the  greatest  num- 
ber of  visits.  A smaller  number  was  made  to  pa- 
tients with  cancer,  diabetes,  chronic  bladder  in- 
fections, fractures  and  Parkinson’s  disease. 

The  major  reasons  for  discharge  of  patients  from 
the  program  were:  care  assumed  by  self  or  family, 
care  needed  in  a hospital  or  other  related  facility; 
patient  expired,  or  the  patient  moved  from  the 
county. 


The  source  of  payment  for  care  for  the  greatest 
number  of  patients  was  through  Medicare.  The 
Department  of  Welfare  assumed  payment  for  a 
limited  number  of  patients,  and  a few  were  able  to 
pay  for  services  with  the  use  of  the  sliding  fee 
scale. 

Doctor  Dyer  said  that  a review  of  all  Health 
Department  Home  Health  Service  programs  shows 
that  services  were  curtailed  last  year  due  to  a lack 
of  funds  for  professional  staff.  This  resulted  from 
enforcement  of  stringent  regulations  for  coverage 
of  patients  on  Medicare. 

It  is  anticipated  that  the  criteria  for  coverage  of 
Medicare  patients  will  be  revised  in  the  near  future. 
Home  Health  Service  Programs  should  then  be 
able  to  predict  the  number  of  patients  to  be  served 
and  the  amount  of  revenue  to  be  collected.  This 
information  is  needed  in  planning  for  a successful 
program. 

The  existing  Home  Health  Service  Programs  do 
not  meet  the  needs.  Services  are  available  to  only 
65  per  cent  of  the  total  aging  and  chronically  ill 
population  in  West  Virginia. 

One  problem  as  defined  in  the  report  of  the 
Governor's  Task  Force  on  Health  is  “the  reluctance 
to  provide  money  for  adequate  health  care  com- 
mensurate with  overall  economic  growth,  which  is 
damaging  both  the  health  of  the  people  and  con- 
tinued economic  growth.” 


With  Mrs.  W.  Alva  Deardorff,  President  of  the  Woman’s 
Auxiliary  of  the  Kanawha  Medical  Society,  looking  on.  Gov. 
Arch  A.  Moore,  Jr.,  signs  a proclamation  which  called  upon 
West  Virginians  to  observe  October  18  through  24  as  “Com- 
munity Health  Week — 1970.”  The  Governor  paid  tribute  to 
an  estimated  50,000  men  and  women  in  the  State  who  have 
dedicated  their  lives  to  “helping  people”  by  pursuing  one  of 
the  more  than  200  challenging  careers  in  medicine  and  its 
allied  fields. 
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Family  Planning  Activities 
Are  Coordinated 

In  order  to  avoid  duplication  of  effort,  the  ac- 
tivities of  several  agencies  working  in  the  field  of 
family  planning  in  West  Virginia  have  been  co- 
ordinated. 

State  Health  Director  N.  H.  Dyer  reports  that 
the  following  agencies  are  involved:  West  Virginia 
State  Health  Department;  West  Virginia  University 
(Population  Council-OEO) ; Southern  West  Virginia 
Regional  Health  Council,  Inc.;  Council  of  the  South- 
ern Mountains,  Inc.;  Office  of  Economic  Oppor- 
tunity; Department  of  Welfare;  local  health  offi- 
cers involved  in  Family  Planning;  Comprehensive 
Health  Planning  Agency;  Planned  Parenthood  Asso- 
ciation; and  Social  Rehabilitation  Services  (HEW). 

As  a result  of  a recent  discussion  meeting,  a per- 
manent Family  Planning  Inter-agency  Committee 
was  formed.  At  a second  meeting,  Dr.  Jack  Basman, 
Director  of  the  Division  of  Maternal  and  Child 
Health,  State  Health  Department,  was  elected  Chair- 
man, and  Mrs.  Patricia  Evans,  Director  of  Compre- 
hensive Health  Planning,  was  chosen  Secretary. 
The  official  name  of  the  committee  was  changed  to 
the  West  Virginia  Family  Planning  Council. 

The  Committee  was  organized  to  coordinate  com- 
munications, planning  and  functions;  to  prevent 
duplication  of  services;  to  convey  information;  to 
make  major  policy  decisions;  to  set  up  demonstration 
and  training  programs;  to  screen  requests  for 
planning  services;  and  to  help  provide  the  people 
of  West  Virginia  with  complete  comprehensive 
services. 

The  large  Committee  was  subdivided  into  smaller 
groups  to  allow  for  active  participation  and  effici- 
ency. 

The  following  subcommittees  were  formed: 

Executive  Committee — to  aid  in  the  establishment 
of  clinics  and  to  expedite  information  dissemination. 
This  committee  will  also  be  cognizant  of  major 
policies  and  resources,  follow  the  guidelines  and  act 
as  counselor-coordinator. 

Publicity — All  publicity  initiating  from  the  coun- 
cil will  be  channelled  through  the  State  Health  De- 
partment’s Bureau  of  Health  Education. 

A committee  of  local  health  officers  was  charged 
with  the  responsibility  of  keeping  abreast  of  the  con- 
cerns on  the  county  level  and  relating  these  to  the 
council. 

A Committee  on  public  policy,  both  at  the  national 
and  state  levels,  was  formed.  It  will  determine  the 
effects  of  public  policy  on  family  planning  activity. 

A volunteer  action  Committee  was  created  with 
primary  membership  from  Planned  Parenthood  rep- 
resentatives. Representatives  from  the  Extension 
Service  at  West  Virginia  University  may  later  work 
on  this  Committee. 

The  Council  agreed  that  there  should  be  addi- 
tional representation  by  low-income  persons,  includ- 
ing non-white.  The  executive  committee  was  in- 
structed to  include  consumer  representation  and 
the  nature  of  input  desired  by  this  group  and  to 


report  back  to  the  Council  as  to  specific  interested 
personnel. 

Plans  are  to  enlarge  Council  to  include  a repre- 
sentative from  the  Obstetrical-Gynecological  Section 
of  the  West  Virginia  State  Medical  Association. 
Other  participants  might  include  the  OEO  Director 
and  representatives  from  the  Mental  Health  De- 
partment, West  Virginia  Nurses  Association,  and  a 
Medical  Association  representative  from  the  south- 
ern part  of  the  state. 

Representatives  from  the  West  Virginia  University 
Medical  Center  have  offered  to  send  a training  team 
throughout  the  state  to  offer  assistance  in  estab- 
lishing Family  Planning  Clinics.  They  also  have  rec- 
ommended a proposal  to  the  Population  Council  for 
short  training  sessions  for  rural  areas  in  regard  to 
Family  Planning  Clinics. 

Doctor  Dyer  states  that  State  Health  Department 
plans  call  for  family  planning  clinics  to  be  made 
available  to  all  55  counties  of  the  state.  The  Division 
of  Maternal  and  Child  Health  recently  had  20  family 
planning  clinics  in  operation.  Some  of  the  counties 
have  as  many  as  two  or  three  clinics  in  operation 
throughout  the  county. 

New  Technique  Developed 
In  Liver  Transplants 

A new  method  of  preserving  livers  up  to  five 
hours  for  transplantation  has  been  developed  at 
Harvard  University. 

According  to  a statement  by  the  National  Society 
for  Medical  Research,  the  experiment  involved  livers 
from  monkeys  which  were  removed  and  stored  in 
a cooled  salt  solution  for  five  hours.  They  wrere 
then  transplanted  back  into  the  same  monkeys  from 
which  they  were  originally  removed,  and  the 
animals  are  now  alive  and  well  after  18  months. 

The  society  said  the  experiment  has  great  impli- 
cations toward  a similar  possibility  with  human 
livers,  but  additional  work  is  needed.  “The  techni- 
que demonstrates  that  it  is  possible  to  minimize 
harm  to  an  isolated  liver  which  has  been  cut  off 
from  its  normal  blood  supply  by  cooling  it  to  a 
sufficient  degree.  The  process  does  not  require  the 
use  of  complicated  oxygenators  and  pumps  now 
necesary  to  the  preservation  process,”  the  society 
added. 


Electric  Scanning  Device 
Aids  Lung  Study 

Scientists  are  now  able  to  examine  lung  tissue 
in  “3D”  using  a scanning  electron  microscope,  says 
the  National  Society  for  Medical  Research. 

“The  depth,  range  and  angles  viewed  by  the  scan- 
ning process  have  opened  new  and  dramatic  possi- 
bilities for  lung  study,”  the  group  said.  Lung  tissue 
from  baboons,  pigs,  mice,  and  humans  was  used 
in  the  development  of  the  process. 

Successful  experiments  were  recently  presented 
by  Dr.  N.  S.  Wang  of  McGill  University  in  Winne- 
peg  at  a meeting  of  the  Canadian  Tuberculosis  and 
Respiratory  Disease  Association. 
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Menopause  May  Be  Attributed 
To  Aging  Glands 

Menopause  in  both  males  and  females  may  be 
attributed  to  aging  glands,  says  the  National  So- 
ciety for  Medical  Research. 

The  report  is  backed  by  a recent  study  with 
laboratory  rats  at  Michigan  State  University.  Dr. 
Gail  Riegle,  a physiologist  at  the  University’s  re- 
search unit,  explains  that  “change-of-life”  may  be 
associated  with  a change  in  the  pituitary,  or  master 
gland.  One  of  the  hormones  released  into  the  blood 
stream  by  the  gland  is  called  ACTH,  he  said. 

Once  in  the  blood  stream,  ACTH  affects  the  two 
adrenal  glands  near  the  kidneys.  ACTH  with  other 
hormones  then  affect  the  regulation  of  internal 
manufacture  and  balance  of  such  substances  as  pro- 
tein, blood  sugar,  liver  fat,  and  sex  hormones. 

Doctor  Riegle  discovered  the  aging  effect  during 
comparison  experiments  with  young  and  aging  rats 
injected  with  an  industrial-made  hormone  which 
slows  down  the  pituitary’s  release  of  ACTH. 

“What  had  not  been  previously  observed  by  other 
scientists,”  he  said,  “was  that  the  pituitaries  in  older 
animals  are  not  turned  off  by  the  hormone  as  much 
as  the  pituitaries  of  young  animals.  The  older 
animals’  pituitaries  leak  ACTH  in  situations  where 
the  younger  animals’  pituitaries  do  not  leak  the 
hormone.” 

“It  is  likely  that  similar  age-related  alterations,” 
said  Doctor  Riegle,  “also  occur  in  the  control  of 
gonads  of  males  and  females.  Such  changes  in 
hormone  regulation  could  be  involved  with  the  loss 
of  cyclic  functioning  of  the  gonads  commonly  asso- 
ciated wtih  aging  in  many  species.” 


Prime  Coronary  ‘Candidate’ 
Described  by  Physician 

Here’s  a description  of  the  “world’s  prime  candi- 
date” for  a fatal  heart  attack,  as  provided  by  Dr. 
Warren  Hunzicker,  Vice  President  and  Medical  Di- 
rector of  the  Kansas  City  Life  Insurance  Company: 
"A  sedentary,  flabby,  middleaged  male  or  elderly 
female,  given  to  excessive  use  of  cigarettes,  food 
rich  in  saturated  fats,  cholesterol  and  sugar  and 
modern  labor-saving  conveniences;  who  is  probably 
as  a consequence  high  in  blood  pressure,  blood  fats, 
blood  sugar,  body  fat  and  rapid  pulse  rate;  but  is 
low  in  vital  capacity  and  physical  activity;  with  a 
family  tendency  to  disorders  such  as  diabetes  and 
gout,  a family  history  of  premature  heart  disease 
and  frequently  having  a spouse  with  the  disease; 
often  having  suffered  a prior  heart  attack  without 
even  being  aware  of  it;  having  certain  electrocardio- 
graphic abnormalities  and  even  an  enlarged  heart, 
but  nevertheless  going  about  with  a sense  of  well- 
being, aparently  not  ill  and  with  no  hint  of  impend- 
ing disease.” 


Medical  Meetings 


The  following  is  a partial  list  of  national,  state 
and  district  medical  meetings  scheduled  in  the 
coming  months. 

1970 

Dec.  5-10 — Am.  Acad,  of  Derm.,  Chicago. 

Dec.  6-8 — Am.  Soc.  of  Hema.,  San  Juan,  P.  R. 

Dec.  7-10 — Sou.  Surg.  Assn.,  Boca  Raton,  Fla. 

1971 

Jan.  8-9 — Am.  Rheumatism  Assn.,  Washington. 

Jan.  18-20 — Soc.  of  Thoracic  Surg.,  Dallas. 

Jan.  31 — 4th  Mid-Winter  Conf.  on  Chest  Diseases, 
Charleston. 

Feb.  3-7 — Am.  Col.  of  Cardiology,  Washington. 

Feb.  20-24 — Am.  Acad,  of  Allergy,  Chicago. 

Feb.  20-27 — Am.  Soc.  of  Clin.  Path.  & Col.  of  Am. 
Path.,  Las  Vegas. 

March  6-11 — Am.  Acad,  of  Orth.  Surg.,  San  Fran- 
cisco. 

March  14-18 — Am.  Col.  of  Allergists,  San  Francisco. 
March  26-28 — Am.  Soc.  of  Int.  Med.,  Denver. 

March  28-April  2 — ACP,  Denver. 

March  29-April  3 — Am.  Col.  of  Rad.,  St.  Louis. 

April  14-17— W.  Va.  Acad,  of  Oph.  and  Otol.,  White 
Sulphur  Springs. 

April  18-22 — Am.  Assn,  of  Neu.  Surg.,  Houston. 
April  24-25 — W.  Va.  Conf.  on  Med.  Educ.,  Charles- 
ton. 

April  26- — May  1 — Am.  Acad,  of  Neurology,  New 
York. 

April  26-28 — Am.  Assn,  for  Thoracic  Surg.,  Atlanta. 
April  28-May  1— W.  Va.  Chap.,  ACS,  White  Sulphur 
Springs. 

April  29 — May  1 — Am.  Ped.  Soc.,  Atlantic  City. 
April  29-May  2 — W.  Va.  Chap.,  AAGP,  Wheeling. 

May  1-5 — Am.  Psy.  Assn.,  Washington. 

May  3-7 — Am.  Col.  of  Ob.  & Gyn.,  San  Francisco. 
May  10-14 — Ohio  Medical,  Columbus. 

May  16-19 — Am.  Thoracic  Soc.,  Los  Angeles. 

May  16-20 — Am.  Derm.  Assn.,  Sky  Top,  Pa. 

May  16-20 — Am.  Urol.  Assn.,  Chicago. 

June  17-18 — Am.  Rheumatism  Assn.,  New  York. 
June  20-24 — AMA,  Atlantic  City. 

June  22-23— Am.  Diabetes  Assn.,  San  Francisco. 

Aug.  19-21 — 104th  Annual  Meeting,  W.  Va.  State 
Medical  Assn.,  White  Sulphur  Springs. 

Aug.  23-26 — Am.  Hosp.  Assn.,  Chicago. 

Sept.  9-11 — Am.  Assn,  of  Ob. -Gyn.,  Hot  Springs,  Va. 
Sept.  13-17 — Int.  Conf.  on  Coal  Workers  Pneumo- 
coniosis, New  York  City. 

Sept.  20-24 — Am.  Acad,  of  Oph.  and  Otol.,  Las 
Vegas. 

Sept.  21-23 — Ky.  Medical,  Louisville. 

Oct.  1-8 — AAGP,  Miami  Beach. 

Oct.  16-21 — Am.  Acad,  of  Ped.,  Chicago. 

Oct.  16-20 — Am.  Soc.  of  Anes.,  Atlanta. 

Oct.  18-22 — ACS,  Atlantic  City. 

Oct.  24-28 — Am.  Col.  of  Chest  Phys.,  Philadelphia. 

Nov.  3-6 — Am.  Soc.  of  Cyt.,  Washington. 

Nov.  9-16 — Am.  Heart  Assn.,  Anaheim,  Calif. 

Nov.  28-Dec.  1 — AMA  Clinical,  New  Orleans. 
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Psychiatric  Hospital,  Inc. 


Richmond,  Virginia 

FOUNDED  1911 


PSYCHIATRY 

REX  BLANKINSHIP,  M.  D. 
Chairman,  Advisory  Group 

JOHN  R.  SAUNDERS,  M.  D. 
Medical  Director 

THOMAS  F.  COATES,  JR.,  M.  D. 
Assistant  Medical  Director 

OWEN  W.  BRODIE,  M.  D. 
Associate  in  Psychiatry 

M.  M.  VITOLS,  M.  D. 
Associate  in  Psychiatry 


NEUROLOGY 

GERALD  W.  ATKINSON,  M.  D. 
Associate  in  Neurology 

CHILD  PSYCHIATRY 

GILBERT  SILVERMAN,  M.  D. 
Associate  in  Child  Psychiatry 

ADMINISTRATION 

ROBERT  H.  CRYTZER 
Administrator 


THE  WHEELING  CLINIC 

EOFF  AT  16th  STREET 


WHEELING,  WEST  VIRGINIA 


General  Surgery: 

J.  0.  Rankin,  M.  D. 

C.  D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

Ophthalmology: 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

Ear,  Nose  & Throat: 

W.  A.  Tiu,  M.  D. 

Orthopedic  Surgery: 

C.  B.  Buffington,  M.  D. 

E.  L.  Barrett,  M.  D. 

Thoracic  Surgery: 

Daniel  W.  Dickinson,  M.  D. 

Obstetrics  and  Gynecology: 

Robert  W.  Leibold,  M.  D. 
Robert  T.  Brandfass,  M.  D. 
Hugh  R.  Holtrop,  M.  D. 

Urology: 

D.  C.  Trapp,  M.  D. 

Dermatology: 

H.  L.  Saferstein,  M.  D. 


Internal  Medicine: 

Charles  H.  Hiles,  M.  D. 

Albert  M.  Valentine,  M.  D. 
James  A.  Jacob,  Jr.,  M.  D. 

R.  B.  Armstrong,  M.  D. 
Psychiatry  and  Neurology: 

Albert  L.  Wanner,  M.  D. 

Stephen  D.  Ward,  M.  D. 

David  H.  Smith,  M.  D. 
Roentgenology: 

A.  K.  Butler,  M.  D. 

J.  N.  Aceto,  M.  D. 

Speech  Pathologist  and  Audiologist: 

James  P.  Frum,  M.  S. 

Clinical  Laboratories: 

Kathleen  Nickerson 
Technologists: 

Electrocardiography: 

Betty  Maguire,  R.  N. 
Electroencephalography: 

Joann  Green,  R.  N. 

Juanita  Stone,  R.  N. 
Roentgenology: 

Evelyn  Forester,  R.  T. 
Administration: 

Lester  L.  Cline,  Manager 
Henry  L.  Castilow,  Asst.  Mgr. 
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WVU  Medical  Center 
- News  - 


Gary  Bailey  of  Beckley,  a first  year  student,  has 
been  named  the  fifth  New  York  Life  Insurance 
Medical  Scholar  at  West  Virginia  University.  The 
four-year  scholarship,  renewable  annually  upon  the 
School  of  Medicine’s  determination  of  satisfactory 
academic  performance,  provides  funds  for  tuition, 
books,  housing,  board  and  equipment. 


Gary  Bailey 


Mr.  Bailey,  a 1970 
graduate  of  WVU,  re- 
ceived his  bachelor’s  de- 
gree in  pre-medicine.  He 
was  elected  to  Phi  Beta 
Kappa  honor  society  and 
Alpha  Epsilon  Delta, 
pre-medical  honorary. 

A graduate  of  Wood- 
row  Wilson  High  School, 
Bailey  is  the  son  of  Mr. 
and  Mrs.  Claude  Bailey 
of  416  Vance  Drive  in 
Beckley.  He  is  married 
to  the  former  Irma  Ma- 
theny  of  Shinnston. 


WVU  is  one  of  11  schools  that  New  York  Life 
chose  in  1966  to  inaugurate  its  Medical  Student 
Scholarship  Program.  The  first  Scholar,  Joseph  D. 
Ruffner,  Jr.,  of  Morgantown,  was  graduated  from 
the  School  of  Medicine  last  spring  and  is  now  serv- 
ing a residency  in  psychiatry  at  Duke  University 
Affiliated  Hospitals  in  Durham,  North  Carolina. 


Scholars  currently  enrolled  in  the  School  of  Medi- 
cine are  James  H.  Ashworth  of  Buckhannon,  a 
fourth-year  student;  Ronald  M.  Cyphers,  a third 
year  student  from  Princeton;  and  Robert  L.  Hively, 
a second  year  student  from  Elkview  in  Kanawha 
County. 

Like  these  students,  Mr.  Bailey  was  selected  by 
the  medical  school’s  Student  Welfare  Committee 
of  which  Dr.  Clifford  J.  Stickney  is  Chairman. 
Scholastic  achievements  and  the  prospect  of  con- 
tinued scholarly  performance  govern  the  Commit- 
tee’s decision. 


Attend  Surgeon’s  Meeting 

Several  members  of  the  West  Virginia  University 
School  of  Medicine’s  Department  of  Surgery  at- 
tended the  American  College  of  Surgeons  Clinical 
Congress  October  12  through  16  in  Chicago.  The 
group  included  Dr.  Bernard  Zimmermann,  Professor 
and  Chairman;  Dr.  Herbert  E.  Warden,  Dr.  Byron 


• Compiled  from  material  furnished  by  Mrs.  Mary 
Ellin  Wylie,  Director,  Medical  Center  News  and 
Information  Services,  Morgantown,  W.  Va. 


M.  Bloor  and  Dr.  Edgar  F.  Heiskell,  Jr.,  Professors; 
Dr.  Joseph  R.  Lancaster,  Assistant  Professor;  and 
Drs.  John  C.  Aust  and  I.  Ayhan  Ozdemir,  residents. 

Doctor  Ozdemir  presented  a paper  on  “The  Effect 
of  Adrenalectomy  and  Endocrine  Substances  on 
Restraint-Induced  Acute  Gastric  Ulceration.”  Doctor 
Aust  was  senior  author  of  a paper  in  “Invitro  Im- 
munization of  Lymphocytes  for  Therapy  of  Human 
Malignancy,”  also  presented  at  the  Congress. 

In  addition  to  attending  the  College  of  Surgeons 
sessions.  Doctor  Zimmerhmann  presented  a paper 
before  the  Society  of  Surgical  Chairmen,  which  met 
at  the  same  time,  and  also  presided  at  the  meeting 
of  the  Owen  H.  Wangensteen  Surgical  Society. 


Alumni  Program 

For  the  first  annual  Alumni  Day  event  since  its 
reorganization  meeting  last  year  in  Morgantown, 
the  West  Virginia  University  School  of  Medicine’s 
Alumni  Association  scheduled  a full  program  of 
activities  for  Saturday,  November  14. 

Departing  from  the  pattern  of  graduation  week 
gatherings  set  by  alumni  of  the  Schools  of  Dentistry, 
Nursing  and  Pharmacy,  WVU  medical  alumni  plan- 
ned their  get-together  to  coincide  with  the  visit  by 
the  Syracuse  football  team  to  Mountaineer  Stadium. 

The  agenda  included  a scientific  program,  “Drug 
Abuse,  Alcoholism  and  Suicide,”  presented  by  Dr. 
Wilford  Spradlin,  Professor  and  Chairman  of  the 
School  of  Medicine’s  Department  of  Behavioral 
Medicine  and  Psychiatry. 

School  of  Medicine  Dean  Frank  W.  McKee  ad- 
dressed a banquet  at  which  Association  members 
accorded  special  recognition  to  Dr.  Clark  K.  Sleeth, 
former  Dean,  for  his  service  to  the  School  of  Medi- 
cine. 

The  Association  President  is  Dr.  David  Z.  Morgan, 
’50,  Assistant  Dean.  The  Vice  President  is  Dr. 
Robert  D.  Hess,  ’54,  of  Bridgeport;  and  the  Secre- 
tary-Treasurer is  Doctor  Sleeth,  ’33.  Members  of 
the  Executive  Council  are  Dr.  Edward  Shahady, 
’64,  of  Tallmadge,  Ohio;  Dr.  Pat  A.  Tuckwiller,  ’26, 
of  Charleston,  and  Dr.  Gerald  A.  Ravitz,  ’67,  Resi- 
dent in  Urology  at  the  Medical  Center. 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 

Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including 
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The  Month 


in  Washington 


The  American  Medical  Association  has  challenged 
charges  of  widespread  tax  cheating  by  physi- 
cians and  renewed  its  offer  to  cooperate  with  the 
government  in  cracking  down  on  dishonest  doctors. 

In  letters  to  Sen.  Russell  B.  Long,  Democrat  of 
Louisiana,  Chairman  of  the  Senate  Finance  Com- 
mittee, Walter  C.  Bornemeier,  M.  D.,  President  of 
the  AMA,  answered  the  tax-cheating  charges;  and 
Ernest  B.  Howard,  M.  D.,  Executive  Vice  President 
of  the  AMA,  renewed  the  offer  of  cooperation. 

Doctor  Howard  also  said  that  mandatory  report- 
ing of  unassigned  fees  by  insurance  agencies  would 
be  an  ineffective  and  unfair  way  to  try  to  uncover 
doctors  cheating  on  their  income  taxes  on  payments 
for  their  services  under  Medicare  and  Medicaid. 

The  tax-cheating  charges  grew  out  of  testimony 
given  by  Meade  Whitaker,  who  then  was  Tax 
Legislative  Counsel  for  the  Treasury  Department, 
at  a hearing  of  the  Senate  Finance  Committee  dur- 
ing its  consideration  of  changes  in  the  Medicare 
and  Medicaid  programs.  He  said  that  many  pro- 
viders of  services  under  the  two  health  care  pro- 
grams might  have  “substantial  deficiencies”  in  their 
income  tax  returns. 

Doctor  Bornemeier  also  called  on  the  Treasury 
Department  to  be  specific  in  its  charges  since  the 
interpretation  by  the  press  growing  out  of  their 
testimony  reflected  on  the  profession  as  a whole. 

“As  of  now,”  he  continued,  “there  seem  to  be 
1,500  cases  where  substantial  deficiencies  may  exist. 
I think  we  should  know  what  proportion  of  these 
cases  represents  cause  simply  for  further  examina- 
tion; and  what  proportion  represents  cases  that 
may  realistically  be  expected  to  end  up  with  the 
Fraud  Division  of  the  IRS. 

“I  think  we  should  know  what  proportion  of  the 
serious  cases  involve  physicians.  I suspect  the 
figures  given  include  osteopaths,  dentists,  pharma- 
cists, and  optometrists  and  others  eligible  to  receive 
Medicare-Medicaid  payments.” 

Doctor  Howard  said  that  “the  dishonest  or  in- 
competent physician  hurts  us  just  as  much  as  he 
harms  his  government.”  He  added  that  a recent 
statement  by  Senator  Long  that  the  AMA  had  been 
“completely  forthright  and  honorable,  and  sought 
to  shield  no  one”  is  “exactly  our  position.” 

The  AMA  official  also  noted  that  Senator  Long, 
at  a recent  hearing  of  the  Finance  Committee,  had 
referred  correctly  to  previous  requests  by  the  AMA 
that  it  be  given  examples  of  suspected  chicanery  by 
physicians  in  government  health  programs  “so  that 
we  might  take  our  own  action.” 


• From  the  Washington  Office  of  the  American 
Medical  Association. 


Drug  Abuse  Act  Praised 

President  Nixon,  at  a bill-signing  ceremony, 
praised  the  new  Drug  Abuse  Act  for  providing  “a 
forward  looking  program”  for  treatment  of  drug 
addiction  as  well  as  strengthening  the  government’s 
law  enforcement  powers  in  the  field. 

The  new  law  provides  for  the  Department  of 
Health,  Education  and  Welfare  to  run  extensive 
programs  for  the  treatment  and  rehabilitation  of 
drug  users  and  for  antidrug  education.  It  authorizes 
HEW’s  National  Institute  of  Mental  Health  to  spend 
$189  million  over  three  years  to  build  and  staff 
treatment  facilities,  to  support  rehabilitation  pro- 
grams and  to  increase  antidrug  education  programs. 
Another  $1  million  is  authorized  for  creation  of  a 
Presidential  Commission  on  Marijuana. 

State  comprehensive  health  plans  getting  Federal 
aid  must  now  include  drug  abuse  programs,  and 
an  Administration  spokesman  suggested  that  all 
states  model  their  drug  control  laws  on  the  Federal 
statute. 

Other  health  legislation  recently  enacted  into  law 
includes: 

The  Communicable  Disease  Control  Act  of  1970 
which  authorizes  expenditure  of  $210  million  over 
the  next  three  years  for  vaccination  and  other  con- 
trol programs  against  tuberculosis,  venereal  disease, 
German  measles,  measles,  polio,  diphtheria,  tetanus, 
whooping  cough,  RH  disease,  and  other  diseases 
judged  by  the  Secretary  of  Health,  Education  and 
Welfare  to  be  major  problems. 

The  Regional  Medical  Programs  and  Comprehen- 
sive Health  Planning  and  Services  Act  of  1970  ex- 
tending the  programs  for  three  years  with  author- 
ized spending  of  $545  million  for  RMP  and  $52 
million  for  CHP. 

The  Health  Training  Improvement  Act  of  1970 
which  extends  the  allied  health  educational  pro- 
gram for  three  years  with  aid  to  schools  and  stu- 
dents. Authorized  appropriations  total  $308.5  mil- 
lion. The  maximum  yearly  loan  will  be  $1,500  and 
the  maximum  aggregate  loan,  $6,000,  for  any  stu- 
dent. A forgiveness  of  up  to  50  per  cent  will  be 
allowed  if  the  student  practices  in  a shortage  area 
or  for  a nonprofit  organization  after  graduation. 
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Obituaries 


JAMES  D.  SPENCER,  M.  D. 

Dr.  James  DeVore  Spencer,  who  had  practiced  in 
the  Mill  Creek  area  of  Randolph  County  for  20 
years,  died  November  8 in  the  Davis  Memorial 
Hospital  in  Elkins.  He  was  68. 

Doctor  Spencer  had  been  in  ill  health  since 
suffering  a broken  hip  in  July  of  1967. 

A native  of  Mannington,  Doctor  Spencer  received 
a B.  S.  degree  from  West  Virginia  University  in 
1926  and  was  graduated  from  the  University  of 
Tennessee  College  of  Medicine,  in  Memphis,  in  1929. 
He  interned  in  1929  and  1930  at  the  Lake  View 
Hospital  in  Chicago,  Illinois. 

During  World  War  II,  he  served  with  the  U.  S. 
Army  Medical  Corps,  and  left  active  duty  with  the 
rank  of  Major  in  1947.  He  practiced  at  the  Veterans 
Administration  facility  in  Tampa,  Florida,  before 
moving  to  Randolph  County  in  1950.  He  earlier 
had  practiced  in  Shinnston  in  1930-32. 

Doctor  Spencer  was  a former  member  of  the  old 
Barbour-Randolph-Tucker  Medical  Society;  the 
West  Virginia  State  Medical  Association,  and  the 
American  Medical  Association. 

He  is  survived  by  his  widow;  two  sons,  Jeffrey 
at  home,  and  John,  of  Richmond,  Virginia;  and 
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four  daughters,  Nancy,  Christie,  Stephanie  and 
Amy,  all  at  home. 

* * * * 

WILLIAM  C.  STEWART,  M.  D. 

Dr.  William  C.  Stewart,  63,  of  Charleston,  died  at 
his  home  on  November  15  of  an  apparent  heart 
attack.  He  had  been  engaged  in  the  practice  of 
internal  medicine  and  cardiology  in  Charleston  for 
35  years. 

A native  of  Monroe,  North  Carolina,  Doctor 
Stewart  received  a B.  S.  degree  from  the  University 
of  Virginia  in  1928,  and  was  graduated  from  the 
Harvard  Medical  School  in  Boston,  Massachusetts, 
in  1932.  He  interned  at  Massachusetts  General 
Hospital,  also  in  Boston,  in  1933. 

Doctor  Stewart  was  a member  and  former  Presi- 
dent of  the  Kanawha  Medical  Society,  and  also  was 
a member  of  the  West  Virginia  State  Medical 
Association.  He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine. 

Survivors  include  his  widow,  Mrs.  Lavinia  Craw- 
ford Stewart;  two  daughters,  Mrs.  Albert  A.  Eustis 
of  Montclair,  New  Jersey,  and  Mrs.  Charles  G. 
Stricklen,  Jr.,  of  Chapel  Hill,  North  Carolina;  two 
sons,  Dr.  William  C.  Stewart,  II,  of  Riverside,  Cali- 
fornia, and  Thomas  Dixon  Stewart  of  Atlanta, 
Georgia;  a sister,  Mrs.  Porter  Sheppard  of  Char- 
lotte, North  Carolina,  and  two  brothers,  Dr.  John  D. 
Stewart  of  Pompano  Beach,  Florida,  and  Dr.  Leland 
Stewart  of  Spartanburg,  South  Carolina. 


GEORGE  W.  WEST,  M.  D. 

Dr.  George  W.  West,  50-year-old  St.  Marys  physi- 
cian and  Pleasants  County  Health  Officer,  was 
killed  October  15  in  an  automobile  accident  near 
Parkersburg. 

A native  of  St.  Marys,  Doctor  West  attended  West 
Virginia  University;  received  A.B.  and  B.S.  degrees 
from  Ohio  State  University  in  1946,  and  was  grad- 
uated from  Jefferson  Medical  College  of  Phila- 
delphia in  1950. 

Doctor  West,  who  interned  and  served  his  resi- 
dency at  the  U.  S.  Public  Health  Hospital  in  Staten 
Island,  New  York,  served  three  years  with  the 
U.  S.  Naval  Air  Corps  and  three  yeqj-s  with  the 
Public  Health  Service  as  a surgeon. 

He  was  a member  of  the  American  Medical  Asso- 
ciation; the  West  Virginia  State  Medical  Associa- 
tion, and  the  Parkersburg  Academy  of  Medicine. 

Survivors  include  the  widow,  Mrs.  Lucille  Quillen 
West;  two  daughters,  Mary  Jo  West,  a student  at 
the  University  of  Pittsburgh,  and  Sandra  Lynn 
West,  a student  at  Bethany  College,  and  one  son, 
Max  West,  at  home. 


Change  of  Address 
Members  of  the  West  Virginia  State  Medi- 
cal Association  are  requested  to  notify  the 
headquarters  offices  promptly  concerning  any 
change  in  address.  Notices  should  be  mailed 
to  Box  1031,  Charleston,  West  Virginia  25324. 
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New  Self-Assessment  Program 
Offered  to  Physicians 

A new  opportunity  for  physicians  to  assess  their 
own  medical  knowledge  has  been  announced  by  The 
American  College  of  Physicians. 

The  College’s  Second  Medical  Knowledge  Self- 
Assessment  Program,  consisting  of  700  questions  in 
nine  different  areas  of  general  medicine,  will  be 
made  available  to  all  physicians — whether  or  not 
they  are  members  of  the  medical  specialty  organi- 
zation. More  than  12,000  physicians  participated  in 
the  ACP’s  first  Self-Assessment  Program,  which 
was  offered  in  1968. 

According  to  the  ACP’s  Ad  Hoc  Committee  on 
Continuing  Education,  the  Program  is  designed  to 
help  individual  physicians  determine  the  current 
level  of  their  own  biomedical  knowledge. 

In  a prospectus  prepared  for  mailing  to  ACP 
members,  the  Committee  said  it  “does  not  consider 
the  Self-Assessment  Program  as  a test  of  clinical 
competence.”  Rather  it  is  a “learning  process’  which 
will  enable  physicians  to  define  areas  that  can  be 
explored  in  the  future. 

The  questions  will  cover  nine  special  areas  of 
medicine — hematology,  rheumatology,  neurology, 
pulmonary  disease,  infectious  disease  and  allergy, 
gastroenterology,  renal  disease  and  electrolytes,  en- 
docrinology and  metabolic  disease  and  cardiovas- 
cular disease.  Nine  committees,  consisting  of  author- 
ities in  each  area,  prepared  the  questions,  basing 
them  on  “biomedical  information  which  has  de- 
veloped during  the  past  decade  which  can  and 
should  be  applied  in  certain  circumstances  in  the 
care  of  the  sick.” 

The  ACP  said  that  a method  has  been  devised  for 
the  Second  Self-Assessment  Program  to  enable  par- 
ticipants to  tell  how  they  did  in  comparison  to  the 
whole  group — yet  with  preservation  of  the  anony- 
mity of  each  physician.  If  a participant  wants  to 
have  his  own  results  become  part  of  the  group 
norm,  he  is  asked  to  answer  questions  without  ref- 
ence material  or  other  help. 

To  take  part  in  the  1971  Program,  physicians  who 
have  not  received  a prospectus  may  obtain  one  by 
writing  The  American  College  of  Physicians,  Box 
MKSAP-II,  400  Pine  Street,  Philadelphia,  Pennsyl- 
vania 19104.  Cost  of  participation  is  $20.00  for  ASP 
members;  $40.00  for  non-members. 


TO  THE  EDITOR— (Continued  from  page  439) 

10.  The  West  Virginia  Medical  Journal  Presidential 
Messages,  George  R.  Callender,  Jr.,  M.  D.,  Sep- 
tember, 1970,  P.  322  and  November,  1970,  P.  398. 

11.  The  West  Virginia  Medical  Journal,  November, 
1970,  P.  XVIII. 

12.  West  Virginia  State  Medical  Association  Vol.  Peer 
Review  System— The  West  Virginia  Medical  Journal, 
September,  1970,  P.  307. 

13.  Same  as  above,  P.  309. 

14.  Osier,  Sir  William,  Aequanimitas,  Third  Edition, 
Blakistan  Company,  Pub.  February,  1932— P.  331. 
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Change  in  Dates  Announced 
For  Course  in  Richmond 

The  Alton  D.  Brashear  Postgraduate  Course  in 
Head  and  Neck  Anatomy  at  the  Medical  College  of 
Virginia  in  Richmond  has  been  rescheduled  for 
February  22  to  25,  1971,  officials  at  the  school  have 
announced. 

The  24th  annual  Stoneburner  Lecture  Series  will 
be  held  at  MCV  on  February  25  and  26,  1971. 

Additional  information  about  these  programs  can 
be  obtained  by  writing  to  Miss  Erma  Blanchard, 
Secretary  for  Continuing  Medical  Education,  Medi- 
cal College  of  Virginia,  Richmond,  Virginia  23219. 
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person  willing  to  work. 

Contact  JHC,  The  West  Virginia 
Medical  Journal,  Box  1031,  Charles- 
ton, W.  Va.  25324. 
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County  Societies 


CABELL 

The  Cabell  County  Medical  Society  held  its 
monthly  meeting  on  October  8 at  the  Frederick 
Hotel  in  Huntington,  with  Dr.  Edward  A.  Gall  of 
the  Department  of  Pathology,  Cincinnati  Medical 
School,  giving  an  interesting  talk  on  “Hepatitis.” 

In  other  business,  the  Society  elected  Dr.  William 
Echols  and  Dr.  Harry  Tweel  to  membership;  heard 
a report  from  Dr.  Richard  Dorsey  on  the  recent 
meeting  of  the  State  Medical  Association’s  West 
Virginia  University  Liaison  Committee;  and  re- 
ceived a letter  of  resignation  from  Dr.  Emiliano 
Feliciano. — Thomas  F.  Scott,  M.  D.,  Secretary. 

★ ★ ★ ★ 

McDOWELL 

Dr.  Charles  E.  Andrews,  Provost  for  Health 
Sciences  at  the  West  Virginia  University  Medical 
Center,  gave  an  interesting  review  of  the  Medical 
Center’s  history  and  mission  at  the  McDowell  County 
Medical  Society’s  monthly  meeting  October  14  at 
Doctor’s  Memorial  Hospital  in  Welch. 

Doctor  Andrews  said  some  initial  goals  partially 
or  completely  attained  include  (1)  a place  for  edu- 
cation in  the  health  sciences  for  citizens  of  West 
Virginia;  (2)  a new  supply  of  medical  personnel  to 
work  in  the  state;  and  (3)  steps  toward  solving 
West  Virginia’s  physician  shortage. 


He  said  the  physician-population  ratio  in  West 
Virginia  is  about  one  per  1,000  people  as  compared 
with  a national  average  of  one  to  700.  Doctor  An- 
drews thought  that  classes  at  the  Medical  School 
might  be  increased  to  100  or  110  as  compared  to  the 
present  freshman  class  of  75 — but  he  said  more 
funds  would  be  needed  for  such  an  expansion. — 
John  S.  Cook,  M.  D.,  Acting  Secretary. 

★ ★ ★ ★ 

MERCER 

The  Mercer  County  Medical  Society  elected  Dr. 
Hawey  Wells,  Dr.  Margaret  Wells,  Dr.  Janelle 
Duremdes,  Dr.  Lawrence  Mullins  and  Dr.  T.  Keith 
Edwards  to  membership,  effective  January  1,  1971, 
during  its  regular  meeting  October  19  at  the  Dinner 
Bell  Restaurant  in  Princeton. 

The  Society  also  approved  an  increase  in  its  dues 
to  $50  a year,  and  members  toured  the  new  Prince- 
ton Community  Hospital  after  adjournment  of  their 
business  session. — John  J.  Mahood,  M.  D.,  Secretary. 
* * * * 

RALEIGH 

Dr.  Theodore  M.  King,  Professor  of  Gynecology 
and  Obstetrics,  Albany  Medical  College,  Albany, 
New  York,  addressed  the  Raleigh  County  Medical 
Society  and  others  October  15  at  the  Elks  Club 
Ballroom  in  Beckley. 

Doctor  King  gave  an  interesting  talk  on  “Abortion 
on  Demand.”  The  meeting  was  the  Society’s  annual 
gathering  with  the  New  River  Pharmaceutical  Asso- 
ciation and  the  New  River  Dental  Society.  About 
90  persons  attended,  including  50  Society  members. 
— C.  Richard  Daniel,  M.  D.,  Secretary-Treasurer. 
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GEORGE  T.  HARDING,  M.  D.  D.  L.  HANSON 

Medical  Director  Administrator 
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EASTERN  PANHANDLE 

The  Woman’s  Auxiliary  to  the  Eastern  Panhandle 
Medical  Society  held  its  regular  October  meeting  at 
the  home  of  Mrs.  V.  L.  Glover  in  Martinsburg.  The 
Auxiliary  completed  plans  to  entertain  wives  of  J 
physicians  attending  the  Potomac-Shenandoah  Val- 
ley Postgraduate  Institute  in  Martinsburg  October 
23  to  25. 

The  Auxiliary  also  endorsed  a Family  Planning 
Program  to  be  operated  under  auspices  of  the 
Berkeley  County  Health  Department,  and  will  pro- 
vide volunteer  services  in  that  effort. — Mrs.  Norman 
Samuels,  Publicity  Chairman. 

★ A ★ ★ 

HARRISON 

Nineteen  students  and  councilors  representing  the 
Harrison  County  High  School  Medical  Careers  or- 
ganizations were  guests  at  a November  4 dinner 
meeting  of  the  Woman’s  Auxiliary  to  the  Harrison 
County  Medical  Society.  Twenty-four  members 
also  were  present. 

Mrs.  Hu  C.  Myers,  wife  of  the  Philippi  surgeon 
and  former  President  of  the  Woman’s  Auxiliary  to 
the  West  Virginia  State  Medical  Association,  gave 
an  interesting  talk  on  the  wide  range  of  career 
opportunities  now  open  in  the  medical  and  allied 
fields. — Mrs.  William  N.  Walker,  Jr.,  Publicity 
Chairman. 

★ •*  v:  * 

RALEIGH 

The  Woman’s  Auxiliary  to  the  Raleigh  County 
Medical  Society  heard  an  interesting  talk  from  one 
of  its  members,  Mrs.  Charles  W.  Merritt,  at  its 

regular  October  meeting  at  the  home  of  Mrs.  John 
E.  McKenzie  in  Beckley. 

Mrs.  Merritt  told  of  some  of  her  experiences  in 
seeking  election  to  the  West  Virginia  House  of 
Delegates  this  year,  and  said  she  felt  that  an  effec- 
tive legislative  body  is  one  made  up  of  a varied 
citizenry.  Thirty-seven  members  attended  the  meet- 
ing.— Mrs.  John  E.  McKenzie,  Publicity  Chairman. 


EXAMINING  & TREATMENT  TABLE 

BRINGS  POWERED  COMFORT  TO  BUSY  PHYSI- 
CIANS! The  Ritter  "75“  Examining  and  Treat- 
ment Table  has  been  des’gned  with  features  vitally 
important  to  the  physician  as  well  as  his  patients. 
The  Ritter  "75"  eliminates  bending  and  stooping. 
It  raises  . . . lowers  . . . tilts  at  the  touch  of  the 
exclusive  mobile  foot  control.  Top  sections  adjust 
with  ease  and  the  entire  table  provides  maximum 
efficiency  in  handling  patients  of  all  ages  and 
sizes.  AVAILABLE  IN  7 CUSHION  COLORS! 


The  smallest  and  lowest  priced  Bovie  ever  pro- 
duced ...  a miniature  Bovie  electrosurgical  unit 
small  enough  for  wall  mounting  or  shelf  use  in  the 
doctor's  office.  Size  only  9"  x 12".  The  only  wall- 
mounted  unit  that  gives  you  two  distinct  spark- 
gap  generated  currents  . . . Electro-cutting  and 
Coagulation  . . . for  a full  range  of  minor  electro- 
surgical  procedures  helpful  in  daily  practice. 

HOSPITAL  & PHYSICIANS 
SUPPLY  CO. 

511  BROOKS  ST.  CHARLESTON,  W.  VA.  25301 
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lation   - Mar.  92 

Lee,  Sang-In,  M.  D.,  and  Edward  K.  Chung,  M.  D. 

— EKG  of  the  Month — Multifocal  Atrial  Tachy- 
cardia   - - - - - May  172 

Little,  Robert  C.,  M.  D. — Importance  of  the  First 
Heart  Sound  in  Cardiac  Diagnosis  Jan.  10 

M 

Maisog,  Joe,  M.  D.,  et  al — X-Ray  of  the  Month  Aug.  259 

Marshall,  Robert  J.,  M.  D.,  and  Nama  Paik  Beck, 

M.  D. — The  Role  of  Angiography  in  Renal  Dis- 
eases ... - - July  215 

Martin,  James  D.,  M.  D.,  Jose  A.  Gutrecht,  M.  D., 
and  Ludwig  Gutmann,  M.  D. — L-Dopa  Therapy 
of  Parkinson's  Disease  Apr.  109 

Masses,  Adnexal,  Clinical  Evaluation  of — Nicholas 

W.  Fugo,  M.  D.  _ Feb.  35 

Massive  Gastrointestinal  Hemorrhage  Due  to  Re- 
gional Enteritis — Siroos  Gerami,  M.  D.,  George 
W.  Easley,  M.  D..  Magdi  S.  Azer,  M.  D.,  and 
Catalino  B.  Mendoza,  Jr„  M.  D.  June  185 

Medford,  Frank  E.,  M.  D. — Familial  Hyperpara- 
thyroidism   Jan.  1 

Medical  Education:  A Summary  of  Revolutionary 

Changes— Ralph  L.  Greene,  Jr.,  M.  D Aug.  251 

Medical  Experiences  in  Tanzania — James  M.  Wade, 

M.  D„  and  Mrs.  Linda  L.  Wade,  R.  N„  B.  S.  Sept.  312 

Medical  Malpractice:  A Lawyer's  View — William 
E.  Knepper,  LL.  B Nov.  384 

Medullary  Carcinoma  of  the  Thyroid — X-Ray  of 
the  Month — Robert  D.  Hess,  M.  D.,  and  Ray  A. 

Harron,  M.  D Jan.  24 

Mendoza,  Catalino  B.,  Jr.,  M.  D.,  Siroos  Gerami, 

M.  D.,  George  W.  Easley,  M.  D.,  and  Magdi  S. 

Azer,  M.  D. — Massive  Gastrointestinal  Hemor- 
rhage Due  to  Regional  Enteritis  June  185 

Meningitis,  Otitic — Philip  M.  Sprinkle,  M.  D.,  and 
Anthony  J.  Oliverio,  M.  D.  Nov.  386 
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Mental  Retardation:  A Challenge  to  Physicians — 

Felix  F.  de  la  Cruz,  M.  D.,  and  Gerald  D. 

LaVeck,  M.  D.  - - May  145 

Merrifield,  John  V.,  M.  D. — Reye’s  Syndrome  Dec.  415 

Milam,  D.  Franklin,  M.  D.,  and  Stanley  J.  Kand- 
zari,  M.  D. — The  Effect  of  Central  Nervous  Sys- 
tem Disease  Upon  the  Urinary  Tract  Mar.  65 

Moser,  Charles  Y.,  M.  D. — Studies  in  Nutrition  in 
a Rural  County,  Especially  in  Relation  to  Food 
Habits,  Visual  Acuity  and  Nutritional  Status  July  223 


Myeloma,  Multiple,  and  Pernicious  Anemia — A. 

Rafael  Gomez,  M.  D.,  and  John  B.  Harley,  M.  D.  Feb.  38 

O 


Oliverio.  Anthony  J.,  M.  D.,  and  Philip  M.  Sprin- 
kle, M.  D. — Otitic  Meningitis  Nov.  386 

Otitic  Meningitis- — Philip  M.  Sprinkle,  M.  D.,  and 
Anthony  J.  Oliverio,  M.  D Nov.  386 

P 

Paranoidism,  Husband,  The  Diagnosis  and  Treat- 
ment of — Donald  C.  Carter,  M.  D.  Oct.  345 

Parkinson’s  Disease,  L-Dopa  Therapy  of — Ludwig 
Gutmann,  M.  D.,  James  D.  Martin,  M.  D.,  and 
Jose  A.  Gutrecht,  M.  D.  Apr.  109 

Parks.  Seigle  W.,  M.  D. — Alcoholism  and  Industry  Jan.  16 

Parrish,  Henry  M.,  M.  D. — Venomous  Snakebites: 

Fiction  Versus  Fact  June  187 

Pernicious  Anemia,  and  Multiple  Myeloma — A. 

Rafael  Gomez,  M.  D.,  and  John  B.  Harley,  M.  D.  Feb.  38 

Planning  a State  System  of  Higher  Education — 

Prince  B.  Woodard,  Ed.  D Dec.  427 

Population,  Birth  Control  and  West  Virginia — 

David  T.  Allen,  M.  D.,  N.  H.  Dyer,  M.  D.,  and 

Jack  Basman,  M.  D May  167 

Presidential  Address — Maynard  P.  Pride,  M.  D.  Oct.  331 

Pride,  Maynard  P.,  M.  D. — Presidential  Address  Oct.  331 

Progress  in  Health  Care — Walter  C.  Bornemeier, 

M.  D.  ..  _ Nov.  379 

R 

Raju,  S.  Gopal,  M.  D. — Congenital  Diaphragmatic 
Obstruction  of  Duodenum  in  Adults  and  Jejunum 
in  Newborn  Apr.  112 

Renal  Diseases,  The  Role  of  Angiography  in — 

Nama  Paik  Beck,  M.  D.,  and  Robert  J.  Marshall, 

M.  D.  July  215 

Renn,  Joseph  J.,  Ill,  M.  D.,  and  Edward  K.  Chung, 

M.  D. — EKG  of  the  Month — Postpericardiotomy 
Syndrome  Feb.  48 

Research  Participation  by  Medical  Students  at  the 
West  Virginia  University  Medical  Center  Mar.  72 

Review  of  Milk  Allergy — I.  L.  Hemmings,  Jr., 

M.  D.  May  156 

Reye’s  Syndrome — John  V.  Merrifield,  M.  D.  Dec.  415 

Rose,  George  W.,  M.  D.,  et  al — X-Ray  of  the  Month  May  174 

Ruptured  Ileum  with  Peritonitis  Following  Blunt 
Trauma  to  Inguinal  Hernia — Manuel  J.  Tornilla, 

Jr.,  M.  D Jan.  6 

S 

Schmidt,  Roland,  M.  D. — Curricular  Changes  at 
West  Virginia  University  School  of  Medicine  July  221 

Secoquian,  Cesar,  M.  D. — Superior  Mesenteric  Ar- 
tery Syndrome  Oct.  336 

Snakebites,  Venomous:  Fiction  Versus  Fact — Henry 
M.  Parrish,  M.  D June  187 

Sports  Medicine  in  Perspective — Kenneth  S.  Clarke, 

Ph.  D Feb.  44 

Spradlin,  W.  W.,  M.  D. — The  Family  and  the  Alco- 
holic   Mar.  89 

Sprinkle,  Philip  M„  M.  D.,  and  Anthony  J. 

Oliverio,  M.  D. — Otitic  Meningitis  Nov.  386 

Superior  Mesenteric  Artery  Syndrome — Cesar  Se- 
coquian, M.  D.  Oct.  336 


Surgical  Management  of  Tracheoesophageal  Fistula 
and  Esophageal  Atresia — Jay  Hoppenstein,  M.  D., 

Richard  A.  Currie.  M.  D.,  Thomas  J.  Tamay, 

M.  D.,  Herbert  E.  Warden,  M.  D.,  Bernard  Zim- 
mermann,  M.  D.,  and  Joseph  R.  Lancaster,  M.  D.  Aug.  243 
Studies  in  Nutrition  in  a Rural  County,  Especially 
in  Relation  to  Food  Habits,  Visual  Acuity  and 
Nutritional  Status— Charles  Y.  Moser,  M.  D.  July  223 


T 

Tarnay,  Thomas  J.,  M.  D.,  Herbert  E.  Warden, 

M.  D.,  Bernard  Zimmermann,  M.  D.,  Joseph  R. 

Lancaster.  M.  D.,  Jay  Hoppenstein,  M.  D.,  and 
Richard  A.  Currie,  M.  D.- — Surgical  Management 
of  Tracheoesophageal  Fistula  and  Esophageal 
Atresia  Aug.  243 

Tornilla,  Manuel  J.,  Jr.,  M.  D. — Ruptured  Ileum 
with  Peritonitis  Following  Blunt  Trauma  to  In- 
guinal Hernia  _ _. Jan.  6 

Tuberculosis  and  Histoplasmosis,  Inter-Agency  "Col- 
laboration in  Screening  for — Thomas  R.  Bender, 

M.  D.,  Ernest  W.  Chick,  M.  D.,  and  David  S. 

Bauman,  Ph.  D June  191 


V 


Valen,  Freshnedie  J.,  M.  D.,  and  Edward  K.  Chung, 

M.  D. — EKG  of  the  Month — The  Juvenile  T- 

Wave  Pattern  June  193 

Venomous  Snakebites:  Fiction  Versus  Fact — Henry 
M.  Parrish,  M.  D.  June  187 

W 

Wade,  James  M.,  M.  D.,  and  Mrs.  Linda  L.  Wade, 

R.  N.,  B.  S. — Medical  Experiences  in  Tanzania  . Sept.  312 

Wade.  Mrs.  Linda  L.,  R.  N.,  B.  S.,  and  James  M. 

Wade,  M.  D. — Medical  Experiences  in  Tanzania  Sept.  312 

Warden,  Herbert  E.,  M.  D.,  Joseph  R.  Lancaster, 

M.  D.,  Jay  Hoppenstein,  M.  D.,  Richard  A.  Currie, 

M.  D.,  and  Thomas  J.  Tamay,  M.  D. — Surgical 
Management  of  Tracheoesophageal  Fistula  and 
Esophageal  Atresia  Aug.  243 

West  Virginia  State  Medical  Association's  Voluntary 
Peer  Review  Service — Daniel  Hamaty,  M.  D.  Sept.  307 

Why  Practice  in  West  Virginia? — Richard  Dorsey, 

M.  D.  Dec.  422 

Woodard,  Prince  B.,  Ed.  D. — Planning  a State 
System  of  Higher  Education  Dec.  427 


X 

X-Ray  of  the  Month — Medullary  Carcinoma  of  the 
Thyroid — Robert  D.  Hess,  M.  D.,  and  Ray  A. 


Harron,  M.  D.  Jan.  24 

X-Ray  of  the  Month — W.  Paul  Elkin,  M.  D.,  et  al  Feb.  50 

X-Ray  of  the  Month — Ray  A.  Harron,  M.  D.,  and 
Robert  D.  Hess,  M.  D.  Mar.  94 

X-Ray  of  the  Month — Julian  D.  Gasataya,  M.  D., 

and  Ray  A.  Harron,  M.  D Apr.  128 

X-Ray  of  the  Month — George  W.  Rose,  M.  D.,  and 

Ray  A.  Harron,  M.  D May  174 

X-Ray  of  the  Month — W.  Paul  Elkin,  M.  D.,  et  al  June  195 

X-Ray  of  the  Month — C.  H.  Lee,  M.  D July  229 

X-Ray  of  the  Month — Joe  Maisog,  M.  D.,  and  Ray 
A.  Harron,  M.  D.  Aug.  259 

X-Ray  of  the  Month — Murray  B.  Hunter,  M.  D.,  and 
Ray  A.  Harron,  M.  D Sept.  318 

X-Ray  of  the  Month — Reverdy  Jones,  M.  D.,  and 

Ray  A.  Harron,  M.  D Nov.  396 


z 

Zimmermann,  Bernard,  M.  D.,  Joseph  R.  Lancaster, 

M.  D , Jay  Hoppenstein,  M.  D.,  Richard  A.  Currie, 

M.  D.,  Thomas  J.  Tarnay,  M.  D.,  and  Herbert  E. 

Warden,  M.  D. — Surgical  Management  of  Trache- 
oesophageal Fistula  and  Esophageal  Atresia  Aug.  243 


XXVI 


The  West  Virginia  Medical  Journal 
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24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Mylanta 

#LIQUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

^ ' PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Allas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

INDICATIONS:  Indicated  when  anxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS:  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  protracted  therapy. 
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In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUm  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and / or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  sui  illance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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